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Perceptions of prenatal care in older adolescent Latinas
Rosamar Torres, Ph.D.
The University of Texas at Austin, 2014

Supervisor: Donna Lynn Rew
The knowledge that initiation of prenatal care after the first trimester of pregnancy
is associated with poor fetal and maternal outcomes has led to increased efforts to
improve access to prenatal care in the U.S. Despite these efforts, Latinas continue to
underutilize these services and enter care late. Pregnant adolescent Latinas are at
increased risk for morbidity and mortality during pregnancy and labor, thereby increasing
risks for mortality, blindness, deafness, mental retardation, and cerebral palsy in their the
neonates.
The current literature surrounding perceptions of prenatal care focuses on women
overall without taking into account culture, ethnicity or age. Thus, little is known about
adolescent Latinas’ perceptions of prenatal care and why they enter care late. Hence the
purpose of this study was to critique the literature regarding Latinas and their perceptions
of prenatal care; to determine the psychometric properties of The Perceptions of Prenatal
Care Survey which was piloted in the Phase I of the dissertation; to identify perceptions
of prenatal care in older adolescent Latinas utilizing the Access Barriers to Care Index
and the Perceptions of Prenatal Care Survey in Phase II of the study; and to determine if
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relationships exist between variables in the conceptual model and participants’ adequacy
of and timely entry into prenatal care.
Phase I revealed the survey had good internal consistency (Cronbach’s alpha =
0.88) and validity (S-CVI =0.81). Phase II revealed that a majority (94.5%) of
participants perceived that timely prenatal care as important; however, only 55.6%
entered care on time. Over 70% of the sample had experienced personal and healthcare
imposed barriers when accessing prenatal care. Social support from partners and friends
was associated with adequate prenatal care; and having some college education was
associated with timely prenatal care. Influence from healthcare workers did not have a
statistically significant effect on timely or adequate prenatal care. Due to sampling issues
and possible response bias, the study is limited. Future research on this topic calls for
more stringent sampling measures that will take race, acculturation, nativity and
immigration status into consideration.
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Chapter I: Introduction
Initiation of prenatal care (PNC) after the first trimester of pregnancy is associated
with poor fetal and maternal outcomes. This knowledge has led to increased efforts to
improve access to prenatal care in the U.S. Of particular concern are Latinas, who despite
these efforts, Latinas continue to underutilize these services and enter PNC late (National
Vital Statistics Reports [NVSS], 2013; Healthy People 2020 [HP2020], 2013). In fact,
when compared to their non-Latina Black and White counterparts, Latina adolescents are
more likely to have late or no prenatal care (Sarnoff & Adams, 2001; NVSS, 2013). This
fact is alarming since adolescent Latinas have had the highest rates of teen pregnancy
compared to every ethnic group in the U.S. since 1995 (U.S. Department of Human
Health Services: Office of Adolescent Health [HHS], 2013). In Texas, where teen births
are amongst the highest in the nation, adolescent Latinas comprise 64% of teen births
compared to non-Latina Whites (21%) and non-Latina Blacks (14%) ([HHS], 2013).
Research has revealed several factors that are linked to late entry into PNC. For
example, low educational levels, low socioeconomic status, young age, being uninsured,
unmarried or higher parity are linked to late PNC in Latinas (Frisbie, Echevarria &
Hummer, 2001; Johnson, Saha, Albelaiez, Beach & Coope , 2004; Kvale, Cronk, Glysch
& Aronson, 2000; Nothnagle, Marchi, Egerter, & Braveman, 2000; Sunil, Spears, Hook,
Castillo, & Torres, 2010; Thorburn & De Marco, 2009). In addition, researchers have
found that negative or ambivalent attitudes towards the pregnancy or prenatal care and/or
a delay in telling someone about the pregnancy pose significant barriers to initiating
1

timely prenatal care (Nothnagle et al., 2000; Oropesa, Landale, Inkley, & Gorman, 2000).
Furthermore, researchers have also found that work restrictions, poor provider
communication, and feelings of oppression from the U.S. healthcare system are major
non-financial barriers for adult and adolescent Latinas (Bender & Castro, 2000; QueiroTajalli, 1989; Teagle & Brindis, 1998; Thorburn & De Marco, 2009).
BACKGROUND AND SIGNIFICANCE
According to the American Academy of Pediatrics and American College of
Obstetricians and Gynecologists (AAP/ACOG, 2012), timely prenatal care consists of a
timely entrance into the healthcare system that should occur during the first 12 weeks of
pregnancy (first trimester). In addition, adequate prenatal care includes at least 13 visits
during a full term pregnancy (AAP/ACOG).
Pregnant adolescents from all ethnic groups are faced with increased risks during
pregnancy compared to adult pregnant women. Pregnant teenagers are at increased risk
for hypertension, anemia, obesity, gestational diabetes, preterm labor, and death during
labor (NVSS, 2013; Chen, et al., 2007; Hoedelman, 1993; Stevens-Simon & McAnarney,
1992). These health issues have been associated with many factors such as biological
immaturity, increased risk of poor nutrition, inadequate weight gain, street drug use,
tobacco and alcohol use, poor prenatal care and psychological stress related to alienation
from family and friends (Berne & Huberman, 1999; Chen, et al., 2007; Khashan, Baker,
& Kenny, 2010). All of the aforementioned risk factors may pose risks for the neonates
born to adolescent mothers including low-birth-weight and low Apgar
2

(Appearance, Pulse, Grimace, Activity, and Respiration) scores, thereby increasing
neonates’ risks for mortality, blindness, deafness, chronic respiratory illness, mental
retardation, and cerebral palsy (NVSS, 2013; Cederbaum, Putnam-Hornstein, King,
Gilbert, & Needell, 2013; Chen, et al., 2007; Chandra, Schiavello, Ravi, Weinstein, &
Hook, 2002; Ventura, Martin, Curtin, & Mathews, 2001). Recent statistics show
gastroschisis rates in neonates born to adolescents is double that of any age group
(NVSS). In addition, infants born to adolescents had the highest rates of spina bifida,
limb defects and cleft lips when compared to adult women (NVSS). The risk for neonatal
morbidity and mortality is even more increased when born to adolescents younger than
16. Adolescents ages 15 and younger have more preterm births, higher rates of very-lowbirth weight neonates and increased infant mortality compared to teens older than 15
years of age (Duplessis, Bell & Richards, 1997; Heodelman, 1993; Mathews &
MacDorman, 2008).
PERSONAL FACTORS AS BARRIERS
Several personal factors have been identified as barriers to accessing and
receiving adequate prenatal care among Latina adolescents. Unplanned pregnancies,
although not necessarily unwanted, have also been cited as major barriers to accessing
both timely and adequate PNC (Luecken, Purdome, & Howe, 2009; Bravemen et al.,
2000; Byrd at al., 1996; Conrad et al, 1998; Nothnagle et al., 2000).
Within the Western healthcare system, there lies an assumption that people who
are knowledgeable about their conditions will seek care to treat those conditions.
3

However, research has shown this is not the case for pregnant Latinas. Many studies
have cited that their Latina samples knew prenatal care was to begin in the first trimester
but did not seek care until the second and third trimesters indicating that for Latinas there
are other factors involved as to why they do not receive timely or adequate PNC (Conrad
et al., 1998; Nothnagle et al., 2000).
Social support has been found to be an essential factor for Latinas to seek prenatal
care. Strong familial ties are associated with an increased utilization of PNC amongst
Latinas. (Luecken et al., 2009; Kalofonos & Palinkas, 1999). However, pregnant Latinas
may put more trust into advice from friends and family rather than healthcare providers
(Kalofonos & Palinkas).
Language and cultural barriers within the U.S. healthcare system are well
documented. The same holds true for pregnant Latinas who preferred healthcare
providers that were more knowledgeable of their customs and spoke Spanish. (Bender &
Castro, 2000; Conrad et al., 1998; Shaffer, 2002; Zaid, Fullerton, & Moore, 1996).
HEALTHCARE SYSTEM BARRIERS
When compared to other ethnic groups, Latinas are more likely to cite lack of
finances and healthcare coverage as barriers to accessing PNC (Luecken et al., 2009;
Conrad et al., 1998; Higgins & Burton, 1996; Zaid et al.1996). However, research
indicates that even women with government healthcare coverage enter prenatal care late
or do not access PNC at all (Sunil et al., 2010; Bravemen, Bennett, Lewis, Egerter, &
Showstack, 1993). Researchers indicate that these women may be encountering barriers
4

at the provider level. Such barriers cited include having long waits for prenatal care
appointments, long waiting room times or being unable to find a provider who accepts
government funded insurance (Sunil et al.; Zaid et al,).
STATEMENT OF PROBLEM
The current literature surrounding perceptions of PNC focuses on women overall
without accounting for culture or ethnicity. In addition, many studies that include
adolescents in their sample do not control for age when analyzing data (Fullerton,
Nelson, Shannon, & Bader, 2004; Root & Browner, 2001; Sarnoff & Adams, 2000).
Thus, little is known about adolescent Latinas’ perceptions of prenatal care and why
many of them enter prenatal care late. Exploring these perceptions is important. For
example beliefs that may have been passed down from previous generations may not be
consistent with the current Western biomedical approach (Bender, Harbour, Thorp, &
Morris, 2001). In addition, Latina culture may impact the perceived importance of
prenatal care thereby adversely affecting both maternal and fetal outcomes (Sarnoff &
Adams, 2001; Sunil et al, 2010). Zambrana, Scrimshaw, & Dunkel-Schetter’s (1996)
found that over half of the Mexican immigrant women in their sample that knew they
were pregnant sought PNC after the first trimester due to their belief that pregnancy was
a normal part of life and did not necessitate the intervention of the U.S. healthcare
system.

5

PURPOSE OF THE STUDY
The purpose of this study is: 1) to explore and critique the literature regarding
Latinas and their perceptions of PNC; 2) to determine the psychometric properties of The
Perceptions of Prenatal Care Survey that was piloted in the Phase I of the dissertation; 3)
to identify perceptions of PNC in older adolescent Latinas utilizing the Access Barriers to
Care Index (ABCI) and the Perceptions of Prenatal Care Survey in Phase II of the study;
and 4) to determine if relationships exist between variables in the conceptual model and
participants’ timely entry into prenatal care and their adequacy of prenatal care.
DESIGN AND SETTING
This dissertation is organized as follows:
Chapter 2 presents a previously published paper (Torres, 2005) that examined and
critiqued the literature surrounding Latinas’ perceptions of prenatal care. This literature
review is expanded with additional findings in the scientific literature published since
2005.
Chapter 3 describes the methods to answer the research questions in two phases.
The first phase is a psychometric evaluation of the Perceptions of Prenatal Care Survey,
an instrument which I adapted from the Better Babies Survey (Reis, Mills-Thomas,
Robinson, & Anderson, 1992), piloted in Phase I of the study and used it to collect data in
Phase II of the study. The second phase measured perceptions of prenatal care in older
adolescent Latinas. A descriptive non-experimental design utilizing two survey
instruments was employed for this study. Data were collected utilizing two instruments
6

that assess perceptions of prenatal care. The Access Barriers to Care Index (Cook, Selig,
Wedge, & Gohn-Baube, 1999) assessed perceived barriers to prenatal care and the
Perceptions of Prenatal Care Survey assessed perceived benefits of prenatal care.
Chapter 4 contains a summary of the findings and statistical analyses from Phase I
and Phase II of the study. Findings are organized by research question.
Chapter 5 provides an interpretation of findings from each phase of the study.
These findings are compared to the existent literature and interpreted utilizing the
conceptual framework that guides the study. It includes conclusions from each phase,
implications for nursing practice, and suggestions for further research.
RESEARCH QUESTIONS
Phase I:
1. What are the indices of readability for the subscales of the Perceptions of
Prenatal Care Survey?
2. What are the psychometric properties of the subscales of the Perceptions of
Prenatal Care Survey?
Phase II:
1. How do older adolescent Latinas perceive behavior-specific cognitions in
relation to prenatal care?
2. What are the differences in behavior-specific cognitions of prenatal care
between primiparous and multiparous older Latina adolescents?
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3a. What are the differences in behavior-specific cognitions of prenatal care
between older adolescent Latinas who received timely prenatal care, those who did not?
3b. What are the differences in behavior-specific cognitions of prenatal care
between older adolescent Latinas who received adequate prenatal care, those who did
not?
4a. What are the differences in behavior specific cognitions of prenatal care
between older adolescent Latinas who are married or living with father of the baby and
those who are not?
4b. What are the differences in behavior specific cognitions of prenatal care
between older adolescent Latinas who have positive perceptions of their partners and
those who do not?
5a. What are the relationships between personal factors and timely prenatal care
in older adolescent Latinas?
5b. What are the relationships between personal factors and adequate prenatal
care in older adolescent Latinas?
6a. What are the relationships between interpersonal influences and timely entry
into prenatal care among older adolescent Latinas?
6b. What are the relationships between interpersonal influences and adequate
prenatal care among older adolescent Latinas?
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CONCEPTUAL FRAMEWORK
No single existing conceptual model addresses the research questions posited by
this dissertation. However, specific constructs from Pender’s revised Health Promotion
Model (RHPM) were used as a guide for developing the research questions and
conceptual model. See Figure 1, page 9. According to Pender, there are two contributing
factors that predict the desired behavioral outcome. These factors include: individual
characteristics and experiences; and behavior-specific cognitions and affect (Pender,
Murdaugh, & Parsons, 2011). For this study, all three factors will be addressed and
operationalized as: Individual characteristics and experiences; behavior- specific
cognitions and health-promoting behaviors. The RHPM has been utilized extensively in
Nursing Research to study a wide array of topics including utilization of prenatal care in
minority women (Esperat, Fend, Zhang & Owen, 2007; Pender et al., 2011).
INDIVIDUAL CHARACTERISTICS AND EXPERIENCES
These characteristics are intrinsic factors that are largely considered fixed and
unchangeable and include prior related behaviors and personal factors as variables
(Pender et al., 2011). These variables also influence a person’s behavior specific
cognitions. (Pender et al.). The variable prior related behaviors was adapted for this
dissertation study and was conceptualized as prior knowledge since actual behaviors were
not measured. The variable personal factors was conceptualized as demographics and
includes education level, marital status, age and employment status.
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BEHAVIOR-SPECIFIC COGNITIONS
According to Pender et al. this concept is the motivator behind to carry out the
desired health promoting behavior and are the “core” for interventional studies (2011, p.
47). The RHPM variables perceived benefits of action and perceived barriers to action
are conceptualized as perceived benefits of prenatal care and perceived barriers to
prenatal care (respectively) for this dissertation study.
The concept interpersonal influences for this study is conceptualized as the
perceived importance of healthcare workers, partner, family [mother] and friends and
their relationships to adolescent Latinas’ prenatal care timeliness and adequacy.
HEALTH PROMOTING BEHAVIOR
For this dissertation study, this concept was operationalized as timely prenatal
care and adequate prenatal care.

10

Conceptual model for the study

Figure 1. Conceptual Model. Constructs from the RHPM, individual
characteristics and experiences; behavior-specific cognitions; and health promoting
behaviors have been adapted to answer the research questions posited for this study.
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THEORETICAL DEFINITIONS
1. Latina – a woman of Hispanic heritage or descent who was born in or out of the
United States and can be of any race.
2. Older adolescent – adolescents who are between the ages of 18-21 years.
3. Timely prenatal care – as defined by AAP/ACOG (2012). Prenatal care
initiated within the first 12 weeks of pregnancy or 1st Trimester.
4. Adequate prenatal care – as defined by AAP/ACOG (2012) and is at least 13
prenatal visits during a term pregnancy.
5. Individual Characteristics and Experiences -- demographic information such as
age, education level, marital status, living situation that may influence beliefs about
prenatal care.
6. Behavior specific cognitions – older adolescent Latina’s perceived benefits of
prenatal care; perceived barriers to prenatal care and also encompasses interpersonal
influences.
7. Interpersonal influences – social support and cultural norms that influence the
adolescent Latina’s health-promoting behaviors.
8. Health-promoting behavior – timely and/or adequate prenatal care as defined
by AAP/ACOG (2012).
ASSUMPTIONS
For this study the following assumptions are made explicit:
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1. Participants can accurately report their perceptions of adequate and timely
prenatal care.
2. Participants can accurately describe their interpersonal influences that affect the
initiation of PNC.
3. Participants can accurately describe the week gestation at which PNC was
initiated and the number of PNC visits during the pregnancy.
4. All data are valuable.
LIMITATIONS
The results of the study cannot be generalized to all adolescent Latinas since a
non-probability sample will be recruited utilizing a snowball sampling technique from
on-line forums and social networks and is limited to adolescent Latinas who have access
to the Internet (Hogan, 2008; Suarez-Balcazar, Balcazar, & Taylor-Ritzler, 2009).
Another limitation is that the surveys were not translated to Spanish, therefore only
adolescent Latinas who speak English will be sampled.
SUMMARY
This chapter provided background information for the study, research purpose,
research questions, definitions, assumptions and limitations of the study. The findings of
this study will aid in future interventional research aimed at increasing prenatal care
utilization in adolescent Latinas.
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Chapter II
This chapter is divided into two sections and provides a review of the current
literature. Much of the literature that examines women’s barriers and perceptions of PNC
is not ethnic- specific, nor is it age-specific. Therefore, little is known about adolescent
Latinas’ perceptions of prenatal care and why they continue to underutilize PNC services
and enter PNC late (Torres, 2005). The first part of the chapter comprises the student
investigator’s published paper titled “Latina Perceptions of Prenatal Care” (Torres, 2005).
Copyright permission was obtained from the publishers of Hispanic Healthcare
International, the peer reviewed journal in which the paper was published. This
permission is found in the appendix of the dissertation. The second part of the chapter
contains updated information that has been published since 2005.
PART I: PREVIOUSLY PUBLISHED PAPER FROM HISPANIC HEALTHCARE INTERNATIONAL
Latinas’ Perceptions of Prenatal Care
Torres, R. (2005)
Despite efforts to improve access to prenatal care (PNC), Latinas continue to have low
utilization rates. Various factors have been identified that influence why women do not
initiate timely PNC. Much of the literature that examines women’s barriers and
perceptions of PNC is not ethnic specific. Consequently, little is known about Latina
perceptions of PNC and why they enter it late. The purpose of this article is to critically
review the literature on Latina perceptions of and barriers to PNC from a critical feminist
perspective.
14

A pesar de los esfuerzos realizados para mejorar el acceso al cuidado prenatal, las Latinas
continúan teniendo bajos índices de utilización. Varios factores han sido identificados
que tienen afectan las razones por las que las mujeres no inician cuidado prenatal
oportuno. Mucha de la literatura que examina las barreras y percepciones que las mujeres
pueden tener acerca del cuidad prenatal no son específicas a un grupo étnico. En
consecuencia, poco se conoce acerca de las percepciones de las Latinas del cuidado
prenatal y por qué entran tarde a este tipo de cuidado. El propósito de este trabajo es
revisar críticamente la literatura de las percepciones de las Latinas acerca de las barreras
hacia el cuidado prenatal desde una perspectiva crítica feminista.
Failure to obtain prenatal care within the first trimester of pregnancy is associated
with poor fetal and maternal outcomes. Despite efforts to improve access to prenatal care,
Latinas continue to underutilize these services (Centers for Disease Control [CDC],
2004). Research indicates that Latinas may perceive a greater number of barriers to
obtaining prenatal care when compared to African-Americans and non-Hispanic whites
(Frisbie, Echevarria, & Hummer, 2001; Oropesa, Landale, Inkley, & Gorman, 2000).
Within the literature, various factors have been identified that influence why women do
not initiate timely prenatal care. Current research suggests that low educational levels,
low socioeconomic status, young age, being uninsured, unmarried or higher parity are
linked to untimely prenatal care (Frisbie et al.; Johnson et al., 2003; Kvale, Cronk,
Glysch & Aronson, 2000; Nothnagle, Marchi, Egerter, & Braveman, 2000). In addition,
15

researchers have found that negative or ambivalent attitudes towards the pregnancy or
prenatal care or a delay in telling someone about the pregnancy are barriers to initiating
timely prenatal care (Nothnagle et al.; Oropesa, Landale, Inkley, & Gorman, 2000).
Among Latinas, researchers have found that work restrictions and poor provider
communication are major non-financial barriers for Latinas (Bender & Castro, 2000;
Teagle & Brindis, 1998). In addition, feelings of discrimination, racism and a distrust of
the healthcare system and how it operates have been cited as major barriers for seeking
early prenatal care in Latinas (Bender & Castro, 2000; Queiro-Tajalli, 1989).
Much of the literature that examines women’s barriers and perceptions of prenatal
care has focused on women as a whole and very little is ethnic specific. Consequently,
little is known about Latinas’s perceptions of prenatal care and why they enter prenatal
care late. Exploring these perceptions is important since beliefs that may have been
passed down from previous generations may not be consistent with the current Western
biomedical approach (Bender, Harbour, Thorp, & Morris, 2001). In addition, Hispanic
culture may impact the perceived importance of prenatal care (Sarnoff & Adams, 2001).
The purpose of this paper is to critically review the literature on Latina’s perceptions of
and barriers to prenatal care from a critical feminist perspective. This perspective allows
researchers to focus not only on gender, but on social and cultural inequalities as well
(Kushner & Morrow, 2003).
Critical feminist theory examines the status of women and the environmental
conditions that place women into the subordinate gender (Kushner & Morrow). This
perspective is useful since Latinas are marginalized by the dominant society, men of all
16

ethnicities and the healthcare system (Institute of Medicine [IOM], 2003; Johnson, Saha,
Albelaez, Beach, & Cooper, 2004; Kalofonos & Palinkas, 1999). Furthermore, according
to the literature, Latinas are willing to participate in prenatal care, but cannot or will not
due to personal and institutional barriers. By using this perspective, researchers are able
to reflect on issues that oppress women and to make these issues known to those that can
use the information to support these women, including researchers, healthcare providers
and policy makers.
Adolescent Pregnancy
In general, adolescents have a high incidence of preterm births, and very-lowbirth weight infants compared to adult women. Lack of prenatal care increases these risk
factors for pregnant adolescents (Chandra, Schiavello, Ravi, Weinstein, & Hook, 2002).
Despite these facts, very little research has been devoted to perceptions of prenatal care in
pregnant adolescent Latinas. Studies by Fullerton, Nelson, Shannon, & Bader, 2004; Root
& Browner, 2001 and Sarnoff & Adams, 2001 include adolescents with adult Latina
women and do not analyze data according to age. What is known is about Hispanic
adolescents is that they are more likely to have adverse health outcomes when compared
to non-Hispanic white adolescents (Chandra et al.). This may be attributed to findings
that indicate pregnant Hispanic adolescents are younger than pregnant adolescents from
other ethnic groups, which puts them at even greater risk for adverse birth outcomes
(Chandra et al.; Sarnoff & Adams, 2001).
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Age
Age is a factor that has been associated with timeliness of initiation of PNC;
however the findings are incongruent (Byrd, Mullen, Selwyn, & Lorimor, 1996; Chandra,
Schiavello, Ravi, Weinstein, & Hook, 2002; Nothnagle et al., 2000). In Nothnagle et al.’s
(2000) study that was predominantly Latina, most of the women who sought late or no
prenatal care were adult women. For example, 79% (n=4561) of the sample who entered
prenatal care late were between 20-34 years of age, whereas only 16% (n=928) were less
than 20 years of age. Of the Latinas that had no prenatal care, 81% (n=124) were between
20-34 years of age, compared to only 14.1% (n=22) that were under 20 years of age.
Conversely, Byrd et al. (1996) found that being older than 24 years of age was
significantly (p<0.05) associated with initializing prenatal care in the first trimester.
Latina Paradox
The Latina or birth weight paradox is a phenomenon that pertains to women were
born in Mexico and U.S. born Latinas. Gundelman (1995) hypothesized that Latinas have
positive birth outcomes despite inadequate prenatal care because these women are
adequately cared for by their family. This may explain why research has indicated that
Mexican born Latinas who seek late prenatal care have lower rates of low birth weight
when compared to U.S. born Latinas (Scribner & Dwyer, 1989; Scribner, 1996). Sarnoff
& Adams (2001) also found that Latinas had less preterm deliveries and low birth weight
babies when compared to African – Americans despite the fact they entered prenatal care
late. Qualitative studies suggest that many Mexican born and U.S. born Latinas have
18

immense social support from immediate and extended family and friends that serve as a
protective mechanism from low birth weight (Bender & Castro, 2000).
U.S. - Born vs. Non-U.S.-Born Latinas
Most of the literature examining Latinas’ prenatal care perceptions and beliefs
place all women in one sample regardless of nationality. When researchers do
differentiate between U.S. born and non-U.S. born Latinas, the data yield contrasting
results. In Williams, Binkin & Clingman’s (1986) study, Latinas from Mexico differed
from U.S. born Latinas. Mexican Latinas were older, had more children, were more likely
to be married and were more likely to receive late or no prenatal care compared to their
U.S. born counterparts. Interestingly, U.S. born Latinas were more similar to African
Americans than Mexican Latinas in their timing of prenatal care. However, all three
groups were less likely to receive prenatal care within the first trimester when compared
to Whites (Williams, Binkin & Clingman).
Language and Culture
Language and culture have been cited as barriers to prenatal care for Latinas
(Conrad, Hollenbach, Fullerton, & Feigelson, 1998; Zaid, Fullerton, & Moore, 1996).
Latinas want healthcare providers to be knowledgeable of their customs, expectations and
norms (Shaffer). Latinas felt that a Spanish speaking provider is more likely to
understand their culture than non-Spanish speakers (Bender & Castro, 2000; Shaffer).
According to Bender and Castro (2000) perceived quality healthcare services are
congruent with quality patient-provider communication. They found that Spanish
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speaking women perceived better prenatal care when in contact with Spanish speaking
providers. For example, a participant in this qualitative study who was cared for by
Spanish speaking nurses stated she received excellent care. Conversely, another
participant stated when she proved she could understand and speak some English,
healthcare personnel treated her better than when they thought she did not understand or
speak the language.
A recent qualitative study found that 100% of the Latina sample indicated their
decision to seek and continue prenatal care was based on having Spanish speaking
providers (Shaffer, 2002). Participants stated they preferred speaking directly to providers
rather than through translators about their personal symptoms and feelings. Half of the
participants stated that cultural sensitivity was a factor in deciding to obtain prenatal care.
Shaffer’s sample also voiced dissatisfaction with the service of staff that could not speak
Spanish. One participant stated the receptionist spoke loudly to her because of her
ethnicity. Another participant stated that if healthcare providers do not speak Spanish,
they do not understand Hispanic culture.
Work and Transportation
Latinas who work more than one job or have inflexible hours may be less likely to
obtain timely prenatal care. In Bender & Castro’s (2000) study, one Latina participant
who worked two jobs was unable to seek prenatal care until she was five months
pregnant even though she knew she should have initiated prenatal care earlier. In
Shaffer’s (2002) study, Latinas stated that both their and their spouses’ inflexible
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schedules made it difficult to obtain prenatal care. This is further compounded by clinics
that close early (Shaffer). This latter example illustrates how the nonflexible clinic hours
create additional barriers for those who work during the day or do not have transportation
until spouses get off work in the evening. In Conrad et al.’s (1998) study, a small
percentage of Latinas indicated they were not allowed to leave work to attend prenatal
care appointments. Another factor that was mentioned in this study that would influence a
woman’s acquisition of prenatal care was lost work wages from going to appointments
(Conrad et al., 1998). Some women may perceive loss of a day’s pay as more of a
detriment to their wellbeing than not receiving prenatal care.
In addition to work hours, lack of transportation has been cited as a barrier to
prenatal care for Latinas (Bucher, Williams, Hayes, Morin, & Sylvia, 1997; Conrad et al.,
1998; Oropesa et al., 2000; Zaid et al., 1996). One study found that 55% of Latinas that
did not receive prenatal care indicated that clinics were too far away from home and over
44% of these women indicated they had no transportation to prenatal care (Zaid et al.).
Shaffer’s (2002) Latina sample revealed that because of their work hours many women
were unable to find transportation to go to prenatal appointments. In yet another study,
only 28.2% of Latinas had a driver’s license. In addition 30.7% of the sample stated that
traveling to the clinic was difficult or very difficult (Bender et al., 2001, p. 787). These
findings illustrate how transportation issues and work schedules of Latinas and their
families combined create impair a woman’s ability to get the prenatal clinic rather than
the belief that prenatal care is unimportant.
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Provider Barriers
Several provider barriers have been cited in the literature. Barriers include having
to wait too long for the first prenatal appointment, inability to get appointments, being
accepted by a provider, inconvenient clinic times, feeling uncomfortable in the office or
clinic, locating a provider long waiting times to be seen by a provider or to have lab tests
done and seeing a different provider at each prenatal care visit (Conrad et al., 1998;
Oropesa, Landale, Inkley, & Gorman, 2000; Zaid et al.). Studies indicate that immigrant
and U.S. born Latinas were frustrated about the U.S. healthcare system’s inefficiency and
not knowing how the system works (Bender & Castro, 2000; Kalofonos & Palinkas,
1999; Zaid et al., 1996). Furthermore, some women view the U.S. healthcare system as
unwelcoming and intimidating (Kalofonos & Palinkas, 1999). In Conrad et al.’s (1998)
study, over 50% of the women were not sure where to seek prenatal care. Zaid et al.
found that of the women that did receive prenatal care, 65% stated they searched from
one to six clinics before they were able to find care. Six percent of Zaid et al.’s sample
was told that they could not be accepted as patients due to complicated pregnancies.
Nineteen percent of the sample was told that they were too far along in their pregnancies
to be accepted as patients. Conrad et al.’s study also indicated that women were denied
care for having complicated pregnancies and being too far along in the pregnancy.
Physicians may elect to not take high risk or late gestation patient due to liability risks or
fear of lawsuits.
In Byrd et al.’s (1996) study, long wait times were the most common complaint
by participants. Furthermore, these participants also stated that once they were seen by a
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physician, the doctor did not spend enough time with them. In Root & Browner’s (2001)
qualitative work, one participant stated her prenatal books were better at answering her
questions than her doctor was. This may be due to the fact that many physician
appointments are limited in time due to the amount of patients that need to be seen in any
given day. In addition, a doctor may give his patients the impression that he is in a hurry
and patients may feel reluctant to ask questions as to not delay the doctor from attending
to something more important.
Embarrassment or Pain
Byrd et al. (1996) found that many women who sought prenatal care late or had
no prenatal care stated that the examinations were embarrassing or painful. This finding
could be due to lack of communication between patient and provider.
Unplanned and/or Unwanted Pregnancy
Latinas who have unplanned or unwanted pregnancies are less likely to seek
prenatal care than women who plan or desire pregnancy (Oropesa, Landale, Inkley, &
Gorman, 2000). In fact, Conrad et al. (1998) found that Latinas who did not want to be
pregnant were 2.2 times more likely to delay prenatal care. Byrd et al. (1996) found that a
planned pregnancy was significantly associated with seeking timely prenatal care.
Nothnagle et al. (2000) examined potential barriers to prenatal care in a predominantly
Latina sample found that 93.6% of the women who had no prenatal care had an
unplanned pregnancy. Ninety-four percent of women who initiated care in their third
trimester had an unplanned pregnancy and 68.6% of women who initiated care in their
23

second trimester had an unplanned pregnancy. Nothnagle et al. also found that 47.3% of
Latinas who had no prenatal care had an unwanted pregnancy. Oropesa et al. found that
22% (n=251) of their Latina sample that had inadequate prenatal care were unsure if they
wanted to carry the pregnancy to term. While 33% (n=414) Latinas who had inadequate
prenatal care were unaware of their pregnancies. It is possible that the women who
commenced care after the first trimester were unaware of their pregnancies. However,
Braveman et al. (2000) found that in the portion of Latinas who had untimely care, only
6% were unaware of their pregnancies. Also within this sample 45% had unwanted
pregnancies and 66% had unplanned pregnancies (Bravemen et al.). Kalofonos &
Palinkas (1999) also found that women who had unwanted pregnancies initiated late
prenatal care. Conversely, they also found that unplanned pregnancy in Latinas does not
necessarily indicate that the pregnancy is not wanted. Although the authors did not
indicate other underlying factors that would delay prenatal care for women with
unwanted pregnancies, it could be possible that these women were considering pregnancy
termination or were scared to tell someone about the pregnancy as indicated by Oropesa
et al. and Nothnagle et al’s research.
Kalofons & Palinkas (1999) attribute unwanted pregnancy to Latinas’ immigrant
status. According to these researchers Latinas have learned that large families are
considered undesirable by the general U.S. society. This finding might delay a Latina to
seek prenatal care if she perceives she has had a large number of pregnancies.
Furthermore, many of these women came to the U.S. to work and being pregnant limits
the amount and type of work they can do. These women may also lack financial resources
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to raise a child or additional children, which may further contribute to not wanting a
pregnancy.
Education and Knowledge
People who are knowledgeable about their conditions and the treatments for those
conditions are more likely to seek healthcare when appropriate. However, that is not
always the case for pregnant Latinas who may encounter other barriers. Frisbie et al.
(2001) state that education had no significant effect for Hispanics and their initiation of
timely prenatal care. Conrad et al. (1998) found that over 70% of their sample knew that
prenatal care was important, yet these women perceived difficulties obtaining prenatal
care.
In Nothnagle et al.’s (2000) study, 4.2% of women (n=5770) who initiated care in
the second trimester stated that they did not know that prenatal care was to begin in the
first trimester. This finding was also present in 7% of women (n=216) who initiated care
in the third trimester. These findings are alarming since a majority of these women knew
when to initiate timely prenatal care and did not. Since this study is quantitative, the
reader is unable to determine why the women who have the knowledge did not obtain
timely care.
Byrd et al. (1996) found that the belief that prenatal care is beneficial was
associated with timely prenatal care, even for women who were uninsured. However,
findings show that this belief is not enough for women to initiate care. Over ninety nine
percent of Zaid et al.’s (1996) sample stated that a woman should seek prenatal care as
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soon as she finds out she is pregnant. However, over 30% of this sample had no prenatal
care due to personal and provider barriers (Zaid). The aforementioned studies indicate
that Latinas do perceive prenatal cares as beneficial and know when to enter care. Yet
they continue to have low rates of timely entry and prenatal care utilization (CDC, 2004;
Frisbie et al., 2001; Oropesa et al., 2000).
Socioeconomic Status
According to Frisbie et al. (2001), Mexican American women are twice as likely
to report lack of finances as a barrier compared to Whites or African Americans. Three
studies were found that indicate lack of finances to pay for clinic visits as a barrier to
prenatal care (Conrad et al., 1998; Oropesa et al., 2000; Zaid et al.1996). Lack of
financial resources may also prevent women from obtaining healthcare coverage which
poses an additional barrier.
Healthcare Coverage
In addition to lack of financial resources, lack of health insurance has also been
cited as a barrier to prenatal care (Higgins & Burton, 1996). Frisbie et al. (2001) found
that Latinas are less likely to have healthcare coverage at time of delivery than African
Americans or Whites. Kalofonos & Palinkas (1999) found that Latinos who did not have
healthcare coverage were six times more likely to have fewer than three prenatal visits.
However, studies have shown that low-income women that received government
healthcare coverage continue to enter prenatal care late or receive no care at all
(Bravemen, Bennett, Lewis, Egerter, & Showstack, 1993). Over 21% of Conrad et al.’s
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(1998) sample stated they had difficulty getting prenatal care because some providers did
not accept government funded healthcare coverage.
Social Support
Kalofonos & Palinkas (1999) indicate that social support is imperative in
initiating and maintaining prenatal care. Women who have strong relationships with their
husbands and extended family are more likely to receive adequate prenatal care
(Kalofonos & Palinkas). However, Meikle, Orleans, Leff, Shain, & Gibbs (1995) found
that Latinas who relied on their families for advice and support were less likely to attend
PNC. In Nothnagle et al.’s (2000) study, over a quarter of the women who had no
prenatal care stated they felt prenatal care was unimportant to support persons. This
finding is interesting since a majority of the sample did perceive that prenatal care was
important to family members and yet, they did not initiate care at all.
Only 3.4% of the 2nd trimester initiation participants and 7.9% of the 3rd trimester
initiation participants in Nothnagle et al.’s study indicated they had no support persons.
Since this study is a quantitative secondary analysis, the reader is unable to determine
what other factors were barriers to late or no prenatal care in these women.
Childcare
Research indicates that lack of childcare is yet another barrier to prenatal care for
Latinas (Byrd, Mullen, Selwyn, & Lorimor, 1996; Conrad et al., 1998; Oropesa et al.,
2000; Zaid et al.1996). This is an interesting finding since the literature indicates strong
familial ties and social support in Latino families, which would plausibly include
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childcare.
Family Influences
According to Kalofonos & Palinkas (1999), pregnant Latinas trust the advice
given by friends and family rather than a healthcare provider or social worker. In Root &
Browner’s (2001) qualitative study, one Latina followed the dietary advice of her mother
rather than what was presented at prenatal courses. This participant rationalized this by
saying that since her mother had ten children, “she should know” (p. 207). In addition
this participant stated that what physicians told her “don’t make sense, but what my
mother has told me makes more sense” (p. 207).
Depression
Depression affects people’s daily lives and their ability to care for themselves and
their dependents. Therefore, it is quite reasonable that depression would present a major
barrier to seeking prenatal care. Zaid et al. (1996) found that of the Latinas who did not
seek prenatal care, over half indicated they were depressed. Conrad et al. (1998) found
that over 66% of women who indicated difficulty in obtaining prenatal care stated they
were depressed. These studies did not indicate whether these depressed women were also
the women with unintended pregnancies.
Immigration Status and Distrust of Healthcare System
Three studies indicated that many Latinas were reluctant to seek prenatal care for
fear of being discovered as an illegal immigrant and deported (Conrad et al., 1998;
28

Fullerton, Nelson, Shannon, & Bader, 2004; Zaid et al.). Kalofonos & Palinkas (1999)
found that many immigrant Latinas refused to apply for government assisted healthcare
because of the belief that the information used in the application would be given to
Immigration and Naturalization Services (INS). Although this may seem like an irrational
fear, Chávez, Flores, & Lopez-Garza’s (1992) research indicates that a person’s chances
at U.S. citizen citizenship could be hindered if they have previously used government
assistance such as Medicaid or welfare. This could be a highly significant factor as to
why non-U.S. born Latinas have lower rates of prenatal care utilization when compared
to U.S. born Latinas and other ethnic groups (Williams et al., 1986).
Also, Kalofonos & Palinkas (1999) detail rumors of immigrants being deported
after being caught by INS at healthcare clinics and their U.S. born children being placed
in foster care. Because of these rumors, factual or not, many immigrant Latina women are
simply too frightened to go to a prenatal care clinic for fear of being “caught”.
Agency’s Religious Affiliation
A healthcare setting’s religious affiliation may affect whether or not Latinas
choose to seek prenatal care at the institution. Kalofonos & Palinkas (1999) found that
many Latinas chose a particular clinic because of its Catholic affiliation. Many Latinos
are Catholic and this particular clinic was perceived as a safe place by many Hispanic
patients.
Morality of Prenatal Care
Root and Browner (2001) explored prenatal compliance and resistance in a
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sample of Hispanic and non-Hispanic white women. One Latina stated that women who
miscarry did not listen to their physicians or “go to the clinic” (Root & Browner, p. 209).
Another Latina stated women miscarry because of an underlying desire to not have a
child. These findings suggest Latinas may feel a moral obligation to care for the fetus by
attending prenatal care.
Gaps in Literature for Future Research
Much of the literature that addresses Latinas’ perceptions of prenatal care is
focused primarily on barriers. Although, perceived barriers are very important for this
population, we know very little about perceived benefits of prenatal care. Furthermore,
we know very little about perceived severity and perceived susceptibility to illnesses or
birth defects that can be detected with timely prenatal care.
Cues to action, a Health Belief Model construct, has not been evaluated in
Latinas. This construct is defined as one’s readiness to seek care or make lifestyle
changes (Strecher & Rosenstock, 1997). These cues may be influenced by a woman’s
perceived susceptibility to a gestational disease or fetal malformations. Also, no
literature could be located that assessed self-efficacy in obtaining prenatal care in Latinas.
However, the literature does allude to how some Latinas are aware of the importance of
prenatal care and try to go to clinics, but encounter various barriers.
Acculturation is a multidimensional and abstract concept and may be heavily
influenced by language (Cobas, Balcazar, Benin, Keith, & Chong, 1996). Even so, many
studies do not take acculturation into consideration when evaluating perceptions and
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barriers to prenatal care in Latinas. Also, studies by Kalofonos & Palinkas, 1999 and
Shaffer, 2002 tend to homogenize all Latinas. This may be attributed to small sample
size, but the researchers do not provide justification for this.
Many of the qualitative studies focused specifically on Latinas. Conversely, many
of the quantitative studies focused on gender and did not take ethnicity into account. In
addition, most studies place all Latinas into the same sample regardless of their birth
country. Latinas are heterogeneous, therefore, studies need to focus on Latinas from their
respective countries. Studies were found assessing perceptions of prenatal care; however,
they had inadequate sample descriptions such as “non-White” as an ethnic category or
minute numbers of Latinas.
Research has mainly focused on infant outcomes for Latinas who received
inadequate or no prenatal care. Future research should also examine the negative
maternal outcomes of receiving late or no prenatal care, such as eclampsia (Chandra et
al., 2002; Oleske et al., 2000). Government policies would be useful in guiding and
funding studies addressing these gaps and disparities in this field of research.
Policy and Principles
Today, healthcare issues are becoming the target of public policy in forms of
regulations, educational programs, funding or provision of services (Spasoff, 1999, p. 35). The U.S. has a multicentric policy system in which the government acts as a referee of
minimal standards. Only business or organizations that have a vested interest in the
policy will endorse and carry out the policy. Government policies are referred to as
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public policies. These policies can take the form of “action” or “inaction” depending on
the policy maker’s vested interest (Spasoff). A policy of inaction is being supported for
Latinas and their access and entrance to timely prenatal care. The following public
policies for action are proposed:
1. Women who work will be allowed to seek prenatal care during the first trimester of
pregnancy. Employers will be penalized if they prevent any pregnant women from
seeking prenatal care that will ultimately benefit the well-being of the mother and fetus.
2. A women will not be rejected for prenatal care regardless of complication or gestation
of pregnancy. If the obstetrician cannot accept the patient for any reason, the patient will
be referred to physician who can accept the patient.
3. Citizenship will not be hindered if a woman chooses to promoter her and a fetus’s
health by seeking prenatal care using government assistance such as Medicaid or
Welfare.
Conclusion
Acquiring timely prenatal care for pregnant Latinas continues to be a pervasive
problem within this group. Although Latinas are less likely to have low birth weight
babies despite inadequate prenatal care, these women may be at risk for adverse maternal
outcomes during birth because of the lack of care. Much of the research on pregnant
Latina’s perceptions of prenatal care has focused on barriers to care. Although the
research does provide conflicting findings on certain barriers, such as age, lack of
knowledge and unplanned pregnancy, this information is useful in helping researchers,
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healthcare providers and policy makers to decrease barriers to timely prenatal care. By
taking a critical feminist theory approach to research, we can uncover the issues that
these women are most concerned with, which is useful in guiding policy. However,
without public policies in place to increase access and limit barriers to care, Latinas will
continue to be at risk for inadequate or no prenatal care.” (Torres, 2005, 153-159).
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PART II: CURRENT STATE OF THE LITERATURE SINCE 2005
Part II of this chapter provides updated information on the current status of the
literature about perceptions of PNC in Latinas. Though years have passed since the first
comprehensive literature review, and despite Healthy People 2020 initiatives, there
continues to be limited information on Latina perceptions of PNC and why they continue
to underutilize PNC or enter PNC late (Healthy People 2020, n.d.). Furthermore, the
same sampling issues exist today as they did years ago. For example, ethnic specificity
and age are not adequately addressed in the existent literature. Many researchers continue
to place all Latinas in the same ethnic category regardless of birth country or immigration
status (Healy et al. 2006). In addition, two studies cited in this updated literature review
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did not analyze data by ethnic group and simply described the percentage of Latinas in
their population sample (Johnson, et al., 2011; Roberts & Pies, 2011). One of these
studies simply used the term “ethnically diverse” to describe the sample (Roberts & Pies,
p. 334). Another study placed all women of color in one sample group and labeled them
as “non-White” (Park et al., 2007). Furthermore, some studies do not analyze data
according to age, placing adolescents and adults in one sample (Healy et al., 2006; Leslie,
Diehl, & Galvin, 2006). Tandon, Parillo, & Keefer (2005) simply provide a mean age to
describe their Latina sample.
Despite differing views on the value of PNC in healthy maternal-child pregnancy
outcomes, PNC within the U.S. healthcare system is considered the standard for healthy
maternal/child pregnancy and delivery outcomes (AAP/ACOG, 2012; Healy et al., 2006).
In fact, a goal of Healthy People 2020 was to increase the number of women initiating
PNC in the first trimester in an effort to reduce negative fetal and maternal pregnancy
outcomes (HP 2020).
Adolescent Pregnancy
In the United States, the adolescent pregnancy rate wavers between 400,000 to
900,000 annually (National Vital Statistics Reports [NVSS], 2013; Sieger & Renk, 2007).
The risk of adverse maternal and fetal outcomes in adolescent pregnancy has not changed
in the last 7 years (NVSS, 2013; Chen, et al., 2007; Khashan, Baker, & Kenny, 2010). In
fact, maternal and fetal adverse outcomes for adolescents are similar to women who are
bearing children in their late 30’s (NVSS, 2013). Research has indicated that adolescent
pregnancy and parenting are maladaptive and are associated with negative characteristics
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such as low self-esteem, increased poverty, low educational levels, single parenting and
living in unstable environments (Cederbaum, Putnam-Hornstein, King, Gilbert, &
Needell, 2013; Sieger & Renk, 2007). These issues may be contributing factors as to why
pregnant adolescents continue to have lower prenatal care utilization rates compared to
adult women (Korinek & Smith, 2011).
Latina Paradox
The Latina paradox or birth weight paradox was first described by Gundelman in
1995 and refers to the phenomenon of non-U.S. born Latinas delivering healthy and
normal weight infants despite having little or no prenatal care. It is hypothesized that this
phenomenon is linked to social support and other values that serve as protective
mechanisms (Gundelman, 1995; McGlade et al., 2004). In fact, early research about this
phenomenon revealed that non-U.S. born Latinas birth outcomes were comparable to
non-Latina White women (Buekens et al, 2000; Cervantes et al, 1999; Leslie et al,
2003). More current research findings are equivocal (National Vital Statistics Reports
[NVSS], 2013). Leslie, Diehl, and Galvin (2006) compared foreign born Latinas with
U.S. born Latinas and found that they experienced the same rates of low birth weight, and
prematurity. However, the Mexican sample of women had 21% less medical comorbidities, tobacco or alcohol use, less education and less prenatal care compared to
U.S.-born Latinas (Leslie et al., 2006, p. 35). Healy et al. (2006) found that their Latina
sample had higher rates of intrauterine growth restrictions preterm birth, very-preterm
birth, and placenta previa despite having entered PNC at the appropriate time. In this
particular study, the researchers did not indicate an age range for their Latina sample, but
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instead described a mean age of 27.6 years (Healy et al., 2006, p. 627). Furthermore, all
Latinas, regardless of race, country of birth, immigration status were placed in the same
sample (Healy et al.). Leslie et al. offer a possible explanation for these aforementioned
findings. They believe that by “adopting US values of independence and quick
gratification,” foreign-born Latinas are more likely to participate in unhealthy behaviors
such as smoking and alcohol use during pregnancy (p. 33).
U.S. born vs. non-U.S. born Latinas
Leslie et al.’s (2006) study was one of the few studies that separated foreign-born
Latinas from U.S.-born Latinas. Foreign born Latinas were further subdivided into
Mexican, Puerto Rican, Cuban and “other” Latinas (p. 36). The Mexican sample of
women differed greatly from other foreign-born Latinas and U.S.-born Latinas. Mexican
woman were less likely to be married compared to the other samples, were least likely to
enter prenatal care in the first trimester, and had the least amount of PNC visits (Leslie et
al., 2006). Mexican women also had significantly less education than their counterparts.
Seventy-nine percent of the Mexican sample had less than a high school education
compared to only 27% for U.S.-born Latinas, 14% of Puerto Ricans, 8% Cubans and 43%
“other” (Leslie et al., 2006, p. 35). Only the U.S.-born sample and Mexican sample
included older adolescents (19 years-21years) in their samples (Leslie et al., 2006, p. 35).
Interestingly, all samples experienced the same rates of low-birth weight and prematurity.
However, Mexican woman were the most likely group (40%) to experience neonatal
death from congenital anomalies (Leslie et al., 2006, p. 36).
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Ethnicity, Language, and Culture
Current and past research indicate that Latinas are less likely to receive and
initiate timely PNC when compared to non-Latina Whites. However, Fullerton, Bader,
Nelson, & Shannon (2006) found that less acculturated Latinas had even lower prenatal
care utilziation rates when compared to more acculturated Latinas. Although Sunil et al.’s
(2010) findings confirm Fullerton et al.’s (2006) research, most of the Latinas in their
study did enter PNC within the first trimester. Although this study found that participants,
who were married, had higher levels of education and incomes were more likely to enter
PNC within the first trimester, they do not account for ethnicity in this particular analysis.
Therefore, the reader is unable to decipher whether or not the Latinas who entered PNC
in the first trimester were married, or had higher levels of education or income (Sunil et
al). Birth outcomes of the participants were not discussed in this study.
Immigration Status
Documented and non-documented Latina immigrants continue to face social and
financial barriers related to pregnancy and prenatal care. Korinek and Smith (2011) found
that both documented and non-documented immigrants had low levels of prenatal care
utilization. Immigrants also tend cite lack of insurance and lack of finances as major
barriers to accessing prenatal care (Korinek & Smith; Sunil et al., 2010). In addition,
Harley and Eskenazi (2006) found the immigrant Mexian women tend to have the lowest
levels of social support during pregnancy compared to the other Latinas in their study
sample.
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Insurance-based Discrimination
Research indicates that minority women perceive discrimination within the U.S.
healthcare system based on whether or not they have insurance or the type of insurance
they carry (Trivedi & Ayanian, 2006). Thorburn and De Marco (2009) found that this
was especially true for Latinas when accessing prenatal care. This finding is troubling
since the perception of any type of discrimination can foster negative attitudes about the
U.S. healthcare system and pose significant barriers when accessing any sort of
healthcare (Thorburn & De Marco). In Thorburn and De Marco’s study, both Latina and
African American women who perceived discrimination based on their health insurance
status had “suboptimal” prenatal care (p. 877). However, the authors do not discuss how
they define nor determine what optimal and suboptimal care is. The reader can only
assume that optimal prenatal care was initiated within the first trimester since respondents
are categorized as having initiated care within the first trimester or after the first trimester
(p. 879). Nor are the findings adjusted for race. In addition, only 16% of the participants
were Latina and only 2% were African American (p.879). Their findings also indicate
that all ethnic groups were three times more likely to perceive insurance-based
discrimination if their annual household income was less than $15000, between $15,000
and $29,000 and between $30,000 and $40,000 than those with annual incomes greater
than $40,000 (p. 885). Women with Medicaid were also three times more likely to
perceive insurance-based discrimination than women with employer-based insurance (p.
885). Women without any type of insurance were four times more likely to perceive
insurance-based discrimination than women with Medicaid or private insurance (p. 885).
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A problem with the aforementioned study is that all ethnicities are included in the
analyses, however, the authors do note that 12.8% of their Latina sample perceived
insurance-based discrimination (p. 879).
Social Support
Researchers have found that social support serves as a protective mechanism for
pregnancy despite adverse social situations such as lack of finances or health insurance
(Cederbaum et al., 2013; Sieger & Renk, 2007; Thornton, et al., 2006; Torres, 2005).
Thornton, et al. (2006) found that when the Latinas in their sample were married or had a
close female relative, they felt the need to either remain or become healthy during their
pregnancies. For example, these Latinas’ husbands and female relatives were integral to
maintaining a healthy weight, participating in regular exercise and making healthy food
choices. In Sieger and Renk’s (2007) study that was comprised of 25% Latina
adolescents, higher rates of social support were associated with higher levels of selfesteem. Conversely, low levels of social support were associated with “behavior
problems” (Sieger & Renk, p. 570). In addition, these researchers found that social
support also served as an additional protective mechanism for their adolescent sample’s
children. Unfortunately, these findings were reported as a general finding for the entire
study and did not relate this finding to a specific ethnic group.
Sieger and Renk (2007) did not describe the aforementioned “behavior problems”
(p. 570). However, Harley & Eskenazi (2006) did find that a lack of social support
predicted very unhealthy behaviors such a drug and alcohol use during pregnancy in their
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Latina sample. Johnson et al. (2011) found that Latinas with low levels of social support
were least likely to be encouraged by family members to seek prenatal care.
Social support has also been found to be a predictor for Latinas to access prenatal
care. Luecken, et al. (2009) found that social support helped their Latina sample access
timely prenatal care. For these Latinas social support meant they also had assistance with
child care, transportation and financial assistance in addition to emotional support. The
study did not elaborate on who provided social support for these Latinas.
Although living with the father of the infant does not necessarily denote social
support, research indicates that women who are living with their partner are more likely
to access prenatal care (Luecken et al., 2009). Zambrana et al. (1996) found that
Mexican-American women who were living with the father of the infant entered PNC 1.5
weeks earlier than other Mexican-American women (p. 355). For Mexican women, living
with the male partner meant initiating PNC three weeks earlier than Mexican women
living without the father of the infant (p. 355). In Sunil et al.’s (2010) study, 69% of
married respondents sought PNC within the first trimester. Although the specific
ethnicity of these respondents is unclear, over 75% of the study population was Latina
(p.135). Korinek and Smith (2011) also found that a male partner’s acceptance of the
pregnancy resulted in timely prenatal care.
Sangi-Haghpeyka, Mehta, Posner, & Poindexter (2005) specifically studied the
association of timeliness of PNC and partner support in Latinas. They found that the
father’s “pregnancy intention” served as a predictor of timely PNC regardless of the
pregnancy intention of the Latina (p. 161). This association was significantly stronger if
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the couples were married (Sangi-Haghpeyka et al, 2005). Unintended pregnancies for the
Latina and her partner resulted in untimely and/or inadequate prenatal care. Findings for
timely and/or adequate PNC in Latinas with intended pregnancies but unintended for the
male partner were equivocal (Sangi-Haghpeyka et al.).
Alcohol and Substance Use
It is well known that women who are using alcohol or drugs delay seeking PNC
for fear of being reprimanded or worse, having child protective services involved in their
pregnancies and deliveries (Brady, Visscher, Feder, & Burns, 2003; Luecken et al.,
2009; Milligan, et al., 2002; Roberts & Pies, 2011). Smoking was a significant barrier for
Latinas to initiate timely prenatal care in Sunil et al.’s (2012) study. Korinek & Smith
(2011) found that smoking was a significant barrier to adquate prenatal care for their nonimmigrant Latina sample. However, Zambrana et al. (1996) found the opposite to be true
with the Mexican-American and Mexican immigrant Latinas in their sample. Heavy
alcohol use resulted in both Mexican-Americans and Mexican immigrants initiating PNC
1.8 weeks earlier than those that did not report heavy alcohol use (p. 1024). For “use of
any drugs”, Mexican-American Latinas initiated PNC 0.6 weeks earlier and Mexican
immigrants initiated care nearly 2 weeks earlier than Latinas who reported no drug use.
In addition, Mexican immigrants who reported heavy over-the-counter (OTC) drug use
initiated care nearly 3 weeks earlier than Mexican immigrants who did not report such
use (p. 354). Although the authors of this study do not delve into reasons for these
findings, one can assume that the “morality of PNC” could have come into play in their
decision-making processes for seeking timely PNC (Torres, 2005, p.157)
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Transportation
Transportation issues have been found to pose significant barriers to PNC access
amongst Latinas, especially for adolescents (Korinek & Smith, 2011; Sunil et al., 2010;
Flynn, Budd, & Modelski, 2008; Torres, 2005). The Latinas in Sunil et al.’s study
indicated that lack of transportation to their healthcare provider posed a signficant barrier
to accessing timely prenatal care. Flynn et al. (2008) found that lack of transportation was
a major issue for their adolescent sample not initiating PNC or attending regular PNC
visits. However, when these adolescents were provided with a free door-to-door
community transportation resource, PNC attendance nearly doubled. For example, the
adolescent Latina sample with access to transportation had 12.3 PNC visits compared to
on 7.6 PNC for the adolescent Latinas without access to this community resource (Flynn
et al., p. 145). In addition, the adolescent Latinas who participated in the community
transportation resource had pregnancies that were 39.5 weeks gestation and infants with
higher birth weights compared to 38.4 weeks gestation for the adolescents who did not
have access to this community resource (Flynn et al., p. 145). These researchers did find
that there were adolescents (race was not indicated) in their sample who did not obtain
any PNC despite having access to the community door-to-door transportaion reserouce.
Flynn et al., (2008) did not explore reasons for the aforementioned finding as this was not
the purpose of their study.
Zambrana et al. (1996) also found lack of transportation to be a significant barrier
amongst their predominately (83%) Latina sample (p. 353). In addition, many women in
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their sample who utilized public transportation reported difficulty in finding a healthcare
provider or clinic that was on a public transportation route.
SES and Lack of Insurance
Low SES and/or lack of health insurance continues to pose barriers to both timely
and adequate PNC for Latinas (Johnson, et al., 2011). However, the results are equivocal.
Korinek and Smith (2011) and Luecken et al.(2009) found that lack of heatlh insurance
was a signficant barrier to prenatal care utilizaiton. However, for the Latinas in Sunil et
al’s (2010) study lack of finances or insurance was not a significant factor for accessing
timely prenatal care. However, Bromley, Nunes, & Phipps (2012) found that the Latinas
in their sample accessed prenatal care late despite having insurance.
Provider Barriers
Provider barriers continue to be a persistent issue for Latinas trying to access
PNC. Sunil et al. (2010) found that not being able to schedule a timely appointment with
their healthcare provider had a significant impact on being able to start timely prenatal
care for their Latina sample. The Latinas in Zambrana et al.’s (1996) study also indicated
that the inability to schedule an appointment with a clinic or the clinic not being easily
accessible via public transportation were significant barriers to accessing timely PNC (p.
354).
Other barriers cited by all women in this study were that healthcare providers
were culturally incompetent, which was found to decrease participants’ timely entry into
PNC. In addition, these women felt the level of care they received from culturally
incompetent healthcare providers was substandard. The Latinas in Tandon et al.’s (2005)
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study were less likely to pereceive respect from their healthcare providers when the lack
of cultural competence was an issue.
Work Status
Zambrana et al. (1996) found that working full time was a positive predictor for
Latinas accessing PNC. The Mexican-American Latinas in their study initiated PNC 2.4
weeks earlier than Mexican-American Latinas who were not employed full time.
Mexican immigrant Latinas employed full time initiated PNC one week earlier than
immigrant Latinas who were not employed full time. Although the authors did not delve
into reasons for this, one can assume that full-time working Latinas would have employer
sponsored health insurance and the financial means to pay for office visits, lab work, etc.
Education
The results of education and the initiation of timely prenatal care are equivocal. In
Sunil et al.’s (2010) Latina sample, the women with a middle school education were less
likely to initiate timely prenatal care. Korinek and Smith (2011) found that Latinas with
less than a high school education had decreased prental care utilization rates in general.
However, they also found if the father of a pregnant woman’s baby had at least a high
school education, that woman was more likely to have timely prenatal care. Education
had no effect on Mexican-American Latinas initiating PNC in Zambrana et al.’s study
(1996). However, education did have a small, but significant, effect on Mexican
immigrant Latinas. Higher levels of education in this population meant initiating PNC
one-half week earlier than immigrant Latinas with lower levels of education.
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SUMMARY
Chapter II provided an extensive review of the literature surrounding prenatal care
and pregnancy behaviors for Latinas. Results from studies that did not account for
ethnicity or placed all women of color in one group were mentioned but results were
excluded since generalizations about Latinas could not be made. Zambrana et al.’s (1996)
study was included in section II of this chapter since it missed in the published paper and
it provides valuable information on the perceptions of prenatal care in Latinas.
Although this most recent review of the literature exploring perceptions of
prenatal care in adolescent Latinas provides useful information, there are still problems
with each one of the aforementioned studies that were present in the article published in
2005 (Torres). For example, adolescent Latinas were grouped with adult Latinas. In
addition, both U.S.-born Latinas and foreign-born Latinas were categorized as one
homogenous group in several studies. Lastly, foreign-born Latinas are all categorized
under one homogenous group regardless of birth continent or country. The proposed
study will be important in filling these gaps in the literature. Findings in the proposed
study can be used to guide researchers in sample selection and/or description, instrument
development and data analyses.
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Chapter III
This chapter describes the methods used to conduct the dissertation study. This
research was carried out in two phases. In Phase I, a pilot study was conducted to
determine the psychometric properties of the three subscales in the Perceptions of
Prenatal Care Survey that was utilized in Phase II. Each phase of the study will be
described in detail in the remainder of this chapter.
PHASE I
The Perceptions of Prenatal Care Survey is a research instrument that was
intended to measure research participants’ perceptions of PNC. This instrument consists
of three independent scales and is based on The Better Babies Survey (Reis et al., 1992).
The Better Babies Survey has been used in only one published study and per Janet Reis,
the survey’s author, psychometric analyses were not conducted (J. Reis, personal
communication, August 28, 2010). Furthermore, the instrument was not used in a Latina
sample and several survey items were not pertinent to the dissertation study’s research
questions. Fifteen questions from The Better Babies Survey (Reis et al.) that were
specific to perceptions of (1) the appropriate timing of initiating PNC (two questions), (2)
benefits to accessing PNC (five questions), and (3) persons who influenced the
respondent to seek PNC (eight questions) were revised and are the basis for The
Perceptions of Prenatal Care Survey.
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Purpose of Phase I
The purpose of this phase of the study was to determine the validity and reliability
of the three subscales that comprise the Perceptions of Prenatal Care Survey that was
used to measure perceptions of prenatal care benefits in Phase II of the study. A second
purpose was to determine the reading ease and grade level of the three validated
subscales.
Design of Phase I
A psychometric design was followed to meet the first specific aim of the study.
Two major criteria, reliability and validity, are essential in assessing the quality of a data
collection instrument for use with a specific population (Waltz, 2010; Polit & Beck,
2012). Reliability refers to the consistency with which an instrument measures a specific
construct or attribute of a person. Reliability also reflects the accuracy and “stability,
consistency, or dependability” of an instrument (Polit & Beck, p. 331). Scales with
reliability coefficients greater than .70 are considered better suited for research than those
with lower coefficients (Polit & Beck).
Internal consistency is the extent to which items in a data collection instrument
measure the same trait within a target population (Polit & Beck, 2012). A common
method for assessing internal consistency is coefficient alpha or Cronbach’s alpha. A
reliability coefficient has a theoretical range between -1.00 and + 1.00, with higher
coefficients reflecting a more stable measure (Polit & Beck). In order to determine the
reliability of The Perceptions of Prenatal Care Survey, a Cronbach’s alpha coefficient
was calculated for each of the three scales comprising the Survey. These coefficients
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were salient indicators of the instrument’s quality in a sample of older adolescents similar
to those who were recruited for Phase II. Data collection instruments that are unreliable
reduce the statistical power and hence the validity of the study (Polit & Beck).
Validity is the extent to which a data collection instrument measures the construct
or attributes it was designed to measure. An instrument must first be reliable to be valid,
hence the need to first compute the reliability coefficient. Several types of validity may
be determined. A basic type of validity is known as face validity, which answers the
question, “Does this instrument look like it is measuring the construct or attribute of
interest in the target population?” (Polit & Beck, p. 339).
A second type of validity is content validity, which answers the question, “Do the
items in this instrument represent the universe of items in this domain?” (Polit & Beck,
2012, p. 336). A third type of validity is construct validity, which answers the question,
“Does this instrument really measure the construct or attribute it is supposed to
measure?” (Polit & Beck, p. 339). Other forms of validity include criterion-related,
concurrent, convergent, and discriminant validity (Polit & Beck).
Content validity was assessed by having four experts evaluate the items on the
Perceptions of Prenatal Care Survey as representative of the construct to be measured.
These experts constituted a panel of PhD-prepared nurse researchers who research and
publish in the field of women’s and parent-child health. Expert 1 was a clinical professor
in obstetrical nursing at The University of Texas and is currently nursing faculty at
Walden University. Expert 2 received her doctorate in parent-child nursing from The
University of Texas at Austin, is a practicing Certified Nurse Midwife and is on faculty at
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Texas A&M University College of Nursing. Expert 3 received her doctorate in parentchild nursing from The University of Texas at Austin and is currently employed with The
Ministry of Public Health in Thailand. Expert 4 also received her doctorate in parentchild nursing from The University of Texas at Austin and is currently a clinical professor
in parent-child nursing at The University of Texas at Austin.
This panel’s purpose was to provide evidence that the items within each of the
three subscales that comprise the instrument were relevant and that the instrument as a
whole was an adequate way to measure the intended constructs. The panel was asked to
indicate on a scale of 1-4 whether they thought each item was 1 (not relevant), 2
(somewhat relevant), 3 (quite relevant), or 4 (highly relevant) (Polit & Beck, 2012). The
CVI rater form used by the experts is included in the appendix. An item-level content
validity index (I-CVI) was computed by dividing the sum of the raters that gave each
item a 3 or 4 by the total number of raters (Polit & Beck, p. 359). The goal I-CVI rating is
0.78.
After the I-CVI’s were calculated, a scale content validity index (S-CVI) was
computed for each subscale and then the entire survey as a whole. S-CVI’s for the
subscales were calculated by averaging the I-CVI’s. The S-CVI for the entire survey was
calculated by averaging the 3 subscale S-CVI’s. An S-CVI of .90 using the averaging
approach are considered to provide “excellent content validity” with at least three expert
panelists (Polit & Beck, 2012, p. 337).
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Sampling for Phase 1 – Pilot Study
Power analysis using nQuery Advisor Version 6.0 indicated that 40 participants
were needed for the Pilot Study. A sample size of 40 was determined using a small effect
size, alpha of .05 and a power of 0.8. A non-probability sample of 28 respondents agreed
to participate in the study; however, data was received from only 18 of the participants
yielding at 64% response rate. Criteria for inclusion were that the participants be Latina,
female, older adolescents ages 18-21, nulliparous, speak English and have voluntarily
given their consent to participate in the study. This pilot study population was selected
because they met three of the eligibility requirements for Phase II of the dissertation
study: ethnicity, gender and age. The decision to survey nulliparous and older
adolescents aged 18-21 for Phase 1 was based on time constraints for the PI and would
allow for an expedited IRB review. A waiver of written consent was obtained from The
University of Texas at Austin’s IRB since the sample would not be considered a
“vulnerable” population (“Section 12: Vulnerable Populations”, n.d.)
The principal investigator (PI) used a purposeful snowball sampling technique.
First, IRB permission was obtained to utilize the study flyer that is included in the
appendix. Permission to post the study flyers at The University of Texas at Austin School
of Nursing was obtained, and recruitment began by placing flyers with the study
information at the School of Nursing. Participants were also recruited by emailing The
Hispanic Nursing Student Association listserv with the flyer imbedded within the body of
the email that contained the study information and PI contact information. The president
of the Hispanic sorority at The University of Texas at Austin was also contacted via
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email with the study flyer embedded within the body of the email. Per the flyer
instructions, individuals who were interested in participating in the study were asked to
contact the PI via phone or email. During the initial contact between the PI and potential
study participant, pilot study eligibility was determined. Once an individual agreed to
participate in the study, they were emailed information on how to access the survey online through SurveyMonkey.com and how to complete it. Once the individual completed
the survey they were asked to nominate another individual that fit the study criteria and
give that individual the PI’s contact information. If that person was interested in
participating in the study, she was to contact the PI via email or phone in order to
determine eligibility for participation.
This snowball sampling technique has both strengths and limitations. Strengths
include its time-efficiency (it assumed that researchers spend less time recruiting and
screening potential participants) and specific characteristics (such as Latina ethnicity) can
be specified. A limitation is the fact that the resulting sample may not provide a general
representation of the target population (Polit & Beck, 2012).
Data Collection for Phase I
Data were collected through Internet survey technology via SurveyMonkey.com.
Once an adolescent Latina agreed to participate in the study an email with a unique URL
link to the online survey was sent from SurveyMonkey.com to allow access the survey.
Each email address was sent a unique link to the survey that allowed the user to access
the Perceived Perceptions of Prenatal Care Survey only once. This unique link, if
forwarded to another email address, would be invalid and anyone else trying to gain
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access to the survey with a forwarded link would receive an error message and was
instructed to contact the PI for further instruction. All participants were given the
information regarding the aforementioned restrictions via email before they started the
study. This process is recommended by SurveyMonkey.com (2014) to prevent research
participants from trying to access the survey and submit the survey multiple times. In
order to prevent a participant from using different email addresses to gain access to the
survey for multiple submissions, a SurveyMonkey.com feature was enabled to detect and
block multiple submissions from the same IP address (SurveyMonkey.com, 2014).
Once the participant indicated to the PI through the initial contact they were
interested in participating in the study, their email address was entered into
SurveyMonkey.com under the “Collect Responses” tab. Once an email address was
entered, SurveyMonkey.com generated a unique one-time URL link that allowed the
participants to gain access to the pilot study of Perceptions of Prenatal Care Survey.
A waiver of written consent was obtained from the Institutional Review Board
(IRB) at The University of Texas at Austin since the study posed “no more than minimal
risk” to participants and no identifying data were obtained. Once the participant clicked
the link and input their email address they gave their consent to participate in the pilot
study. No personal identifying information such as a name or home address was obtained.
It is estimated that the Perceptions of Prenatal Care Survey took the participants
15-25 minutes to answer all of the questions. Participants were able complete the surveys
as soon as they clicked the unique link that was emailed to them via SurveyMonkey.com.
Once the participant gained access to the online survey, they were not able to close their
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browser until the survey was completed. If the participant closed the browser, they were
not able to access the survey again and their data were considered incomplete and were
not used for data analysis. If a participant accidently closed their browser or encountered
any issues that caused the browser to close, they contacted the PI via email and a new
unique link to the study was emailed to the participant via SurveyMonkey.com. Once the
participant finished the survey questions they were asked to indicate if any of the items
were confusing or difficult to understand and if the directions were easy to understand
(Polit & Beck, 2012). Once the participants were done providing input about the study,
they were instructed to click “submit” which closed the survey permanently to the
participant. At this point, the participants were finished taking part in the study. Once the
PI reviewed the data for completeness, validity and verified that the participant submitted
only one survey, the PI emailed the participant a $5 e-gift card from giftcertificates.com
via the email address they provided to gain access to the survey to ensure they were
compensated for their time and participation.
Data Analysis for Phase I
The Flesch-Kincaid scores for reading ease and reading level of the three
subscales that comprise the Perceptions of Prenatal Care Survey were computed prior to
emailing the survey URL to participants via SurveyMonkey.com. The aim was to have
the items written at approximately a 6th grade reading level and have a reading ease score
of at least 60. Rudolf Flesch developed the Flesch Reading Ease formula in 1949
(Stockmeyer, 2009, p. 46). This formula computes word “difficulty” by averaging the
number of syllables per word (p. 46). “Synatic complexity” is calculated by simply
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counting the number of words per sentence (p. 46). This ordinal scale ranges from 0-100.
Any score under 40 is considered “difficult reading.” (p. 46). However, Flesch set the
standard readability score for “plain English” at 60 (p. 46).
The Flesch-Kincaid scale was developed in the 1970s and included the
computation of a grade reading level along with the Flesch Reading Ease formula.
According to the Flesch-Kincaid formula, a Flesch reading ease score between 60-70
corresponds with a 7th to 8th grade reading level and is considered a “standard” reading
level. It is estimated that 83% of U.S. adults read at this level (UT Accessibility Institute,
n.d.).
After data collection was finished for Phase I, data were uploaded from
SurveyMonkey.com directly to SPSS version 21.0. Data are stored on
SurveyMonkey.com and the PI’s personal computer kept in the PI’s office. The PI is the
only person who has the passwords to SurveyMonkey.com and the personal computer. In
addition, the PI is the only person who has access to the data for this study.
The PI took several steps to ensure that the data from the surveys were valid and
that participants were not able to submit the survey multiple times. This was
accomplished utilizing the tools that SurveyMonkey.com (2014) has developed to ensure
that participants did not make multiple submissions or forward a URL link to another
person. Each participant was emailed a unique URL link to access the online survey. This
link could be used to gain access to the study only one time and became invalid after one
use. SurveyMonkey.com also blocked the survey’s IP address to prevent unauthorized

58

access to the survey (SurveyMonkey.com). Usable data were analyzed using SPSS
version 21.0.
The study was monitored by the PI’s faculty supervisor, Dr. Lynn Rew,
throughout the duration of the study to ensure the safety of and minimize risk of adverse
outcomes to the research participants. No significant adverse events were reported to the
PI, Dr. Rew or The University of Texas at Austin’s IRB.
Protection of Human Subjects for Phase I
Several strategies to protect the rights of the adolescent Latinas who agreed to
participate in the study were employed. First, IRB approval was obtained from The
University of Texas at Austin. The consent process was monitored throughout the study.
A waiver of written consent was obtained prior to data collection. The participants were
informed of the purpose of the study, that participation was voluntary, and that they had
the right to refuse to participate or to discontinue their participation at any time. Informed
consent was obtained from the participants via online survey when they clicked on the
survey URL link and entered their email addresses.
There was minimal to no risk of violating the privacy and confidentiality of the
participants. However, another strategy that protected the confidentiality of participants
was that they did not place their names or other personal identifying information on the
surveys. After the online surveys were completed, the participants clicked “submit” to
end and close the survey. Completed surveys are stored on the SurveyMonkey.com
service until the PI deletes the data on SurveyMonkey.com. The PI is the only individual
who has access to the SurveyMonkey.com account and the study data. In addition, the PI
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is the only individual who has access to the computer that is linked to the
SurveyMonkey.com account that is currently saving the data to this dissertation study.
The primary benefits of this research are for the advancement of the scientific
understanding about perceived beliefs (barriers and benefits) about prenatal care in older
adolescent Latinas, an underserved and underrepresented population in health research.
There were no known physical risks involved for the participants of this study. There
were no direct benefits to the participants for participating in this study. The participants
were informed via email to contact the PI or Dr. Rew to discuss any adverse events
experienced as a result of participating in the study. Neither Dr. Rew nor I were contacted
regarding such events.
PHASE II
The second phase of the dissertation study answered the research questions about
Latina adolescents’ perceptions of prenatal care and the relationships of those perceptions
and prenatal care timeliness and adequacy. This phase was conducted after the
psychometric properties of the Perceptions of Prenatal Care Survey scales had been
established.
Purpose of Phase II
The purpose of Phase II was to explore and describe adolescent Latinas’
perceptions of prenatal care benefits and barriers to seeking prenatal care. Another
purpose of Phase II was determine if relationships existed between variables in the
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conceptual model and participants’ timely entry into prenatal care and adequacy of their
prenatal care.
Design of Phase II
This phase of the study employed a descriptive, correlational, non-experimental
design using standardized surveys. This broad design is appropriate for exploring
relationships among variables in a population that has not been studied extensively (Polit
& Beck, 2012). Therefore, this design is efficient and appropriate for understanding the
perceptions and behaviors of older Latina adolescents.
Sampling for Phase II
A non-probability sample of 66 postpartum older adolescent Latinas were
recruited from online Craigslist and blogs, website discussion forums, Facebook and
Yahoo groups that were geared towards pregnancy, Latinas and adolescent Latinas.
Owners of blogs, Yahoo groups and Facebook group pages were contacted directly by the
PI to inquire about permission to post a banner file (see appendix) with a link to a brief
qualifying survey to determine eligibility for study participation and to provide the PI
with a valid email address so that if interested parties did qualify for the study, they
would be emailed a unique URL link from SurveyMonkey.com to gain access to the
study. The banner file with the link to the qualifying survey was posted directly to
Craigslist.org in the following Texas cities: San Antonio, Houston, Dallas, El Paso,
Corpus Christi, Galveston, Brownsville, Abilene, Amarillo and Victoria.
Eligibility for the study was as follows: 1) self-identify as Latina or Hispanic; 2)
are between the ages of 18-21; 3) be 0-12 months post-partum; 4) had an uncomplicated
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pregnancy or delivery as indicated by self-report. Any potential participant who did not
meet the requirements for selection was excluded from the study. After Institutional
Review Board (IRB) approval from The University of Texas at Austin had been obtained,
participant recruitment began. Data collection stopped after permission from Dr. Lynn
Rew was granted to cease collection and proceed with data analysis.
The minimum number of participants for this phase of the study was estimated by
power analysis. Power analysis using nQuery Advisor Version 6.0 indicated that 75
participants were needed for Phase II of the study. This sample size was was determined
using a small effect size, alpha of .05 and a power of 0.8 based on t-tests as the statistical
analysis for the data. However, due to time constraints permission was granted by the
dissertation chair, Dr. Lynn Rew, to proceed with data analysis with 54 participants.
Data Collection for Phase II
Data were collected through Internet survey technology on SurveyMonkey.com.
Once an adolescent Latina agreed to participate in the study an email with a unique URL
link to the online survey was sent from SurveyMonkey.com to allow access the survey.
Phase II of the dissertation study included questions regarding demographic information,
the Access Barriers to Care Index (ABCI) and the Perceived Perceptions of Prenatal Care
Survey (see Appendix for instruments). The unique URL link that was emailed to
participants allowed them to access the entire survey, and it allowed participants to be
able to close the survey and return at a later time to complete it. This unique link, if
forwarded to another email address, would be invalid and anyone else trying to gain
access to the survey with a forwarded link would receive an error message and was
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instructed to contact the PI for further instruction. All participants were given the
information regarding the aforementioned restrictions via email before they started the
study. This process is recommended by SurveyMonkey.com to prevent research
participants from trying to access the survey and submit the survey multiple times
(SurveyMonkey.com, 2014).
A waiver of written consent was obtained from the Institutional Review Board
(IRB) at The University of Texas at Austin since the study posed “no more than minimal
risk” to participants and no identifying data were obtained (UT-IRB, personal
communication, March 12, 2012). Once the participant clicked the link and input their
email address they gave their consent to participate in the pilot study. No personal
identifying information such as a name or home address was obtained.
Once the participant clicked on the URL link, she gained access to the
demographic questions and the two survey instruments. The demographic portion of the
study asked for the participants’ age, gender, race and ethnicity, marital status,
educational level, employment status, and obstetrical information such as months postpartum, weeks gestation when PNC was initiated, number of prenatal visits, parity, any
complications during the pregnancy or delivery. This information was pertinent to
describe the sample that participated in the study and to answer the research questions.
No personal identifying information such as a name or home address was obtained.
After the participant completed the demographic portion, they were able to
respond to the ABCI and the Perceptions of Prenatal Care Survey. The approximate time
to complete each survey was 15-25 minutes. Once the participant completed the
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demographic information and the two surveys, they were instructed to click “submit”
which closed the survey permanently to the participant. At this point, the participants
were finished taking part in the study.
Once the PI reviewed the data for completeness, validity and verified that the
participant submitted only one survey, the PI emailed the participant a $10 Target gift
card from Target.com via the email address they provided to gain access to the survey to
ensure they were compensated for their time and participation.
If the PI determined that a participant had succeeded in submitting multiple
surveys via the tools provided by SurveyMonkey.com, the participant was notified via the
supplied email address that their survey data was determined to be invalid and they are
not eligible to receive a second $10 Target gift card. These individuals were also directed
to contact the PI with any questions or concerns.
Instruments for Phase II
The Access Barriers to Care Index (ABCI). The ABCI is a previously published
instrument that assessed perceived barriers to prenatal care in African American women
(Cook et al., 1999). In addition, items were generated based on feedback from clinical
and research experts in the field of women’s health and prenatal care. The CVI for the
final instrument was 0.97, p = 0.05. There were no other psychometrics reported.
Access Barriers to Care Index (ABCI)
This 32-item instrument was self-administered. Participants read each item that
presents a possible barrier to prenatal care and indicated whether the issue applied to their
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situation. Responses were in a Likert format with 1= not at all difficult to 5= extremely
difficult. The Flesch-Kincaid reading level score for this survey was 6.3 and the FleschKincaid reading ease score was 71.7. This means that participants with a 6th grade
education or more should have been able to understand the items on the survey (UT
Accessibility Institute, n.d.).
The Perceptions of Prenatal Care Survey
This 15-item questionnaire was designed to assess research participants’
perceptions of 1) knowledge of appropriate timing, 2) benefits, and 3) interpersonal
influences on PNC. Survey item responses are in a Likert scale format with responses
ranging from 4=Very Important to 1= Not important. Scale items were divided into three
domains. These domains were: 1) knowledge of appropriate timing of initiating prenatal
care and the perception of the adequacy of prenatal care (two items); 2) perceived
benefits to prenatal care (eight items); and 3) behavior specific cognitions, specifically
interpersonal influences (five items). This survey has never been used in this format, and
reliability and validity were unknown at the time. Therefore, this survey was used in a
pilot study (Phase I of the dissertation) of older adolescent Latinas to determine its
appropriateness for measuring these constructs in the adolescent Latina population.
DATA ANALYSIS FOR PHASE II
Data were uploaded from SurveyMonkey.com directly to SPSS version 21.0. Data
are stored on SurveyMonkey.com and the PI’s personal computer kept in the PI’s office.
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The PI is the only person who has the passwords to SurveyMonkey.com and the personal
computer. The PI is the only person who has access to the data for this study.
The PI took several steps to ensure that the data from the surveys were valid and
that participants were not able to submit the survey multiple times. This was
accomplished utilizing the tools that SurveyMonkey.com has developed to ensure that
participants did not make multiple submissions or forward a URL link to another person.
Each participant was emailed a unique URL link to access the online survey. This link
could be used to gain access to the study only one time and became invalid after the
participant hit “submit.” SurveyMonkey.com also blocked the survey’s IP address to
prevent unauthorized access to the survey (SurveyMonkey.com, 2014). Usable data were
analyzed using SPSS version 21.0.
After data were uploaded and verified, the following steps were taken:
1. Demographic data were analyzed and included frequencies, means and standard
deviations to describe the study sample.
2. Prenatal and postnatal data were analyzed and included frequencies, means and
standard deviations to describe timeliness and adequacy of prenatal care.
3. Survey item data were analyzed and included frequencies and percentages and
are used to describe participants’ perceptions of prenatal care benefits and barriers.
4. Mann-Whitney U Tests and Chi-square tests were computed to answer the
study’s research questions.
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Research question 1: How do older adolescent Latinas perceive behavior-specific
cognitions in relation to prenatal care? This question was answered by running a
descriptive analysis of all the items in the Perceptions of Prenatal Care Survey and the
Access Barriers to Care Index (ABCI).
Research question 2: What are the differences in behavior-specific cognitions of
prenatal care between primiparous and multiparous older Latina adolescents? This
question was not answered since all of the participants in the sample were primiparous.
Research question 3a: What are the differences in behavior-specific cognitions of
prenatal care between older adolescent Latinas who received timely prenatal care, those
who did not? This question was answered with a Mann-Whitney U Test which is the
nonparametric equivalent to the independent t-test.
Research question 3b: What are the differences in behavior-specific cognitions of
prenatal care between older adolescent Latinas who received adequate prenatal care,
those who did not? This question was answered with a Mann-Whitney U Test.
Research question 4a: What are the differences in behavior specific cognitions of
prenatal care between older adolescent Latinas who are married or living with father of
the baby and those who are not? This question was answered by conducting a MannWhitney U Test.
Research question 4b: What are the differences in behavior specific cognitions of
prenatal care between older adolescent Latinas who have a positive perception of their
partners and those who do not? This question was answered by conducting a MannWhitney U Test.
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Research question 5a: What are the relationships between personal factors and
timely prenatal care in older adolescent Latinas? This question was answered by running
a Chi-square test for independence to determine if the variables were statistically
independent. When data failed the assumptions of the Chi-square test, the Fisher’s Exact
Test result was reported.
Research question 5b: What are the relationships between personal factors and
adequate prenatal care in older adolescent Latinas? This question was answered by
computing a Chi-square test for independence to determine if the variables were
statistically independent.
Research question 6a: What are the relationships between interpersonal influences
and timely entry into prenatal care among older adolescent Latinas? This question was
answered by running a Chi-square test for independence to determine if the variables
were statistically independent.
Research question 6b: What are the relationships between interpersonal influences
and adequate prenatal care among older adolescent Latinas? This question was answered
by computing a Chi-square test for independence to determine if the variables were
statistically independent.
Protection of Human Subjects, Phase II
Several strategies to protect the rights of the adolescent Latinas who agreed to
participate in the study were employed. First, IRB approval was obtained from The
University of Texas at Austin. The consent process was monitored throughout the study.
68

Any changes in the study protocol were communicated to the IRB immediately via the
amendment process. A waiver of written consent was obtained prior to data collection.
The participants were informed of the purpose of the study, that participation was
voluntary, and that they had the right to refuse to participate or to discontinue their
participation at any time. Informed consent was obtained from the participants via online
survey after they clicked the URL link and supplied their email address.
There was minimal to no risk of violating the privacy and confidentiality of the
participants. However, another strategy that protected the confidentiality of participants
was that they did not place their names or other personal identifying information on the
surveys. After the online surveys were completed, the participants clicked “submit” to
end and close the survey. Completed surveys are stored on the SurveyMonkey.com
service until the PI deletes the data on SurveyMonkey.com. The PI is the only individual
that has access to the SurveyMonkey.com account and the study data. The PI is the only
individual that has access to the computer that is linked to the SurveyMonkey.com
account that is currently saving the data to this dissertation study.
The primary benefits from this research are for the advancement of the scientific
understanding about perceived barriers and beliefs about prenatal care in older adolescent
Latinas, an underserved and underrepresented population in health research. There were
no known physical risks involved for the participants of this study. There were no direct
benefits to the participants for participating in this study. The participants were informed
via email to contact the PI or Dr. Rew to discuss any adverse events experienced as a
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result of participating in the study. Neither Dr. Rew nor I were contacted regarding such
events.
CHAPTER SUMMARY
This chapter details the research methods that were utilized to carry out this
dissertation study. Phase I involved the psychometric analyses of the newly devised
Perceptions of Prenatal Care Survey that is comprised of three subscales to measure
theoretical variables. These analyses included the determination of validity and reliability
of the subscales by conducting a content validity index by PhD-prepared researchers who
publish in the field of women’s health and computation of Cronbach’s alpha scores for
each of the three subscales.
The second phase of the study was carried out to answer the research questions
about Latina adolescents’ perceptions of prenatal care and to determine the relationships
between those perceptions and PNC timeliness and adquacy. After the psychometric
properties of the Perceptions of Prenatal Care Survey were completed and IRB approval
was secured from The University of Texas at Austin Phase II commenced. Data
collection ceased when the PI’s dissertation chair, Dr. Lynn Rew, deemed that enough
participant data had been gathered to proceed with data analysis. Data were collected and
stored via SurveyMonkey.com in which the PI is the only person who can access that
data, which is linked to the PI’s personal computer that is password-protected computer
and kept in the PI’s office. Data were analyzed using SPSS version 21.0. In order to
answer the dissertation research questions, Mann-Whitney U tests and Chi-square tests
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for association were computed. When data failed the assumptions of the Chi-square test,
the Fisher’s Exact Test result was reported.
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Chapter IV: Results
This chapter includes two sections. The first section will describe Phase I of the
study. Participant characteristics will be described. Data analysis addressing the research
questions relative to Phase I of the study will be described. The second section will
describe Phase II of the study. The study participants will be described. Descriptive
statistics of the variables will be presented. Data analysis addressing the research
questions relative to Phase II of the study will be described.
PHASE I: PILOT STUDY
Characteristics of Participants
A non-probability sample of 28 older adolescent Latinas were recruited to
participate in the pilot study via purposeful snowball sampling technique. Eligibility for
the pilot study was as follows: (1) self-identify as Latina or Hispanic; (2) are between the
ages of 18-21; (3) nulliparous; and (4) speak English. A total of 18 participants (64.3%)
provided complete and usable data.
The age range for the study participants was 19-21 years of age (M = 19.9, SD =
0.58). Seventeen (94.4%) of the participants were currently enrolled in college, and one
(5.6%) of the participants had completed her college degree. In regards to employment
status the 17 participants (94.4%) who were currently enrolled in college listed their
occupation as students, and the one (5.6%) participant with her college degree listed her
occupation as unemployed. None of the participants were married. Table 4.1 provides a
graphic view of the participant characteristics.
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Table 4.1: Demographic Characteristics of Participants for Phase I- Pilot Study (N=18)
Pilot Group
Demographic
Variable

_____N=18____
n

%

18

0

0.0

19

4

22.2

20

12

66.7

21

2

11.1

Age (years)

M = 19.9, SD = 0.58
Educational Level
In College

17

94.4

College Graduate

1

5.6

Student

17

94.4

Unemployed

1

5.6

Single

18

100.0

Married

0

0.0

Occupation

Marital Status
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ANALYSIS OF RESEARCH QUESTIONS
Research question 1
What are the indices of readability for the subscales of The Perceptions of
Prenatal Care Survey? The Flesch-Kincaid scores for reading ease and reading level of
the three subscales that comprise the Perceptions of Prenatal Care Survey were computed
using an online tool located at http://readability-score.com. The aim was to have the
items written at approximately a 6th grade reading level with a reading ease score of at
least 60.
Rudolf Flesch developed the Flesch Reading Ease formula in 1949 and scores text
on a 100-point scale. The higher the score the easier the text is to read. Flesch set the
standard readability score for “plain English” at 60 (Stockemeyer, 2009, p. 46). The
Flesch-Kincaid Reading Ease score for the Perceptions of Prenatal Care Survey was 67.9.
The Flesch-Kincaid Grade Level scale was developed in the 1970s and included
the computation of a grade reading level that encompassed the Flesch Reading Ease
formula. The Flesch-Kincaid Grade Level score for the Perceptions of Prenatal Care
Survey was 6.2 which means anyone with at least a 6th grade education can understand
the survey.
Research question 2
What are the psychometric properties of the subscales of The Perceptions of
Prenatal Care Survey? This question was answered with two types of psychometric
analyses. The first type of psychometric analysis utilized was a content validity index
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(CVI). The CVI calculation of the Perceptions of Prenatal Care Survey utilized four
experts to evaluate the items on the survey in order to determine if the survey was
representative of the construct to be measured. The second type of psychometric analysis
was the calculation of the Perceptions of Prenatal Care Survey’s internal consistency.
This was accomplished by calculating item-to-total score correlations and Cronbach's
alpha coefficients of the entire survey and of the three subscales individually.
Content Validity Index
Content validity was assessed by having four experts evaluate the items on the
Perceptions of Prenatal Care Survey as representative of the construct to be measured.
These experts constituted a panel of PhD-prepared nurse researchers who research and
publish in the field of women’s health. Expert 1 was a clinical professor in obstetrical
nursing at The University of Texas and is currently nursing faculty at Walden University.
Expert 2 received her doctorate in parent-child nursing from The University of Texas at
Austin, is a practicing Certified Nurse Midwife and is on faculty at Texas A&M
University, College of Nursing. Expert 3 received her doctorate in parent-child nursing
from The University of Texas at Austin and is currently employed with The Ministry of
Public Health in Thailand. Expert 4 also received her doctorate in parent-child nursing
from The University of Texas at Austin and is currently a clinical professor in parentchild nursing at The University of Texas at Austin, School of Nursing.
This panel’s purpose was to provide evidence that the items in each scale of the
instrument were relevant and that the instrument as a whole was an adequate way to
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measure the intended constructs. The panel was asked to indicate on a scale of 1 - 4
whether they thought each item was 1 (not relevant), 2 (somewhat relevant), 3 (quite
relevant), or 4 (highly relevant) (Polit & Beck, 2012). A content validity index at the item
level (I-CVI) was computed to reflect the proportion of agreement amongst the panelists
for each item on each scale. The standard method for computing a content validity index
at the item level is the “number giving a rating of either 3 or 4 on the 4-point relevance
scale, divided by the number of raters” (Polit & Beck, p. 359). Polit and Beck
recommend I-CVI scores of .78 or higher.
Once the I-CVIs were calculated for each item, then the scale content validity (SCVI) was calculated for each subscale and then the entire survey. Scale content validity is
calculated by averaging the I-CVI scores. Polit and Beck (2012) state an S-CVI score of
0.90 is “excellent.” (p. 360). The S-CVI for the Perceptions of Prenatal Care Survey was
0.84. Table 4.2 provides a summary of the I-CVI and S-CVI scores for the Perceptions of
Prenatal Care Survey.
The first subscale addressed the appropriate timing of PNC and included two
questions: (1) In your opinion, if a woman decided to get prenatal care, how important is
it that she get it in the first three months of pregnancy?; and (2) In your opinion, if a
woman decided to get prenatal care, how important is it that a woman has at least 14
prenatal care visits? The S-CVI for this subscale was 0.75.
The second subscale, which contained eight items, assessed benefits to accessing
PNC and included questions: (3) How important is prenatal care for a woman to a have
during her pregnancy?; (4) How important is prenatal care to identify serious medical
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problems for a pregnant woman and her baby?; (5) How important is prenatal care to help
pregnant women manage their weight during pregnancy?; (6) How important is prenatal
care to help a woman stay healthy during her pregnancy?; (7) How important is prenatal
care to teach a pregnant woman that her baby is coming soon?; (8) How important is
prenatal care to teach a pregnant woman what foods are good to eat?; (9) How important
is prenatal care to teach a pregnant woman what to expect during labor and delivery?; and
(10) How important is prenatal care to arrange for the baby to be born at the best hospital
possible? The S-CVI for this subscale was 0.81.
The third subscale, which included five items, assessed interpersonal influence as
it relates to accessing PNC. This subscale included questions: (11) How important is a
pregnant woman's mother for telling her what to expect with pregnancy and prenatal
care?; (12) How important are a woman's friends for telling her what to expect with her
pregnancy and prenatal care?; (13) How important is a woman's nurse or doctor for
telling her what to expect with pregnancy and prenatal care?; (14) How important is a
woman's partner/boyfriend/ husband for telling her what to expect with pregnancy and
prenatal care?; and (15) How important is the mother-in-law of a woman for telling her
what to expect with pregnancy and prenatal care? The S-CVI for this subscale was 0.95.
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Table 4.2: Item Content Validity Index (I-CVI) and Subscale Validity Index (S-CVI)
Summary table for the Perceptions of Prenatal Care Survey
__________________Experts______________
Subscale

Expert 1

Expert 2

Expert 3

Expert 4

I-CVI

Item 1

4

4

4

4

1

Item 2

2

3

2

3

0.5

Subscale 1

S-CVI 1.5/2 = 0.75
Subscale 2
Item 1

4

3

4

4

1

Item 2

3

4

4

4

1

Item 3

2

4

3

4

0.75

Item 4

3

4

4

4

1

Item 5

3

3

2

3

0.75

Item 6

3

4

3

4

1

Item 7

4

4

3

2

0.75

Item 8

2

3

2

2

0.25

S-CVI 6.5/8 = 0.81
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Table 4.2: continued
__________________Experts___________________
Subscale

Expert 1

Expert 2

Expert 3

Expert 4

I-CVI

Item 1

4

4

4

4

1

Item 2

3

4

4

4

1

Item 3

4

4

4

4

1

Item 4

3

4

4

4

1

Item 5

2

4

4

4

0.75

Subscale 3

S-CVI 4.75/5 = 0.95
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Internal Consistency
Internal consistency of The Perceptions of Prenatal Care Survey was assessed by
calculating item-to-total score correlations and Cronbach's alpha coefficients of the entire
survey and of the three subscales individually. The Cronbach's alpha (α) for the entire
survey (all the subscales calculated together) was 0.88. A Cronbach’s alpha score of 0.70
or higher is desirable (DeVellis, 2011). Table 4.3 provides a summary of the Cronbach’s
alpha scores and scale statistics.
Cronbach’s alpha
The first subscale addressed the appropriate timing of PNC and included two
questions. This subscale had a high level of internal consistency, as determined by a
Cronbach's alpha (α) = 0.76.
The second subscale, which contained eight items, assessed benefits to accessing
PNC. Question (4) “How important is prenatal care to identify serious medical problems
for a pregnant woman and her baby?” was removed from the scale by SPSS because it
had zero variance and was subsequently removed from the survey. The subscale without
question #4 had a high level of internal consistency, as determined by a Cronbach's alpha
(α) = 0.79.
The third subscale, which included five items, assessed interpersonal influence as
it relates to accessing PNC. The subscale had a high level of internal consistency, as
determined by a Cronbach's alpha α = 0.83.
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Table 4.3:

Cronbach’s Alpha (α) and Statistical Summary of the Perceptions of
Prenatal Care Survey
__________________Scale Statistics___________________

Subscale

M

# of items

Cronbach’s α

Variance

SD

2.67

0.94

0.97

2

0.76

11.10

12.67

3.56

7

0.79

11.5

9.91

3.15

5

0.83

25.24

42.32

6.51

14

0.88

Subscale 1
Timing of PNC

Subscale 2
Access barriers to PNC

Subscale 3
Interpersonal influences
for obtaining PNC

Entire Scale
Perceptions of Prenatal
Care Survey
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Item-to-total score correlations
Item-to-total correlations, specifically a “corrected item-total correlation,” refers
to the correlations between each item and the total score from the survey. The corrected
item-total correlation score should be 0.3 or greater. According to Field (2013), any item
with a score lower than 0.3 should be deleted from the survey. The first survey item, “in
your opinion if a woman decided to get PNC, how important is it that she get it in the first
three months of pregnancy?” had a corrected item-total correlation scare of 0.25. Since
the deletion of this item did not affect the survey’s Cronbach’s alpha score, the item was
not deleted.
Field (2013) also states that any item with a negative item-total correlation score
should be reverse coded or deleted from the survey. The third survey item, “How
important is prenatal care for a woman to have during her pregnancy?” had a corrected
item-total correlation score of -0.004. Reverse coding also yielded a negative item-total
correlation (-0.165). Since the deletion of this item would increase the survey’s
Cronbach’s alpha score by only 0.004 points, it was not deleted or reverse coded. Table
4.4 provides a summary of the Perceptions of Prenatal Care Survey item-total statistics.

82

Table 4.4: Item-Total Statistics for the Perceptions of Prenatal Care Survey

Subscale
and
Scale item

__________Survey’s item-total statistics_____________________
Mean
Variance
Corrected
Squared
Cronbach’s α
if item
if item
Item-total
Multiple
if item
deleted
deleted
correlation
correlation deleted

Subscale 1:
Timing of
PNC
Item 1

24.00

40.25

*0.25

0.93

0.878

Item 2

23.88

37.86

0.69

0.93

0.863

Item 3

24.06

42.18

*-0.004

0.79

0.884

Item 4**

**

**

**

**

**

Item 5

23.41

37.51

0.48

0.84

0.869

Item 6

24.00

40.00

0.38

0.91

0.874

Item 7

23.65

35.87

0.61

0.87

0.863

Item 8

23.65

35.49

0.59

0.79

0.864

Item 9

23.59

35.23

0.69

0.86

0.859

Item 10

23.24

31.69

0.79

0.95

0.851

Subscale 2:
Access barriers
to PNC
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Table 4.4 continued

Subscale
and
Scale item

__________Survey’s item-total statistics_____________________
Mean
Variance
Corrected
Squared
Cronbach’s α
if item
if item
Item-total
Multiple
if item
deleted
deleted
correlation
correlation deleted

Subscale 3
Interpersonal
Influences of
obtaining PNC
Item 11

23.29

36.22

0.54

0.87

0.866

Item 12

22.47

36.27

0.61

0.93

0.863

Item 13

24.00

37.88

0.59

0.86

0.865

Item 14

22.35

35.49

0.54

0.87

0.867

0.68

0.91

0.859

Item 15
22.47
33.77
* corrected item-total correlation <0.3, item not deleted
**item deleted by SPSS, no data
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PHASE II
Characteristics of Participants
A non-probability sample of 66 postpartum older adolescent Latinas were
recruited from online blogs, website discussion forums, Craigslist, Facebook and Yahoo
groups via purposeful snowball sampling technique. Eligibility for the study was as
follows: (1) self-identify as Latina or Hispanic; (2) are between the ages of 18-21; (3) be
0-12 months post-partum; (4) had an uncomplicated pregnancy or delivery as indicated
by self-report; and (5) speak English. A total of 54 participants provided complete and
usable data.
Demographic Data
The age range for the study participants was 18-21 years of age (M = 20, SD =
0.75). Twenty-two (40.7%) participants self-identified as White Latina. Twenty-two
(40.7%) participants self-identified as Black or Afro-Latinas. Ten (18.5%) participants
self-identified as Asian-Latina. A majority (79.6%) of participants were single, never
married. A majority of participants were high school graduates (87%). Five (9.3%) of the
participants had less than a high school education. Two (3.7%) of the participants had
some college education. None of the participants had college degrees. A majority
(88.9%) of participants were unemployed. Table 4.5 provides a graphic view of the
participant characteristics.
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Table 4.5: Demographics of Participants from Phase II of the Study (N=54)
Phase II Group
Demographic
Variable

N = 54
n

%

18

1

1.9

19

12

22.2

20

27

50.0

21

14

25.9

Age (years)

M = 20, SD = 0.75

Race/Ethnicity
Hispanic/Latina White

22

40.7

Black Hispanic/Afro-Latina

22

40.7

Hispanic/Latina Asian

10

18.5

Less than High School

5

9.3

High School Diploma/GED

47

87.0

Some College

2

3.7

College Degree

0

0.0

Education
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Table 4.5 continued
Phase II Group
Demographic

N = 54

Variable

n

%

Occupation
Not Employed

48

88.9

Employed Full Time

4

7.4

Employed Part Time

2

3.7

Single, Never Married

43

79.6

Living with Father of Baby

9

16.7

Married

1

1.9

Separated

1

1.9

Divorced

0

0.0

Marital Status
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Prenatal Data
More than half (55.6%) of participants reported initiation of prenatal care in the
first trimester (weeks 1-12). These participants were considered to have timely prenatal
care. Twenty-two (37%) initiated prenatal care in the second trimester (weeks 13-27).
Only 4 (7.4%) participants initiated prenatal care in the third trimester (weeks 28-40+).
Participants who initiated PNC in their second and third trimesters were categorized has
having untimely prenatal care.
The total number of prenatal care visits ranged from 3-14. Eight participants
(15%) had 3-4 visits. Fourteen (26%) participants had 5-6 appointments. Fourteen
participants (26%) had 7-8 prenatal visits. Nine (17%) participants had 9-10 prenatal
visits. Six (11%) had 11-12 prenatal visits and three (5%) had 14 prenatal visits. A large
majority (90.7%) of the sample had inadequate prenatal care according to AAP/ACOG
(2012) standards. For purposes of this study, participants that reported 12-14 PNC visits
were considered to have adequate prenatal care. Table 4.6 provides a summary of
participants’ prenatal data.
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Table 4.6: Prenatal Data of Participants from Phase II of the Study (N=54)
Phase II Group
Prenatal

N = 54

Data

n

%

First Trimester (Weeks1-12)

30

55.6

Second Trimester (Weeks 13-27)

20

37.0

Third Trimester (Weeks 28-40+)

4

7.4

Timely Prenatal Care

30

55.6

Untimely Prenatal Care

24

44.4

Trimester Prenatal
Care Initiated
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Table 4.6 continued
Phase II Group
Prenatal

N = 54

Data

n

%

Number of Prenatal
Appointments Attended
Three (3)

1

1.9

Four (4)

7

13.0

Five (5)

6

11.1

Six (6)

8

14.8

Seven (7)

7

13.0

Eight (8)

7

13.0

Nine (9)

3

5.6

Ten (10)

6

11.1

Eleven (11)

4

7.4

Twelve (12)

2

3.7

Thirteen (13)

0

0.0

Fourteen (14)

3

5.0

M = 7.6, SD = 2.8

Adequate prenatal care

5

9.3

Inadequate prenatal care

49

90.7
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Postnatal Data
All 54 of the participants had only one child. At the time of data collection, seven
(13%) participants were less than 3 months postpartum. Seventeen (31.5%) participants
were 3-6 months postpartum. Twenty-four (44.4%) were 6-9 months postpartum. Six
(11.1%) participants were 9-12 months postpartum. Table 4.7 provides a summary of the
participants’ postnatal data.

Table 4.7: Postnatal Data of Participants from Phase II of the Study (N=54)
Phase II Group
Postnatal

N = 54

Data

n

%

54

100

7

13

3-6 months

17

31.5

6-9 months

24

44.4

9-12 months

6

11.1

Number of Children
One
Months Postpartum
< 3 months
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ANALYSIS OF RESEARCH QUESTIONS
Research Question 1
How do older adolescent Latinas perceive behavior-specific cognitions (perceived
benefits of prenatal care and perceived barriers to prenatal care) in relation to prenatal
care? This question was answered by running a descriptive analysis of all the items in the
Perceptions of Prenatal Care Survey and the Access Barriers to Care Index (ABCI). Table
4.8 provides descriptive analysis data from the Perceptions of Prenatal Care Survey, and
table 4.9 provides descriptive analysis data from the ABCI.
Perceptions of Prenatal Care Survey: Perceived Benefits of Prenatal Care
All of the participants (n=54, 100%) believed prenatal care in general was
“important” or “very important” during pregnancy. In general, a majority of participants
perceived that timely prenatal care (n=51, 94.5%) and adequate prenatal care (n=53,
98.1%) was either “important “or “very important.”
Access Barriers to Care Index: Perceived Barriers to Prenatal Care
Participants read each item that presents a possible barrier to prenatal care and
indicated whether this issue applied to their situation. Responses were in a Likert format
with 1= not at all difficult to 5= extremely difficult.
Four questions specifically addressed participants’ feelings about their
pregnancies. Nearly half of the participants cited negative feelings towards their
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pregnancies which served as barriers to accessing prenatal care. For example, twentythree (42.6%) participants cited not being sure they wanted their babies as a difficult
barrier to accessing prenatal care; and twenty-seven (50%) participants cited being
unhappy or depressed about their pregnancies posed a barrier to accessing prenatal care.
Ten questions specifically addressed clinic or healthcare barriers. A majority of
participants indicated they experienced barriers to accessing prenatal care that were
imposed by their healthcare providers or clinics or had negative attitudes towards their
clinics. A majority of participants (n=42, 79.6%) indicated they did not like going to the
clinic. Forty (74.1%) participants indicated they could not schedule timely appointment
visits with their clinic. Sixteen (29.6%) indicated they did not trust the healthcare system.
Three questions addressed interpersonal issues as barriers to accessing prenatal
care. Most of the participants (n=49; 90.7%) indicated that there was a person or people
in their life that had stopped them from going to the clinic at some point during the
pregnancy.
Nine questions addressed personal issues as barriers to accessing prenatal care.
Forty-eight (88.8%) participants cited their own personal problems as barriers to
accessing prenatal care. Forty (74.1%) participants listed not being able to leave work or
school as a barrier. Four (7.4%) indicated not having a place to live was a barrier to
accessing prenatal care.
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One question did prove to be problematic for most of the participants. Fifty-two
(96.3%) participants indicated that not thinking prenatal care was important as a barrier to
accessing prenatal care. Possible reasons for this outcome will be discussed in Chapter 5.

Table 4.8: Analysis of survey item responses from the Perceptions of Prenatal Care
Survey (N=54)
Survey item

Phase II Group

and responses

N=54
n

%

Very Important

38

70.4

Important

13

24.1

Somewhat Important

3

5.6

Not Important

0

0.0

Very Important

43

79.6

Important

10

18.5

Somewhat Important

1

1.9

Not Important

0

0.0

Subscale 1
How important is it that she get it in
the first three months of pregnancy?

How important is it that a woman has
at least 14 prenatal care visits?
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Table 4.8 continued
Survey item

Phase II Group

and responses

N = 54
n

%

Very Important

34

63.0

Important

20

37.0

Somewhat Important

0

0.0

Not Important

0

0.0

during pregnancy?
Very Important

38

70.4

Important

15

27.8

Somewhat Important

1

1.9

Not Important

0

0.0

woman stay healthy during her pregnancy?
Very Important

52

96.3

Important

2

3.7

Somewhat Important

0

0.0

Not Important

0

0.0

Subscale 2
How important is prenatal care for a
woman to have during her pregnancy?

How important is prenatal care to help
pregnant women manage their weight

How important is prenatal care to help a

95

Table 4.8 continued
Survey item

Phase II Group

and responses

N = 54
n

%

Very Important

37

68.5

Important

16

29.6

Somewhat Important

1

1.9

Not Important

0

0.0

to eat?
Very Important

53

98.1

Important

1

1.9

Somewhat Important

0

0.0

Not Important

0

0.0

Subscale 2 continued
How important is PNC to teach a pregnant
woman that baby is coming soon?

How important is prenatal care to teach
a pregnant woman what foods are good
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Table 4.8 continued
Survey item

Phase II Group

and responses

N = 54
n

%

Very Important

41

75.9

Important

11

20.4

Somewhat Important

2

3.7

Not Important

0

0.0

Very Important

53

98.1

Important

1

1.9

Somewhat Important

0

0.0

Not Important

0

0.0

Subscale 2 continued
How important is prenatal care to teach
a pregnant woman what to expect during
labor and delivery?

How important is prenatal care to arrange
for the baby to be born at the best hospital
possible?
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Table 4.8 continued
Survey item

Phase II Group

and responses

N = 54
n

%

pregnancy and prenatal care?
Very Important

27

50.0

Important

24

44.4

Somewhat Important

3

5.6

Not Important

0

0.0

pregnancy?
Very Important

27

50.0

Important

24

44.4

Somewhat Important

3

5.6

Not Important

0

0.0

Subscale 3
How important is a pregnant woman’s
mother as a source of information about

How important are a pregnant woman’s
friends as a source of information about
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Table 4.8 continued
Survey item

Phase II Group

and responses

N = 54

n

%

Very Important

39

72.2

Important

14

25.9

Somewhat Important

1

1.9

Not Important

0

0.0

Very Important

42

77.8

Important

7

13.0

Somewhat Important

5

9.3

Not Important

0

0.0

Subscale 3
How important is a pregnant woman’s
healthcare provider as a source of information
about pregnancy and prenatal care?

How important is a pregnant woman’s
partner/boyfriend/husband as a source of
information about pregnancy and prenatal care?
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Table 4.8 continued
Survey item

Phase II Group

and responses

N = 54
n

%

Very Important

31

57.4

Important

18

33.3

Somewhat Important

5

9.3

Not Important

0

0.0

Subscale 3
How important is the mother of a pregnant
woman’s partner/boyfriend/husband as a
source of information about pregnancy and
prenatal care?
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Table 4.9:

Analysis of survey item responses from the Access Barriers to Care Index
(ABCI) (N=54)

Survey item

Phase II Group

and responses

N = 54
n

%

Embarrassed about pregnancy
1 = not at all difficult

2

3.7

2

14

25.9

3

14

25.9

4

22

40.7

5 = extremely difficult

2

3.7

Heard bad things about clinic
1 = not at all difficult

1

1.9

2

10

18.5

3

25

46.3

4

18

33.3

5 = extremely difficult

0

0.0

1 = not at all difficult

2

3.7

2

29

53.7

3

22

40.7

4

1

1.9

5 = extremely difficult

0

0.0

Didn’t want people to know was pregnant
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Table 4.9 continued
Survey item

Phase II Group

and responses

N = 54
n

%

1 = not at all difficult

2

3.7

2

18

33.3

3

30

55.6

4

4

7.4

5 = extremely difficult

0

0.0

Didn’t trust health care system
1 = not at all difficult

2

3.7

2

1

1.9

3

35

64.8

4

16

29.6

5 = extremely difficult

0

0.0

Personal problems of family or friends
1 = not at all difficult

1

1.9

2

9

16.7

3

24

44.4

4

20

37

5 = extremely difficult

0

0.0

Didn’t like care received at clinic
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Table 4.9 continued
Survey item

Phase II Group

and responses

N = 54
n

%

Clinic had no evening or weekend hours
1 = not at all difficult

1

1.9

2

30

55.9

3

9

16.7

4

13

24.1

5 = extremely difficult

1

1.9

Transportation
1 = not at all difficult

2

3.7

2

20

37.0

3

16

29.6

4

16

29.6

5 = extremely difficult

0

0.0

Not sure wanted this baby
1 = not at all difficult

2

3.7

2

29

53.7

3

0

0.0

4

23

42.6

5 = extremely difficult

0

0.0
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Table 4.9 continued
Survey item

Phase II Group

and responses

N = 54
n

%

Didn’t think prenatal care was important
1 = not at all difficult

1

1.9

2

0

0.0

3

1

1.9

4

52

96.3

5 = extremely difficult

0

0.0

People in personal life wouldn’t help get to clinic
1 = not at all difficult

2

3.7

2

5

9.3

3

27

50.0

4

20

37.0

5 = extremely difficult

0

0.0

Cost of transportation
1 = not at all difficult

1

1.9

2

0

0.0

3

26

48.1

4

25

46.3

5 = extremely difficult

1

1.9

Missing

1

1.9
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Table 4.9 continued
Survey item

Phase II Group

and responses

N = 54
n

%

No child care
1 = not at all difficult

2

3.7

2

1

1.9

3

1

1.9

4

50

92.6

5 = extremely difficult

0

0.0

1 = not at all difficult

2

3.7

2

4

7.4

3

23

42.6

4

12

22.2

5 = extremely difficult

13

24.1

Depressed or unhappy about pregnancy
1 = not at all difficult

2

3.7

2

0

0.0

3

25

46.3

4

27

50.0

5 = extremely difficult

0

0.0

Long waiting time at clinic
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Table 4.9 continued
Survey item

Phase II Group

and responses

N = 54
n

%

Afraid something wrong with baby
1 = not at all difficult

1

1.9

2

0

0.0

3

34

63.0

4

19

35.2

5 = extremely difficult

0

0.0

Own personal problems
1 = not at all difficult

0

0.0

2

4

7.4

3

2

3.7

4

47

87.0

5 = extremely difficult

1

1.9

Clinic too crowded
1 = not at all difficult

2

3.7

2

0

0.0

3

24

44.4

4

27

50.0

5 = extremely difficult

1

1.9
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Table 4.9 continued
Survey item

Phase II Group

and responses

N = 54
n

%

1 = not at all difficult

2

3.7

2

4

7.4

3

48

88.9

4

0

0.0

5 = extremely difficult

0

0.0

Too tired
1 = not at all difficult

2

3.7

2

0

0.0

3

34

63.0

4

18

33.3

5 = extremely difficult

0

0.0

1 = not at all difficult

2

3.7

2

0

0.0

3

12

22.2

4

32

59.3

5 = extremely difficult

8

14.8

Own alcohol or drug use

Couldn’t schedule timely appointments
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Table 4.9 continued
Survey item

Phase II Group

and responses

N = 54
n

%

1 = not at all difficult

2

3.7

2

12

22.2

3

0

0.0

4

40

74.1

5 = extremely difficult

0

0.0

Clinic too far away
1 = not at all difficult

2

3.7

2

0

0.0

3

24

44.4

4

28

51.9

5 = extremely difficult

0

0.0

going to clinic
1 = not at all difficult

2

3.7

2

2

3.7

3

1

1.9

4

49

90.7

5 = extremely difficult

0

0.0

Couldn’t leave work or school

People in personal life stopped from
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Table 4.9 continued
Survey item

Phase II Group

and responses

N = 54
n

%

Didn’t like going to clinic
1 = not at all difficult

5

9.3

2

2

3.7

3

4

7.4

4

37

68.5

5 = extremely difficult

6

11.1

Didn’t need care because felt fine
1 = not at all difficult

7

13.0

2

13

24.1

3

22

40.7

4

11

20.4

5 = extremely difficult

1

1.9

No place to live
1 = not at all difficult

7

13.0

2

14

25.9

3

29

53.7

4

4

7.4

5 = extremely difficult

0

0.0
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Table 4.9 continued
Survey item

Phase II Group

and responses

N = 54
n

%

1 = not at all difficult

5

9.3

2

9

16.7

3

14

25.9

4

21

38.9

5 = extremely difficult

2

3.7

Missing

3

5.6

Didn’t want to tell clinic staff that
wasn’t taking medications
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Research Question 2
What are the differences in behavior-specific cognitions (perceived benefits of
prenatal care and perceived barriers to prenatal care) of prenatal care between
primiparous and multiparous older Latina adolescents? All of the participants (N=54)
were primiparous therefore this research question could not be answered.
Research Question 3a
What are the differences in behavior-specific cognitions (perceived benefits of
PNC and perceived barriers to PNC) of prenatal care between older adolescent Latinas
who received timely prenatal care, those who did not? This question was answered with a
Mann-Whitney U Test which is the nonparametric equivalent to the independent t-test.
The data for this study failed the assumptions of the independent t-test since the
dependent variable is ordinal and not continuous data. Also, the distributions of data for
the dependent variables were not similar therefore the mean rank scores were reported
instead of medians. The values of mean ranks correspond with actual scores, i.e. high
scores = high ranks (Field A. , 2013, p. 228).
Timeliness of PNC and Perceived Benefits
A Mann-Whitney U test was computed to determine if there were differences in
perceived benefits of prenatal care between older adolescent Latinas who received timely
prenatal care and those who did not. When the analysis was computed utilizing the sum
of scores for the Perceptions of Prenatal Care survey, there was no statistically significant
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difference in perceived benefits of prenatal care scores between adolescent Latinas who
received timely prenatal care (mean rank=30.23) and those who did not (mean
rank=24.08), U = 442, z = 1.438, p = 0.151, r = 0.2.
However, there were three items from the survey that measured perceived benefits that
were statistically significant. Those results are as follows:
Item 2: In your opinion, if a woman decided to get prenatal care, how important is
it that a woman has at least 13 or 14 prenatal visits?
Distributions of the perceived benefits of prenatal care scores for adolescent
Latinas who received timely prenatal care (mean rank=24.65) and those who did not
(mean rank=31.06) were not similar. This difference was statistically significant with a
very small effect size, U = 274.5, z = -3.129, p=0.033, r = -0.03.
Item 7: How important is prenatal care to teach a pregnant woman that her baby is
coming soon?
Distributions of the perceived benefits of prenatal care scores for adolescent
Latinas who received timely prenatal care (mean rank=32.25) and those who did not
(mean rank=21.56) were not similar. This difference was statistically significant with a
medium effect size, U = 502.50, z =3.071, p=0.002, r =0. 41.
Item 9: How important is prenatal care to teach a pregnant woman what to expect
during labor and delivery?
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Distributions of the perceived benefits of prenatal care scores for adolescent
Latinas who received timely prenatal care (mean rank=30.75) and those who did not
(mean rank=23.44) were not similar. This difference was statistically significant with a
medium effect size, U = 457.50, z = 2.280, p=0.023, r =0.31.
Timeliness of PNC and Perceived Barriers
A Mann-Whitney U test was computed to determine if there were differences in
perceived barriers of prenatal care from the Access Barriers to Care Index (ABCI)
between older adolescent Latinas who received timely prenatal care and those who did
not. When the analysis was computed utilizing the sum of scores for the entire survey,
there was no statistically significant difference in perceived barriers of prenatal care
scores between adolescent Latinas who received timely prenatal care (mean rank=24.4)
and those who did not (mean rank=27.02), U = 272.5, z = -0.632, p=0.528.
However, there were 2 items from the ABCI that measured perceived barriers that
were statistically significant. The results are as follows:
Item 21: Couldn’t schedule timely appointments.
Distributions of the perceived barriers of prenatal care scores for adolescent Latinas who
received timely prenatal care (mean rank=29.17) and those who did not (mean
rank=25.42) were not similar. This difference was statistically significant with a medium
effect size, U = 239.0, z = -2.388, p=0.017, r = -0.32.
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Item 22: Couldn’t leave work or school.
Distributions of the perceived barriers of prenatal care scores for adolescent
Latinas who received timely prenatal care (mean rank=23.47) and those who did not
(mean rank=32.54 were not similar. This difference was statistically significant with a
medium effect size, U = 239.0, z = -2.388, p=0.017, r = -0.32.
Research Question 3b
What are the differences in behavior-specific cognitions (perceived benefits of
PNC and perceived barriers to PNC) of prenatal care between older adolescent Latinas
who received adequate prenatal care, those who did not?
Adequacy of PNC and Perceived Benefits
A Mann-Whitney U test was computed to determine if there were differences in
perceived benefits of prenatal care between older adolescent Latinas who received
adequate prenatal care and those who did not. Distributions of the perceived benefits of
prenatal care scores for adolescent Latinas who received adequate prenatal care (mean
rank=35.40) and those who did not (mean rank=26.69) were not similar. There was no
statistically significant difference in perceived benefits of prenatal care scores between
adolescent Latinas who received adequate prenatal care (mean rank=35.40) and those
who did not (mean rank=26.69), U = 83.0, z = -1.187, p = 0.235. There were no
individual items from the Perceptions of Prenatal Care Survey that were statistically
significant.
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Adequacy of PNC and Perceived Barriers
A Mann-Whitney U test was computed to determine if there were differences in
perceived barriers of prenatal care between older adolescent Latinas who received
adequate prenatal care and those who did not. There was no statistically significant
difference in ABCI perceived barriers of prenatal care scores between adolescent Latinas
who received adequate prenatal care (mean rank=22.75) and those who did not (mean
rank=25.75), U = 81.0, z = -0.395, p=0.69.
However, there were three individual items from the ABCI that measured
perceived barriers that were statistically significant. The results are as follows:
Item 20: Too tired.
Distributions of the perceived barriers of prenatal care scores for adolescent
Latinas who received adequate prenatal care (mean rank=12.30) and those who did not
(mean rank=29.05) were not similar. This difference was statistically significant with a
medium effect size, U = 46.50, z = -2.685, p=0.02, r = -0.36.
Item 21: Couldn’t schedule timely appointments.
Distributions of the perceived barriers of prenatal care scores for adolescent
Latinas who received adequate prenatal care (mean rank=12.10) and those who did not
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(mean rank=29.28) were not similar. This difference was statistically significant with a
medium effect size, U = 35.50, z = -2.944, p=0.006, r = -0.4.
Item 22: Couldn’t leave work or school.
Distributions of the perceived barriers of prenatal care scores for adolescent
Latinas who received adequate prenatal care (mean rank=10.90) and those who did not
(mean rank=29.19) were not similar. This difference was statistically significant with a
medium effect size, U = 39.50, z = -3.245, p=0.01, r = -0.44.
Research Question 4a
What are the differences in behavior specific cognitions (perceived barriers and
benefits) of prenatal care between older adolescent Latinas who are married or living
with the father of the baby and those who are not? This question was answered by
conducting a Mann-Whitney U Test.
Living Arrangement and Perceived Benefits
A Mann-Whitney U test was computed to determine if there were differences in
perceived benefits of prenatal care between older adolescent Latinas who were married or
living with the father of baby and those who are not. Distributions of the perceived
benefits of prenatal care scores for Latinas married or living with the father of baby
(mean rank=22.40) and those who are not (mean rank=28.66) were not similar. There
was no statistically significant difference in perceived benefits of prenatal care scores
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between Latinas living with the father of their baby (mean rank=22.4) and those who are
not (mean rank=28.66), U = 169, z = -1.144, p = 0.253.
There was one item on the Perceptions of Prenatal Care survey that measured
perceived benefits that was statistically significant:
Item 5: How important is prenatal care to help pregnant women manage their
weight during pregnancy?
Distributions of the perceived benefits of prenatal care scores for Latinas married
or living with the father of baby (mean rank=19.50) and those who are not (mean
rank=29.32) were not similar. These differences were statistically significant with a
medium effect size, U = 140, z = -2.244, p = 0.025, r = -0.31.
Living Arrangement and Perceived Barriers
A Mann-Whitney U test was computed to determine if there were differences in
perceived barriers to accessing prenatal care between older adolescent Latinas who were
married or living with the father of baby and those who are not. There was no statistically
significant difference in perceived barriers of prenatal care scores between Latinas living
with the father of the baby (mean rank=21.93) and those who are not (mean rank=26.08),
U = 125, z = -0.702, p = 0.483.
However, there were seven items on the ABCI that assessed perceived barriers
that were statistically significant. The results are as follows:
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Item 7: Clinic had no evening or weekend hours.
Distributions of the perceived barriers to prenatal care scores for Latinas married
or living with the father of baby (mean rank=36.35) and those who are not (mean
rank=25.49) were not similar. These differences were statistically significant with a
medium effect size, U = 308.5, z = 2.189, p = 0.029, r = 0.30.
Item 17: Own personal problems.
Distributions of the perceived barriers of prenatal care scores for Latinas married
or living with the father of baby (mean rank=21.75) and those who are not (mean
rank=28.81) were not similar. These differences were statistically significant with a
medium effect size, U = 162.5, z = -2.195, p = 0.028, r = -0.30.
Item 24: People in personal life stopped from going to clinic.
Distributions of the perceived barriers of prenatal care scores for Latinas married
or living with the father of baby (mean rank=21.85) and those who are not (mean
rank=28.78) were not similar. These differences were statistically significant with a
medium effect size, U = 163.5, z = -2.502, p = 0.012, r = -0.34.
Item 26: Didn’t need care because felt fine.
Distributions of the perceived barriers of prenatal care scores for Latinas married
or living with the father of baby (mean rank=18.90) and those who are not (mean
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rank=29.45) were not similar. These differences were statistically significant with a small
to medium effect size, U = 134.0, z = -2.010, p = 0.044, r = -0.27.
Item 27: No place to live.
Distributions of the perceived barriers of prenatal care scores for Latinas married
or living with the father of baby (mean rank=16.75) and those who are not (mean
rank=29.94) were not similar. These differences were statistically significant with a
medium effect size, U = 112.5, z = -2.635, p = 0.008, r = -0.36.
Research Question 4b
What are the differences in behavior specific cognitions (perceived barriers and
benefits) of prenatal care between older adolescent Latinas who have a positive
perception of their partner and those who do not? This question was answered by
conducting a Mann-Whitney U Test.
Perceptions of Partner and Perceived Benefits
A Mann-Whitney U test was computed to determine if there were differences in
perceived benefits to accessing prenatal care between older adolescent Latinas who have
positive perceptions of their partners and those who do not. Distributions of the perceived
benefits of prenatal care scores (mean rank = 25.70) for Latinas who have a positive
perception of their partner and those who do not were not similar (mean rank = 45.10).
Latinas who have positive perceptions of their partner had statistically significant lower
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perceived benefits of prenatal care scores (mean rank = 25.70) compared to the Latinas
who did not (mean rank=45.10), U = 34.5, z = -2.657, p = 0.006, r = -0.36.
Perceptions of Partner and Perceived Barriers
A Mann-Whitney U test was computed to determine if there were differences in
perceived barriers to accessing prenatal care between older adolescent Latinas who have
positive perceptions of their partners and those who do not. Distributions of the perceived
benefits of prenatal care scores for Latinas who have this positive perception (mean rank
= 25.32) and those who do not were not similar (mean rank = 27.62). There was no
statistically significant difference in perceived barriers of prenatal care scores between
Latinas who have the positive perception of their partner (mean rank=25.32) and those
who do not (mean rank=27.62), U = 83.5, z = -0.305, p = 0.769.
Research Question 5a
What are the relationships between personal factors (demographics such as
marital status, educational level, employment status) and timely prenatal care (1st
trimester) in older adolescent Latinas? The data for this study failed the assumptions for
Pearson’s and Spearman’s correlations since the dependent variable was a dichotomous
categorical variable. Therefore, this question was answered by computing a Chi-square
test for association to determine if there is an association between the independent and
dependent variables or if they are statistically independent. In order to meet the
assumptions of the Chi-square for association test, the independent variables were
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recoded into dichotomous categorical variables. See table 4.10 for a summary of the
recoded variables.
A Chi-square for association was conducted between marital status and timely
prenatal care. One of the expected cell frequencies was less than 5 therefore the X
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cannot be reported since the assumptions of Chi-square for association were not met. In
that case, the Fisher’s Exact Test must be reported. The results of this analysis indicate
there is no statistically significant relationship between marital status and timely prenatal
care, p=0.074, although the relationship approached statistical significance.
A Chi-square for association was conducted between educational level and timely
prenatal care. Since two of the expected cell frequencies were less than 5, the
assumptions for Chi-square were not met and the Fisher’s Exact Test is reported. The
results of this analysis indicate there is no statistically significant relationship between
educational level and timely prenatal care, p= 0.61.
A Chi-square for association was conducted between employment status and
timely prenatal care. Two of the cell frequencies were less than 5 and therefore the
Fisher’s Exact Test is reported. The results of this analysis show there is no statistically
significant relationship between employment status and timely prenatal care, p= 0.4.
Research Question 5b
What are the relationships between personal factors (demographics such as marital
status, educational level, employment status) and adequate prenatal care in older
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adolescent Latinas? This question was answered by computing a Chi-square test for
association to determine if there is an association between the independent and dependent
variables or if the variables were statistically independent. In order to meet the
assumptions of the Chi-square for association test, the independent variables were
recoded into dichotomous categorical variables. See table 4.10 for a summary of the
recoded variables.
A Chi-square for association was conducted between marital status and adequate
prenatal care. Two of the cell frequencies were less than 5; therefore, the Fisher’s Exact
Test is reported. Test analysis results show there is no statistically significant relationship
between marital status and adequate prenatal care, p=0.67.
A Chi-square for association was conducted between educational level and
adequate prenatal care. Since three of the expected cell frequencies were less than 5, the
Fisher’s Exact Test is reported. The results of this analysis indicate there is a statistically
significant relationship between educational level and adequate prenatal care, p= 0.007.
There was also a strong association between educational level and the adequacy of
prenatal care, Phi (φ) = 0.614, p < 0.001.
A Chi-square for association was conducted between employment status and
adequate prenatal care. Three of the cell frequencies were less than 5; therefore, the
Fisher’s Exact Test is reported. The results of this analysis show there is no statistically
significant relationship between employment status and timely prenatal care, p= 0.08,
although the relationship approached significance.
122

Table 4.10: Recoded Independent Variables
Independent

Recoded dichotomous

Variable

Variable

Age

0) 18-19
1) 20-21

Marital Status

0) Not Married or living with father of baby
1) Married or living with father of baby

Education

0) High school or less
1) Some College

Employment status

0) Not employed
1) Employed

Research Question 6a
What are the relationships between interpersonal influences (healthcare workers,
significant other/partner, mother-in-law, friends, family [mother]) and timely entry into
prenatal care (1st trimester) among older adolescent Latinas? This question was answered
by running a Chi-square test for association to determine if the variables were statistically
independent. Each independent variable’s level of influence on the adolescent Latina’s
timeliness of prenatal care was re-coded as a dichotomous variable (0) not important and
(1) important.
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The relationship between healthcare workers’ interpersonal influence and the
adolescent Latinas’ timeliness of prenatal care was not statistically significant, p=0.55.
Two of the frequency cells were less than 5; therefore, the Fisher’s Exact Test result is
reported.
The relationship between partners’ interpersonal influence and the adolescent
Latinas’ timeliness of prenatal care was not statistically significant, p=0.39. Two of the
frequency cells were less than 5; therefore, the Fisher’s Exact Test result is reported.
The relationship between mother-in-laws’ interpersonal influence and the
adolescent Latinas’ timeliness of prenatal care was not significant, p=0.39. Two of the
frequency cells were less than 5; therefore, the Fisher’s Exact Test result is reported.
The relationship between friends’ interpersonal influence and the adolescent
Latinas’ timeliness of prenatal care was not statistically significant, p=0.59. Two of the
frequency cells were less than 5; therefore, the Fisher’s Exact Test result is reported.
The relationship between a mother’s interpersonal influence and the adolescent
Latinas’ timeliness of prenatal care was not statistically significant, p=0.55. Two of the
frequency cells were less than 5; therefore the Fisher’s Exact Test result is reported.
Research Question 6b
What are the relationships between interpersonal influences (healthcare workers,
significant other/partner, mother-in-law, friends, family [mother]) and adequate prenatal
care among older adolescent Latinas? This question was answered by computing a Chi124

square test for independence to determine if the variables were statistically independent.
Each independent variable’s level of influence on the adolescent Latina’s timeliness of
prenatal care was re-coded as a dichotomous variable (0) not important and (1) important.
The relationship between healthcare workers’ interpersonal influence and the
adolescent Latinas’ adequacy of prenatal care was not statistically significant, p=0.91.
The assumptions for Chi-square for association were not met since two of the frequency
cells were less than 5. Therefore the Fisher’s Exact Test result is reported.
The relationship between partners’ interpersonal influence and the adolescent
Latinas’ adequacy of prenatal care was not significant, p=0.39. Three of the frequency
cells were less than 5; therefore the Fisher’s Exact Test result is reported.
The relationship between mother-in-laws’ interpersonal influence and the
adolescent Latinas’ adequacy of prenatal care was not statistically significant, p=0.39.
Three of the frequency cells were less than 5; therefore the Fisher’s Exact Test result is
reported.
The relationship between friends’ interpersonal influence and the adolescent
Latinas’ adequacy of prenatal care was statistically significant, p=0.02. Three of the
frequency cells were less than 5; therefore the Fisher’s Exact Test result is reported.
There was also a moderate negative association between friends’ interpersonal influence
and the adequacy of prenatal care, Phi (φ) = -0.48, p=.001.
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The relationship between a mother’s interpersonal influence and the adolescent
Latinas’ timeliness of prenatal care was not statistically significant, p=0.90. Two of the
frequency cells were less than 5; therefore, the Fisher’s Exact Test result is reported.
CHAPTER SUMMARY
This chapter presented the study’s data analyses and results in two sections. The
first section presented results from the Phase I pilot study. In Phase I, the Perceptions of
Prenatal Care Survey’s reading ease (67.9) and grade level (6.2) scores were calculated.
Content validity index (CVI) and Cronbach’s alphas were calculated for the survey which
yielded a high level of internal consistency. The validated Perceptions of Prenatal Care
Survey was piloted with a group of nulliparous older adolescent Latinas in order to gain
input on the survey’s clarity and understandability.
The second section of data analyses presented results from Phase II of the study.
In Phase II fifty-four older adolescent Latinas were recruited via snowball sampling
technique from online blogs and social media websites. The mean age of participants was
20. Slightly more than half of participants had timely prenatal care and a majority had
inadequate prenatal care. Overall, the participants had positive perceptions of prenatal
care. Many of the study participants experienced various barriers to accessing prenatal
care. Barriers identified were personal factors along with healthcare system imposed
barriers. Much of results from the statistical analyses were not significant. However,
some findings did prove to be significant and were consistent with the literature which
will be discussed in Chapter V.
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Chapter V: Discussion and Conclusions
The purpose of this study was to: 1) explore and critique the literature regarding
Latinas and their perceptions of PNC; 2) determine the psychometric properties of the
Perceptions of Prenatal Care Survey that was piloted in Phase I of the dissertation; 3)
identify perceptions of PNC in older adolescent Latinas utilizing the Access Barriers to
Care Index (ABCI) and the Perceptions of Prenatal Care Survey during Phase II of the
study; and 4) to determine if relationships exist among variables in the conceptual model
and participants’ timeliness and adequacy of prenatal care. The conceptual framework
used to guide the study was adapted from Pender’s revised Health Promotion Model
(RHPM) (Pender et al., 2011). A non-probability sample of 18 nulliparous older
adolescent Latinas were recruited for the pilot study in Phase I. A non-probability sample
of 54 older adolescent Latinas was recruited for Phase II of the study.
DISCUSSION OF PHASE I: PILOT STUDY
Psychometric Evaluation
Indices of Readability
The Perceptions of Prenatal Care Survey was adapted from Reis et al.’s (1992)
Better Babies Survey. No indices of readability or psychometric properties were
previously reported, hence the purpose of the pilot study in Phase I. The aim was to have
the items written at approximately a 6th grade reading level and a reading ease score of at
least 60. This goal was achieved as the grade level score was 6.2, and the reading ease
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score for the survey was 67.9 which indicates the survey was slightly easier to read than
“plain English” (Stockemeyer, 2009, p. 46). This is a new finding since there were no
previous reports of indices of readability in the published literature.
Cronbach’s alpha
A high level of internal consistency for the Perceptions of Prenatal Care Survey
was achieved. This was accomplished by calculating Cronbach’s alpha scores for the
three subscales, the entire survey and by calculating item-to-total score correlations of the
individual scale items. The goal was to obtain a Cronbach’s alpha score of at least 0.70 as
recommended by DeVellis (2011). Each subscale’s Cronbach’s alpha exceeded the
recommended score of 0.70 and the Cronbach’s alpha for the entire survey was 0.88
indicating a high level of internal consistency. This is a new finding since there was no
previous Cronbach’s alpha in the published literature on this measure.
The item-to-total correlation calculations for the individual items were favorable
as well. Of the seventeen individual items, there were 2 questions that did not meet the
recommended level of 0.3 and item number four was deleted by SPSS v. 22 because it
had zero variation (Field, 2013). This item was also deleted from the final survey as it did
not contribute to the Cronbach’s alpha calculation. The first survey item, “in your opinion
if a woman decided to get PNC, how important is it that she get it in the first three
months of pregnancy?” had a corrected item-total correlation score of 0.25. Deleting this
item would have had no effect on the scale’s final Cronbach’s alpha score so it was not
deleted. The second item with a low item-total correlation (-0.004) was, “how important
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is prenatal care for a woman to have during her pregnancy?” Field (2013) recommends
that any item with a negative item-total correlation score should be reverse coded or
deleted from the survey. When the item was reverse coded, it still had a negative itemtotal correlation score (-0.165). Since deletion of the item prior to reverse coding would
increase the survey’s Cronbach’s alpha score by only 0.004 points, it was not deleted or
reverse coded for the study.
Content validity
Content validity was assessed by having four experts evaluate the items in the
Perceptions of Prenatal Care Survey as representative of the construct to be measured.
These experts constituted a panel of PhD-prepared nurse researchers who research and
publish in the field of women’s health. Polit and Beck (2012) recommended having a
minimum of 5-8 experts and ideally, 8-12. Having more experts would generally be
beneficial when conducting a CVI since the basic formula for an item-level CVI (I-CVI)
is the number of experts “giving a rating of either 3 or 4 on the 4-point relevance scale,
divided by the number of raters,” resulting in a final recommended score of 0.78 (Polit &
Beck, p. 359).
There were 4 items with I-CVI scores of 0.75, just under the recommended level
set forth by Polit and Beck. Because there were only four experts, to get a score of 0.78
or greater, there would need to be 100% agreement amongst the panel. After discussion
with Dr. Rew, it was decided that these items were acceptable with the score of 0.75.
There were two items with very low I-CVI scores. Subscale 1, item two’s I-CVI was 0.5
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and subscale 2, item eight’s I-CVI was 0.25. Polit and Beck state that such items need
“careful scrutiny” but do not necessarily need to be deleted (p. 359). Again, after
discussion with Dr. Rew, it was decided to keep these items in the scale. The overall
scale content validity index (S-CVI) which is the average of I-CVI’s was 0.84. Polit and
Beck (2012) state an S-CVI score of 0.90 is “excellent.” (p. 360). Although the
Perceptions of Prenatal Care Survey is not in the “excellent” range, it was deemed
acceptable by Dr. Rew and myself. For future research, it would be beneficial to acquire
more experts for the CVI so that scores might be more favorable.
Pilot Study Sample
After Cronbach’s alpha and I-CVI/S-CVI scores were computed for the
Perceptions of Prenatal Care Survey, it was piloted with a sample of 18 older adolescent
nulliparous Latinas. The mean age for the pilot study participants was 19.9 years. Most of
the participants were currently enrolled in college (94.4%). Once the participants finished
reviewing and answering the survey questions, they were asked to indicate if any of the
items were confusing or difficult to understand and if the directions were easy to
understand (Polit & Beck, 2012). None of the pilot study participants stated the questions
were confusing or difficult to understand. This was the end of phase I for the dissertation
study.
The sample for the pilot study differed from the sample in phase II in parity and
education level. It would be easy to conclude that the reason the education level of the
pilot sample was higher than the phase II sample was because they were nulliparous and
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were recruited via snowball sampling technique from various student organizations from
The University of Texas at Austin. Because of time limitations, nulliparous participants
were sought for an expedited IRB review for the pilot study. For future research, it would
be advantageous to sample populations for pilot testing that closely resemble the target
group such as women with middle or high school education levels or a group of postpartum women. A group of women who’s currently enrolled in college might not
perceive confusion or difficulty with survey items that a group with lower education
might. In addition, a group of post-partum women might have different opinions of the
survey since they have had experience with pregnancy, prenatal care and labor and
delivery.
Summary of Discussion Phase I – Pilot Study
The psychometrics and readability of the scale are new findings and will aid in
future research in exploring perceptions of prenatal care benefits. Researchers wishing to
investigate this topic will know this tool has been tested with older adolescent Latinas
and that it shows reasonable reliability and content validity.
Future research for the Perceptions of Prenatal Care Survey includes translating
the survey to Spanish and conducting another pilot test for the newly translated survey. In
addition to translating the survey to Spanish, piloting the English and Spanish surveys in
a sample of younger Latinas adolescents (under age 18) is planned for future research.
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DISCUSSION OF PHASE II
Participant Recruitment
Online recruitment proved to be much more time consuming than initially
thought. After emailing countless bloggers and owners of social media sites, only a
handful responded allowing the banner link to the qualifying questionnaire to be posted
on their sites that would ultimately guide qualified individuals to the actual survey on
Survey Monkey. There were a handful of bloggers and site owners that requested $200
and up to post any information about the study on their sites. When owners of social
media sites did not respond, I would join the site in order to post information about the
study on a message board. At this point, owners take notice and contact me to say
permission had not been granted to “solicit” on their sites and my message board would
be removed. Any attempts to gain permission after these occurrences were futile as the
owners of the sites would not respond to those requests.
Another issue with online recruitment was that the banner links were often
removed without notice or reason sites that had given permission to post or where
permission was not required. In most cases, I would simply re-post the banner link.
However, on Craigslist, my posts for the study were frequently “flagged for removal”.
These “flags” were done by other Craigslist users and these users indicated the contents
of my posts were “inappropriate.” It is Craigslist’s policy to remove any material another
user deemed inappropriate. This issue tended to occur in cities where participant
recruitment for research studies was commonplace. Cities where posts were flagged and
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removed were usually in San Antonio, Dallas, and Houston. It was assumed I was
competing for research participants. When this occurred, I would simply re-post my
banner link to the qualifying survey.
At the suggestion of committee member Dr. Alex Garcia, I contacted Nora
Comstock, President, and CEO of Las Comadres for help with participant recruitment.
Las Comadres is a national organization that empowers women to be active in Latino
communities through “online and face to face networks” (Las Comadres, n.d.). After
Nora was contacted, my sample size doubled and I was able to cease data collection with
the consent of Dr. Rew and start data analysis.
Strategies for Participant Recruitment in Future Research
Knowing that online participant recruitment poses certain challenges, strategies
for this type of pursuit in the future are recommended. Setting aside a budget for
advertising the study would be beneficial for future research. Having a budget of at least
$200-$300 per website or blog to post the study’s banner link is recommended. Other
sources for possible participant recruitment would to be to advertise future studies on
local radio stations that would direct listeners interested in participating to the qualifying
survey’s website address.
Although there is a convenience to online recruitment, it turned out to be more
time consuming than seeking out participants in person. Waiting for replies from
bloggers and website owners proved lengthy and often times repeated emails would be
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sent before a response was received. Because of the length of time needed to
communicate with bloggers and website owners via email exchanges, posting and
reposting study banner links and the actual recruitment of participants online and
screening for eligibility can be prolonged, allowing ample time for this type of data
collection for future research is imperative.
Phase II Sample
Data were gathered from a total of 54 older adolescent Latina participants. This
non-probability sample was recruited via a purposeful snowball sampling technique from
Craigslist and online blogs, website discussion forums, Facebook and Yahoo groups that
were geared toward adult and adolescent Latinas. The mean age was 20. Over 40% of the
sample were Latina Whites and another 40% were Latina Black. A small percentage
(18.5%) self-identified as Asian Latina. Only 2 (3.7%) of the participants had some
college education. Most (87%) were high school graduates. All of the participants were
primiparous. A majority of participants were unemployed (88.9%) and single/not married
(79%).
These demographic characteristics are consistent with some of the recent
literature that explores prenatal care utilization in Latinas. In most studies the Latina
participants are single (Johnson et al., 2011; Korinek & Smith, 2011; Park et al., 2007;
Sunil, Spears, Hook, Castillo, & Torres, 2010). The education level of the phase II
sample was higher than in most recent studies where study samples have less than a high
school education (Fullerton, Bader, Nelson, & Shannon, 2006; Harley & Eskenazi, 2006;
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Johnson et al., 2011). However, all of the aforementioned studies include adolescent
Latinas with adult Latina samples and do not account for age in their statistical analyses.
Nor do these studies ask about work status or race. Thus the findings from this study add
to the extant literature.
Demographic Issues
Several dissertation committee members noted that certain demographic
descriptions should be obtained such as income, insurance status, acculturation status,
birth country and Hispanic origin groups. Unfortunatley, these were left out of the
demographic data portion of the survey and the error was recognized after data collection
had begun (see Appendix). SurveyMonkey would not allow the survey to be edited once
data collection was started without deleting existing data. After data collection,
participants were contacted via the email address they supplied, and they were asked to
indicate their insurance status, birth country and Hispanic origin group. Not enough
participants responded to that email request to make that data meaningful.
Discussion of Research Findings
Perceived Benefits of PNC
All of the participants (N=54, 100%) believed prenatal care was “important” or
“very important” during pregnancy. In general, a majority of participants (n=51, 94.5%)
perceived that timely prenatal care was “important “or “very important.” However, only
thirty (55.6%) participants received timely prenatal care (1st trimester). In addition, a
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majority of participants perceived adequate prenatal care (n=53, 98.1%) as “important “or
“very important.” Yet, only 9.3% of the participants received adequate prenatal care (12+
prenatal visits). This finding is consistent with past and recent research findings that
Latinas are aware of the appropriate timing of prenatal care, yet continue to enter prenatal
care late (Fullerton et al., 2006; Nothnagle et al., 2000; Sunil et al., 2010).
When answering questions regarding the benefits of prenatal care from the
Perceptions of Prenatal Care Survey, nearly all participants answered every question as
being “important” or “very important.” It is reasonable to assume that since these women
had recently had children, they were repeatedly told about the importance of prenatal care
by their providers. Also, in the hospital setting right after delivery, prenatal care is often
discussed by the neonate’s heatlhcare provider as an initial indicator of their health status.
If any of the participants were privy to such conversations, this would reinforce the
importance of prenatal care.
Although all of the participants perceived prenatal care as important, Latinas with
untimely prenatal care had statistically significant higher perceived benefit scores
regarding the importance of adequate prenatal care (obtaining 13-14 PNC visits) when
compared to participants with timely care. A possible explanation for this difference
could be healthcare providers providing extra reminders or education about the
importance of prenatal care to the participants who entered late. Perhaps these young
women were notified that because of their late start in obtaining prenatal care, they would
not be getting the recommended number of visits. It could stand to reason that the
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participants who had timely prenatal care were not getting this education about
participating in the desired health behavior since they were already doing what was
expected of them.
Adolescent Latinas with timely prenatal care had statistically higher perceived
benefit scores regarding PNC as being beneficial for teaching a woman what to expect
during labor and delivery and to let a woman know if their baby was coming soon when
compared to the Latinas with untimely care. If a participant already had the knowledge
that PNC helps identify serious issues for the fetus and prevents premature birth, that
knowledge could have served as the impetus to initiate timely prenatal care for this group
of Latinas. Conversely, if a participant did not have this knowledge or believe this
knowledge to be true, there might be less motivation to initiate timely care. For future
research it would be useful to assess participants’ prior knowledge of PNC before
becoming pregnant or utilizing PNC services in order to gain a deeper understanding of
how these perceptions were created.
Another possible explanation for this finding is if an adolescent Latina is worried
or fearful about labor and delivery and believes that prenatal care will prepare her for this
event that might have spurred her to seek timely prenatal care. This finding is consistent
with Johnson et al.’s (2004) findings in which their Latina sample indicated that wanting
to make sure their babies were healthy was a motivator to seek prenatal care in general.
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Positive vs. negative perceptions of partner and perceived benefits
Latinas who did not view their partners as a positive interpersonal influence had
statistically significant higher perceived benefits of prenatal care scores compared to the
Latinas who did view their partners as positive interpersonal influences. This finding has
not been reported previously in the literature. Previous studies do not examine how the
Latina perceives her partner in relation to perceived benefits of PNC. Partners and
spouses are usually presented in studies as dichotomous variables (i.e. present/not
present) or as predictors of prenatal care utilization (Fullerton et al., 2006; Harley &
Eskenazi, 2006; Johnson et al., 2011). Kalofos and Palinkas (1999) did examine
relationship stability; however, that variable was correlated with prenatal care adequacy
and not perceived benefits of PNC as in this dissertation study.
Perceived Barriers of PNC
There was much more variation in the responses to the Access Barriers to Care
Index (ABCI) that was used to asses the participants’ perceptions of barriers to prenatal
care. The answers to these questions could provide explanations as to why only half of
the sample received timely prenatal care and a majority had inadequate prenatal care. For
example, nearly half of the participants cited negative feelings towards their pregnancies
that served as barriers to accessing prenatal care such as being embarressed or depressed
about the pregnancy and being unsure of carrying the pregancy to term. It is reasonable to
assume that any women who is wrestling with a decision whether or not to carry a
pregnancy to term would enter prenatal care late or not attend every scheduled visit. This
138

finding is consistent with past research studies (Fullerton et al., 2006; Johnson et al.,
2011; Oropesa et al., 2000).
Most of the participants indicated they had personal issues that were perceived as
barriers to accessing prenatal care. A majority of participants (88.8%) cited their own
personal problems as being a barrier to accessing prenatal care. The survey did not allow
participants to expand upon what those “personal problems” actually were. This finding
suggests that further studies should be done to clarify these barriers. However,
subsequent items on the ABCI did ask participants about specific personal issues as
possible barriers to PNC.
“Personal problems” have been another consistent barrier found in previous
research (Fullerton et al., 2006; Johnson et al., 2011; Korinek & Smith, 2011; Oropesa et
al., 2000; Sunil et al., 2010). However none of the studies (including this one) describe
what these personal problems are. Personal problems could actually be barriers already
identified by the survey such as lack of transportation or being unhappy about the
pregnancy. Future research could provide space to type or write what these problems are.
This would allow for qualitative description or a content analysis that would provide
more meaning to the phrase “personal problems.”
Participants with inadequate prenatal care had statistically significant higher
perceived barrier scores for “too tired” [to seek prenatal care] compared with participants
with adequate prenatal care. Fatigue during early and late pregnancy is well documented
(MayoClinic.org, n.d.). This certainly could pose a significant barrier especially if the
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adolescent must make other arrangements to attend prenatal care appointments or if she is
encountering multiple barriers. However, this variable could pose a barrier to any woman
regardless of race, marital status, age or SES.
Forty-nine (90.7%) participants indicated that there was a person or people in
their life who had stopped them from going to the clinic at some period during the
pregnancy. This is especially alarming and unfortunately, the survey did not allow the
participants to expound on that issue. However, this finding lends support to research
that indicates prenatal care appointments should be forums for screening all pregnant
women for abuse or domestic violence. Nurses are in ideal position to screen women for
abuse or domestic violence. In addition, this screening does not need to be limited to
prenatal care visits. Nurses working in the hospital caring for post-partum women and/or
their neonates can also screen these women for abuse.
Adolescent Latinas who did not have timely prenatal care or adequate prenatal
care had statistically significant higher perceived barriers scores for not being able to
leave work or school [to attend prenatal care] compared to adolescent Latinas with timely
prenatal care. Since a majority of participants were unemployed (88.9%), a valid
assumption would be that these participants were referring to not being able to leave
school. Furthermore, only 3.7% of the sample had some college education, so another fair
assumption would be that these participants were indicating that they were unable to
leave high school or GED classes to obtain prenatal care. According to the Texas
Education Agency a student can have a maximum of 5 excused absences per semester
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and anyone who is enrolled in public schools after the age of 18 must attend every day
until they finish their program or they will be expelled (TEA, 2013). This might serve as
a possible explanation for Latina adolescents not being able to leave school to seek PNC
services.
There were two items from the ABCI that yielded questionable results, “no child
care” and “didn’t think prenatal care was important.” Fifty (92.6%) participants listed
not having childcare as a barrier to prenatal care. This finding is quite interesting since all
of the participants were nulliparous when they sought prenatal care. One explanation is
that U.S. Latinas are often close to extended family members and may provide childcare
for a relative. Another explanation for this is that the participants just simply perceived
that lack of childcare in general would pose a barrier to prenatal care utilization.
Fifty-two (96.3%) participants indicated that not thinking prenatal care was
important as a barrier to accessing prenatal care. A possible explanation for this would be
that participants were thinking about barriers in general terms instead of what constituted
barriers for themselves. Not being able to clarify such questions with participants after
they fill out the survey is yet another issue with online research. Future research studies
could ensure that the calcification of such item responses was obtained prior to the study
closing and before the researcher loses contact with participants.
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Living arrangement and perceived barriers
The group of participants that perceived greater barriers was the group that was
not living with the father of the baby. Adolescent Latinas not living with the father of the
baby had statistically significant higher barriers scores for “own personal problems,
people in personal life stopped from going to clinic and didn’t need care…felt fine” when
compared to adolescents living with the father of the baby. Since the ABCI does not
allow for the participants to expound upon their answers one might assume that not living
with the father of the baby is a contributor to lack of social support. A lack of social
support from the father of the baby could mean a lack of transportation, financial
assistance and emotional support (Luecken et al., 2009). Latinas living with their partners
has also been associated with timely prenatal care and prenatal care utilization in general
(Luecken at al.; Zambrana et al., 1996). Future research should analyze this variable
(living with father of baby) as a mediator between timely and adequate PNC and other
independent variables such as demographics and perceived benefits/barriers to PNC in
adolescent Latinas.
However, a clinic not having evening or weekend hours posed statistically
significant barriers for adolescent Latinas living with the father of the baby compared to
Latinas not living with the father of the baby. Although provider/clinic barriers are well
documented, one could assume that this perceived barrier is also linked to transportation
issues or possibly wanting their partner to attend prenatal care appointments as well but
are unable to do so because of work and/or school. In prior studies, lack of transportation
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has also been a consistent barrier for Latinas trying to access prenatal care (Conrad et al.,
1998; Oropesa et al, 2000; Shaffer, 2002; Sunil et al., 2010; Zaid et al.)
Healthcare system imposed barriers
A majority of participants indicated they experienced barriers to accessing
prenatal care that were imposed by their healthcare providers or clinics or had negative
attitudes towards their clinics. Sixteen (29.6%) participants did not trust the healthcare
system. Nearly 80% (n=42) of participants indicated they did not like going to the clinic.
A majority (74.1%) of participants indicated they could not schedule timely appointment
visits with their clinic. These findings are also consistent with the literature that examines
barriers to prenatal care utilization (Fullerton et al., 2006; Johnson et al., 2011; Korinek
& Smith, 2011; Oropesa et al., 2000; Sunil et al., 2010).
In fact, Latinas in the timely prenatal care group and the inadequate prenatal care
group had statistically higher perceived barrier scores when trying to schedule timely
PNC appointments compared to Latinas who did not have timely prenatal care or
adequate prenatal care. Since a majority (90.7%) of the adolescents in this sample had
inadequate prenatal care, it would be reasonable to assume most of the sample would
perceive not being able to get timely appointments as an issue. However, the timely
prenatal care group having higher perceived barrier scores leads one to assume that
perhaps they put forth more of an effort to get appointments compared to the untimely
group and those efforts were ineffective.
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Not being able to schedule timely appointments has been found to be a consistent
barrier in past and recent research. Oropresa et al. (2000), Sunil et al. (2010), and Tandon
et al. (2005) all found that their Latina samples had difficulty obtaining timely prenatal
care appointments which posed significant barriers for the samples to either obtain timely
or adequate PNC. An explanation for this repeated finding is that many physicians choose
not to accept Medicaid or other forms of government insurance possibly inundating the
physicians who do accept Medicaid with patients. In Texas alone, the percentage of
physicians (all specialties) accepting Medicaid dropped to 31% in 2012 from 67% in
2000 (Texas Medical Association [TMA], 2012).
Individual Characteristics: Personal Factors and PNC Timeliness and Adequacy
The results of this analysis indicate there were no statistically significant
relationships between personal factors (demographics such as marital status, employment
status) and timely or adequate prenatal care in older adolescent Latinas. However, there
was a statistically significant association between education level and adequate prenatal
care, p= 0.007.
Education and PNC utilization findings have been equivocal. Korinek and Smith
(2011) and Sunil et al. (2010) found that Latinas with a high school education were more
likely to have timely or adequate PNC compared to women with a middle school
education. However, Zambrana et al. (1996) found no relationship between education and
PNC utilization in their sample of Mexican-American Latinas. Fullerton et al. (2006) and
Sunil et al.’s (2010) studies found a high school education was significantly associated
144

with adequacy of prenatal care, although this study had no such finding. However, when
data were recoded and “some college” was extracted from “high school”, significant
results were produced. The Latina sample in Sunil et al.’s (2010) study that had college
education had both timely and adequate PNC.
Despite the non-significance of demographic variables of marital status,
employment status, previous research exploring these variables and prenatal care
utilization have yielded mixed and unexpected results. Although living with a partner or
being married is associated with prenatal care utilization, it does not necessarily equate to
timely prenatal care (Korinek & Smith, 2011; Luecken et al., 2009; Sunil et al., 2010).
For example, Kalofonos and Palinkas (1999) found that stable relationships between
Latinas and their partners were associated with adequate prenatal care, but not timely
care. Sunil et al. (2010) found that Latinas who were married were more likely to initiate
PNC in the first trimester compared to single Latinas.
Employment for Latinas has been found to be both a hindrance and a facilitator of
PNC utilization. Zambrana et al. (1996) found that women who were employed started
prenatal care earlier than women who were not employed. Although they did not expand
on the reasoning behind this, one could assume that the Latinas working full time had
employer-sponsored insurance (Torres, 2005). Other studies have shown that employed
Latinas were not able to leave work to obtain prenatal care (Bender & Castro, 2000;
Conrad et al., 1998; Shaffer, 2002). In addition, these women who were employed also
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cited that the lack of extended hours at their healthcare clinics was an additional barrier to
their inflexible work schedules.
A possible reason for the non-significance of the aforementioned results is that the
employed and partnered/married groups are significantly smaller than the non-employed
and single groups. Another reason could be the statistical analysis that was used to
analyze the data. Since the data [personal factors] failed the assumptions of Pearson’s and
Spearman’s correlation, data were recoded into dichotomous variables to meet the
assumptions of Chi-square. According to Field, transforming data into categorical values
often loses “information and statistical power.” (2003, pg.3).
Interpersonal Influences and PNC Timeliness and Adequacy
Results from the analysis show there were no statistically significant relationships
between interpersonal influences (healthcare workers, significant other/partner, motherin-law, family [mother]) and timely or adequate prenatal care among older adolescent
Latinas which is not consistent with the literature.
Although previous research that explored interpersonal influences and timely
prenatal care has been equivocal, correlations have been found. Although some studies
have found that strong support from friends and family is correlated with adequate
prenatal care, support is not generally associated with timely prenatal care (Cedarbaum et
al; 2013; Sieger & Renk, 2007; Sunil et al., 2010; Thornton et al., 2006). Social support
has also been found to be a predictor of prenatal care utilization even when Latinas report
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other barriers such as lack of finances or health insurance (Cedarbaum et al; 2013;
Korinek & Smith, 2011; Luecken et al., 2009; Sieger & Renk, 2007; Sunil et al., 2010;
Thornton et al., 2006). However, Luecken et al. (2009) and Korinek and Smith (2011)
found that pregnancy intention and acceptance from a woman’s partner or spouse was
associated with timely prenatal care.
A reason for the non-significance of the results of research questions is the small
sample size of the dichotomous groups. Another reason could be the statistical analysis
that was used to analyze the data. Since the data [interpersonal influences] for the
independent variable failed the assumptions of Pearson’s and Spearman’s correlation,
they were recoded into dichotomous variables to meet the assumptions of Chi-square. As
previously reported, transforming data into categorical values often loses “information
and statistical power.” (Field, 2003, pg.3).
An interesting finding was the the relationship between friends’ interpersonal
influence and the adolescent Latinas’ adequacy of prenatal care was statistically
significant, p=0.02. However, there was also a moderate negative association between
friends’ interpersonal influence and the adequacy of prenatal care, Phi (φ) = -0.48,
p=.001.
This finding is a new finding not previously reported in the literature. Friends are
considered a source of social support. Previous research has indicated that positive
relationships have been found between friends and a Latina’s adequacy of prenatal care
(Luecken et al., 2009; Korinek & Smith, 2011). Previous research has also shown that
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Latinas valued the advice given by friends over healthcare providers and social workers
(Kalofonos & Palinkas; 1999).
If these friends of the study participants have had negative experiences with PNC
utilization in the past, the participant might be swayed by their negative opinions. Or,
their friends could have had a negative perception of the pregnancy; previous research
has shown that alienation from friends during pregnancy is associated with poor PNC
utilization (Chen et al., 2007; Khashan et al., 2010). Future research should provide space
after each question to allow for participants to give more information as to why they have
a positive or negative opinion of their interpersonal influences which could later be
analyzed by content analysis.
POLICY IMPLICATIONS
The findings of this study lend support for policy change within the educational
system in Texas. The most recent study conducted by TEA about the dropout rates in
Texas was in 2000. In this study, the two most frequent reasons for teens dropping out
were “excessive absences” and “pregnancy.” (TEA, 2000, p. 9). However, none of the
drop-out prevention initiatives address this issue.
As previously mentioned students can have a maximum of five excused absences
per semester, and students 18 years and older must attend every day until they finish their
program or they will be expelled (TEA, 2013). It is possible that due to TEA regulations
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many adolescent Latinas are faced with the decision of receiving little to no PNC or
missing school and possibly risking expulsion, thus hindering their future life chances.
WEAKNESS AND LIMITATIONS
Latinas in the sample were presented as a homogenous group, and although
Latinas may share a common “Hispanic” culture and language, they do not share a
common race or ancestry (Burchard, et al., 2005). Because of this, there may be overlap
in subcultures. Race was not a factor that was explored in this study although the
descriptive data were presented. Future research on this topic (or any topic on Latinas)
calls for more stringent sampling measures that will take race, acculturation, nativity and
immigration status into consideration.
Data were gathered entirely online, which limited responses from participants
who were computer/internet savvy and had access to a computer and the internet. In
addition, the surveys were available in only English, thus limiting responses from Latinas
who can read and understand English only.
Despite limitations, the findings of this dissertation do contribute to the study and
examination of perceptions of prenatal care in adolescent Latinas. This is the only study
that examines these perceptions exclusively in older adolescent Latinas and that has
examined perceptions of partner’s interpersonal influence in relation to perceptions of
PNC. In addition, this is the only study to identify interpersonal influences from friends
as negatively correlated with PNC adequacy.
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CONCLUSIONS
This research study was carried out in two phases. In Phase I, the psychometric
properties of the three scales in the Perceptions of Prenatal Care Survey were determined
and piloted in a sample of older adolescent Latinas. This piloted survey was then utilized
in Phase II in an effort to understand the perceived barriers and benefits of prenatal care
in older adolescent Latinas.
Phase I revealed the survey had good internal consistency and validity. In Phase
II, some of the results of this study confirmed previous research; however, there were
results that were found to be non-significant that were not consistent with previous
literature. One issue for this was sampling. Some of the groups within the sample were
small (n’s between 1 and 5). Another issue was the recoding of data that may have caused
the data to lose valuable “information and statistical power.” (Field, 2003, p. 3).
Phase II revealed general perceptions of benefits of and barriers to PNC in older
adolescent Latinas utilizing the ABCI and the Perceptions of Prenatal Care that were
piloted in Phase I of the study. Findings of these perceptions were consistent with the
findings of Johnson et al. (2011) in that a majority of their Latina sample had generally
very positive perceptions of prenatal care yet started prenatal care late and had inadequate
prenatal care. Although there was little variation in the responses to the Perceptions of
Prenatal Care Survey (perceived benefits), response bias may have been prevalent
amongst this sample as was Johnson et al.’s sample.
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Constructs from Pender et al.’s (2006) Revised Health Promotion Model were
used to guide the research questions for this study (Figure 1, p. 9). Differences between
groups were computed with Mann-Whitney tests and associations between variables were
computed with Chi-square or Fisher’s exact tests. Latinas with untimely prenatal and
inadequate care perceived more barriers to PNC utilization compared to Latinas with
timely and adequate PNC. Conversely, Latinas with timely and adequate PNC had more
perceived benefits of PNC than Latinas with untimely and inadequate PNC. These
findings were consistent with the literature.
Latinas not living with the father of the baby also had higher perceived barriers to
PNC than the Latinas who lived with the father of the baby, which were consistent with
previous studies. In addition, Latinas who had positive perceptions of their partners had
less perceived benefits to PNC than the Latinas who did not have positive perceptions of
their partners. This was a new finding not previously reported in the literature.
Personal factors were not associated with timely or adequate PNC, which was not
consistent with the literature. In addition, the only interpersonal influence that was
statistically significant for adequacy of PNC was that from friends and it was a negative
correlation that was a new finding not previously reported in the literature.
Implications for public policy and pregnancy in adolescent Texas Latinas relate to
changing truancy and absenteeism laws and rules within the public school system. These
changes would allow pregnant adolescent Latinas to obtain the much needed prenatal
care without risking the consequences of expulsion from school.
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For future research it would be useful to assess participants’ prior knowledge of
PNC before becoming pregnant or utilizing PNC services in order to gain a deeper
understanding of how these perceptions were created. In addition, by allowing
participants to elaborate on their responses to items, we might gain a deeper
understanding of why and how these perceptions were created which may impact nursing
practice and have policy implications.
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Appendix A

Rosamar Torres< rosamartorres@gmail.com>

Copyright.com Special Order Update (3028559)
1 message
Copyright.com < notices@copyright.com>
Reply-To: info@copyright.com
To: rosamartorres@gmail.com

Tue, Oct 5, 2010 at 11:20 PM

Dear Rosamar Torres,
On 09/29/10, you placed an order to purchase the rights to use copyrighted material. Since
the rightsholder for this material does not pre-authorize CCC to sell these rights, we have
contacted the rightsholder to determine whether the right you requested is available and to
determine the price for the right. We have updated information on the status of your order:
Order Summary:
Original Order Date: 09/29/10
Confirmation Number: 3028559
Updates on Items You Ordered:
Hispanic health care international : the official journal of the National Association of Hispanic
Nurses, 45244524
Current Status: Granted
Fee: $3.50
We will automatically include the fee for your purchase (see above) on the next invoice we
send for your account. If you have decided to cancel this order, please review your order online. You can always cancel your order prior to being invoiced.

If you would like to view the details of your order, or to make changes to your order, please
click the following link:
https://www.copyright.com/dispatcher?type=order&target=histdetid&id=3028559

You can learn more about Copyright Clearance Center's Special Order process by clicking on
the following link: http://www.copyright.com/viewPage.do?pageCode=h28-n

******************************************************************************************
If you need assistance with copyright.com, please visit our online help
(www.copyright.com/help) where you will find answers to common questions. For further
assistance call 978-646-2600 (Mon-Fri, 8:00 am to 6:00 pm Eastern Time) to speak with a
Customer Relations Representative. Or e-mail your questions and comments to:
info@copyright.com.
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Appendix B
You are being invited to participate in a
Pilot Study

Who?

Latina Females who are 18-21 years old

What? You will fill out a survey online that will ask you 15 questions
about your thoughts and beliefs about prenatal care and
demographic information.
When you complete the survey you will receive a $5 e-gift card.
Why?

The purpose of this study is to determine if this survey is an accurate
measure of your thoughts and beliefs about prenatal care.
A benefit of being in the study is that you will help nurses
understand the benefits and barriers of prenatal care in Latinas
aged 18-21 years old.

The researcher is a doctoral candidate from The University of Texas at Austin, School
of Nursing
Rosamar Torres, RN, MSN (Principal Investigator)
If interested, please contact me at
rosamartorres@gmail.com or 512-525-5661
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Appendix C
Banner with html link to qualifying survey

<a href=’http://rosamartorres.com/qualifying-survey-older-latinas-perception-of-prenatalcare-2/’ title=’’ ><img src=’http://rosamartorres.com/promotionalimages/banner1.png’
alt=’ OLDER LATINAS’ PERCEPTION OF PRENATAL CARE’ title=’’ width=’’
height=’’/></a><br/><a href=’’></a>
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Appendix D
Blogger Letter
Hi ______, I’m a Registered Nurse and a Doctoral Candidate at The University of Texas at
Austin, School of Nursing, and I am currently recruiting young Latinas (ages 18-21) for
my dissertation study. Your blog is the perfect venue/site for potential participants to
gain access to the study. This research study explores young Lantanas’ perceptions of
prenatal care within the context of the Westernized U.S. medical model. Previous
studies have shown that Latinas are least likely to access timely prenatal care and/or
have adequate prenatal care compared to other ethnic groups, even African-Americans.
I believe my research is important since there is very little research that exists exploring
how Latinas perceive barriers and benefits to accessing prenatal care. I would greatly
appreciate it if you posted the attached gif that also has a link to my study that
participants can just click and answer with ease. If qualified to participate, study
participants will be compensated with a $10 Target.com gift card. Also attached is the
approval for the study and numbers to call with any questions or concerns from The
University of Texas Institutional Review Board. Please feel free to contact me with any
questions via email or at 214-306-9456.
Many Thanks,
Rosamar Torres, RN, MSN, PhD Candidate
THE UNIVERSITY OF TEXAS AT AUSTIN
School of Nursing
WHAT STARTS HERE CHANGES THE WORLD
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Appendix E
Access Barriers to Care Index
Extent that barrier caused difficulty in obtaining prenatal care:
1= not at all difficult

to

5= extremely difficult

1. Embarrassed about pregnancy
1

2

3

4

5

2. Heard bad things about clinic
1

2

3

4

5

3. Didn’t want people to know was pregnant
1

2

3

4

5

4. Didn’t like care received at clinic
1

2

3

4

5
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5. Didn’t trust health care system
1

2

3

4

5

6. Personal problems of family or friends
1

2

3

4

5

7. Clinic had no evening or weekend hours
1

2

3

4

5

3

4

5

8. Transportation
1

2

9. Not sure wanted this baby
1

2

3

4

5
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10. Didn’t think prenatal care was important
1

2

3

4

5

11. People in personal life wouldn’t help get to clinic
1

2

3

4

5

3

4

5

3

4

5

12. Cost of transportation
1

2

13. No child care
1

2

14. Long waiting time at clinic
1

2

3

4

5
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15. Depressed or unhappy about pregnancy
1

2

3

4

5

16. Afraid something wrong with baby
1

2

3

4

5

17. Own personal problems
1

2

3

4

5

4

5

18. Clinic too crowded
1

2

3

19. Own alcohol or drug use
1

2

3

4

5

3

4

5

20. Too tired
1

2
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21. Couldn’t schedule timely appointments
1

2

3

4

5

22. Couldn’t leave work or school
1

2

3

4

5

4

5

23. Clinic too far away
1

2

3

24. People in personal life stopped from going to clinic
1

2

3

4

5

25. Didn’t like going to clinic
1

2

3

4

5

26. Didn’t need care because felt fine
1

2

3

4

5
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27. No place to live
1

2

3

4

5

28. Didn’t want to tell clinic staff that wasn’t taking medications
1

2

3

4

5
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Appendix F

Perceptions of Prenatal Care Survey
Scale 1: Knowledge of appropriate timing of initiating prenatal
care and the perception of the adequacy of prenatal care
1. In your opinion, if a woman decided to get prenatal care, how
important is it that she get it in the first three months of
pregnancy?
___ Very important
___ Important
___ Somewhat important
___ Not important
2. In your opinion, if a woman decided to get prenatal care, how
important is it that a woman has at least 14 prenatal care visits?
___ Very important
___ Important
___ Somewhat important
___ Not important

Scale 2: Perceived benefits of prenatal care
1. How important is prenatal care for a woman to have during her
pregnancy?
___ Very important
___ Important
___ Somewhat important
___ Not important
2. How important is prenatal care to identify serious medical
problems for a pregnant woman and her baby?
___ Very important
___ Important
___ Somewhat important
___ Not important
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3. How important is prenatal care to help pregnant women manage their
weight during pregnancy?
___ Very important
___ Important
___ Somewhat important
___ Not important
**4. How important is prenatal care to help a woman stay healthy
during her pregnancy?
___ Very important
___ Important
___ Somewhat important
___ Not important
5. How important is prenatal care to teach a pregnant woman that her
baby is coming soon?
___ Very important
___ Important
___ Somewhat important
___ Not important
6. How important is prenatal care to teach a pregnant woman what
foods are good to eat?
___ Very important
___ Important
___ Somewhat important
___ Not important
7. How important is prenatal care to teach a pregnant woman what to
expect during labor and delivery?
___ Very important
___ Important
___ Somewhat important
___ Not important
8. How important is prenatal care to arrange for the baby to be born at
the best hospital possible?
___ Very important
___ Important
___ Somewhat important
___ Not important
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Scale 3: Interpersonal influences.
1. How important is a pregnant woman’s mother as a source of
information about pregnancy and prenatal care?
___ Very important
___ Important
___ Somewhat important
___ Not important
2. How important are a pregnant woman’s friends as a source of
information about pregnancy?
___ Very important
___ Important
___ Somewhat important
___ Not important
3. How important is a pregnant woman’s healthcare provider as a
source of information about pregnancy and prenatal care?
___ Very important
___ Important
___ Somewhat important
___ Not important
4. How important is a pregnant woman’s partner/boyfriend/husband as
a source of information about pregnancy and prenatal care?
___ Very important
___ Important
___ Somewhat important
___ Not important
5. How important is the mother of a pregnant woman’s
partner/boyfriend/husband as a source of information about pregnancy
and prenatal care?
___ Very important
___ Important
___ Somewhat important
___ Not important
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Appendix G
Older Adolescent Perceptions of Prenatal Care
Demographic Data
1. Age
____ 18
____ 19
____ 20
____ 21

2. Race/ethnicity
____ Hispanic/Latino White
____Black Hispanic or AfroLatino
____Hispanic/Latino Asian
____ Other Hispanic/Latino

3. Marital Status
____ Single, never married
____ Divorced
____ Living with father of baby
____ Married
____ Separated
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4. Educational level
____ Middle school
____ Some high school
____ High school graduate or GED
____ Some college
____ College degree

6. Employment status
__ Unemployed
__ Employed part-time
__ Employed full-time
__ Student

7. How many months ago did you have your baby?
___ less than one month ago
___ one month ago
___ 2 months ago
___ 3 months ago
___ more than 3 months ago
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8. How many weeks pregnant were you when you started prenatal care?
Please enter a number: _____

9. How many times did you go to prenatal care appointments?
Please enter a number: _____

10. How many children do you have?
Please enter a number _____

11. Where there any complications with your pregnancy?
No ____
Yes ____
If yes, please list what complications you had
______________________________________
______________________________________

12. Where there any complications with your delivery?
No ____
Yes ____
If yes, please list what complication there were with your delivery
_____________________________________________
_____________________________________________
168

WORKS CITED
American Academy of Pediatrics and American College of Obstetricians and
Gynecologists [AAP/ACOG]. (2012). Guidelenes for Perinatal Care (7th ed.).
Elk Grove Village, Il: American Academy of Pediatrics.
Bender, D. E., & Castro, D. (2000). Explaining the birth weight paradox: Latina
immigrants' perceptions of resilience and risk. Journal of Immigrant Health, 2(3),
155-173.
Bender, D. E., Harbour, C., Thorp, J., & Morris, P. (2001). Tell me what you mean by
“si”: Perceptions of quality of prenatal care among immigrant Latina women.
Qualitative Health Research, 11(6), 780-794.
Berne, L. & Huberman, B. (1999). European approaches to adolescent sexual behavior
and responsibility. Retrieved March 1, 2004, from Advocates for Youth:
http://www.advocatesforyouth.org/publications/european/pdf.

Brady, T. M., Visscher, W., Feder, M., & Burns, A. M. (2003). Maternal drug use and the
timing of prenatal care. Journal of Health Care for the Poor and Underserved, 14,
588-607.
Bravemen, P., Bennett, T., Lewis, C., Egerter, S., & Showstack, J. (1993). Access to
prenatal care following major Medicaid eligibility expansions. Journal of the
American Medical Association, 269, 1285-1289.
Braveman, P., Marchi, K., Egerter, S., Pearl, M., & Neuhaus, J. (2000). Barriers to timely
prenatal care among women with insurance: The importance of pre-pregnancy
169

factors. Obstetrics & Gynecology, 95, 874-880.
Bromley, E., Nunes, A., & Phipps, M. (2012). Disparities in Pregnancy Healthcare
Utilization Between Hispanic and Non-Hispanic White Women in Rhode Island.
Journal of Maternal Child Health (16), 1576-1582.
Bucher, L., Williams, S., Hayes, E., Morin, K., & Sylvia, B. (1997). First-time mothers'
perceptions of prenatal care services. Applied Nursing Research, 10(2), 64-71.
Burchard, E., Borrell, L. N., Choudhry, S., Naqvi, M., Tsai, H., Rodriguez-Santana, J. R.,
et al. (2005). Latino Populations: A Unique Opportunity for the Study of Race,
Genetics, and Social Environment in Epidemiological Research . American
Journal of Public Health 95, 2161-2168.
Byrd, T. L., Mullen, P. D., Selwyn, B. J., & Lorimor, R. (1996). Initiation of prenatal
care by low-income Latinas in Houston. Public Health Reports, 111, 536-540.
Cederbaum, J., Putnam-Hornstein, E., King, B., Gilbert, K., & Needell, B. (2013,
August). Infant Birth Weight and Maltreatent of Adolescent Mothers. American
Journal of Preventative Medicine (45) 2, pp. 197-201.
Centers for Disease Control (2004). Health, United States, 2004. Retrieved May 29, from
http://www.cdc.gov/nchs/fastats/prenatal.htm
Chandra, P. C., Schiavello, H. J., Ravi, B., Weinstein, A. G., & Hook, F. B. (2002).
Pregnancy outcomes in urban teenagers. Gynecology & Obstetrics, 79, 117-122.
Chavez, L. R., Flores, E. T., & Lopez-Garza, M. (1992). Undocumented Latin American
immigrants and U.S. health services: An approach to a political economy of
utilization. Medical Anthropology Quarterly, 6, 6-26.
170

Chen, X.-K., Wen, S., Fleming, N., Demissie, K., Rhoads, G. G., & Walker, M. (2007).
Teenage pregnancy and adverse birth outcomes: a large population based
retrospective study. International Journal of Epidemiology, 368-369.
Cobas, J. A., Balcazar, H., Benin, M. B., Keith, V. M., & Chong, Y. (1996).
Acculturation and low-birth weight infants among Latino women: A reanalysis of
HHANES data with structural equation models. American Journal of Public
Health, 86(3), 394-396.
Cook, C., Selig, K., Wedge, B. J., & Gohn-Baube, E. A. (1999). Access Barriers and the
Use of Prenatal Care by Low-Income, Inner-City Women. Social Work, 44(2),
129-139.
Conrad, J. K., Hollenbach, K. A., Fullerton, J. T., & Feigelson, H. S. (1998). Use of
prenatal services by Latinas in San Diego County. Journal of Nurse-Midwifery,
43(2), 90-96.
DeVellis, R. (2011). Scale Development: Theory and Applications(3rd ed.). Sage:
Thousand Oaks, CA.
DuPlessis,H., Bell,R. & Richards, T. (1997). Adolescent Pregnancy: Understanding the
impact of age and race on outcomes. Journal of Adolescent Health, 20 (3), 187197.
Esperat, C., Feng, D., Zhang, Y., Owen, D. (2007). Health behaviors of low-income
pregnant minority women. Western Journal of Nursing Research, 29 (3), 187-197.

171

Field, A. (2003, April 21). swq.es/business-management. Retrieved from
swq.es/business-management: http://swq.es/business-management
Field, A. (2005). Discovering Statistics using IBM SPSS Statistics (2nd ed). Sage:
London.
Field, A. (2013). Discovering Statistics using IBM SPSS Statistics (4th ed). Sage: London.
Flynn, L., Budd, M., & Modelski, J. (2008). Enhancing Resource Utilization Among
Pregnant Adolscents. Public Health Nursing, 25(2), 140-148.
Frisbie, W. P., Echevarria, S., & Hummer, R. A. (2001). Prenatal care utilization among
non-Hispanic Whites, African Americans, and Mexican Americans. Maternal and
Child Health Journal, 5, 21-33.
Fullerton, J. T., Nelson, C., Shannon, R., & Bader, J. (2004). Prenatal care in the Paso del
Norte border region. Journal of Perinatology, 24, 62-71.
Fullerton, J. T., Bader, J., Nelson, C., & Shannon, R. (2006). Participation in Prenatal
Care in the Paso del Norte Border Region: The Influence of Acculturation.
Journal of Medwifery and Women's Health: 51, 98-105.
Gundelman, S. (1995). Immigrants may hold clues to protecting health during pregnancy:
Exploring a paradox. Wellness Lectures, 3, 45-75.
Harley, K., & Eskenazi, B. (2006). Time in the United States, social support and health
behaviors during pregnancy among women of Mexican descent. Social Science &
Medicine (62), 3048-3061.

172

Healthy People 2020. (2013, August 22). Maternal, Infant and Child Health. Retrieved
from HealthyPeople.gov:
http://www.healthypeople.gov/2020/LHI/micHealth.aspx

Higgins, P. G., & Burton, M. (1996). New Mexico women with no prenatal care:
Reasons, outcomes, and nursing implications. Health Care for Women
International, 17(3), 255-269.
Hoedelman, R.A. (1993). Teenage pregnancy: one of our nation's most challenging
dilemmas. Pediatric Annals, 22, 81-82.
Hogan, B. (2008). Analyzing Social Networks via the Internet. In N. Fielding, R. M. Lee,
& G. Blank (Eds.), The Sage Handbook of Online Research Methods (pp. 141160). London: Sage Publicatios Ltd.
Institute of Medicine (2003). Unequal treatment: Confronting racial and ethnic
disparities in health care. Washington, DC: National Academy Press.
Johnson, A. A., El-Khorazaty, M. N., Hatcher, B. J., Windrove, B. K., Milligan, R., &
Harris, C. et al. (2003). Determinants of late prenatal care initiation by African
American women in Washington, DC. Maternal and Child Health Journal, 7(2),
103-114.
Johnson, A., Wesley, B., El-Khorazaty, M., Utter, J., Bhaskar, B., Hatcher, B., et al.
(2011). African American and Latino Patient Versus Provider Perceptions of
Determinants of Prenatal Care Initiation. Journal of Maternal Child Health (15),
S27-S34.
173

Johnson, R. L., Saha, S., Albelaez, J. J., Beach, M. C., & Cooper, L. A. (2004). Racial
and ethnic differences in patient perceptions of bias and cultural competence in
health care. Journal of General Internal Medicine, 19(2), 101-111.
Kalmuss, D., & Fennelly, K. (1990). Barriers to prenatal care among low-income women
in New York City. Family Planning Perspectives, 22, 215-218.
Kalofonos, I., & Palinkas, L. A. (1999). Barriers to prenatal care for Mexican and
Mexican American women. Journal of Gender, Culture, and Health, 4(2), 135152.

Khashan, A., Baker, P. N., & Kenny, L. C. (2010). Preterm birth and reducted
birthweight in the first and second teenae pregnancies: a register-based cohort
study. BMC Pregnancy & Childbirth, 10, 36-43.
Korinek, K., & Smith, K. (2011). Prenatal care among immigrant and racial-ethnic
minority women in a new immigrant destination: Exploring the impact of
immigrant legal status. Social Science & Medicine (72), 1695-1703.
Kushner, K. E., & Morrow, R. (2003). Grounded theory, feminist theory, critical theory:
Toward theoretical triangulation. Advances in Nursing Science, 26, 30-43.
Kvale, K., Cronk, C., Glysch, R., & Aronson, R. (2000). Racial disparities in African
American and White infant mortality United States and Wisconsin, 1980-1998.
Wisconsin Medical Journal, 99, 52-54.
Las Comadres. (n.d.). About Us. Retrieved February 28, 2014 from
http://lascomadres.com/lco/about-lc/
174

Leslie, J.C. (2003). Infant Mortality, Low Birth Weight, and Prematurity Among
Hispanic, white and African American Women in North Carolina. American
Journal of Obstetrics & Gynecology, 188, 1238-1240.
Leslie, J.C., Diehl, S.J., & Galvin, S.L. (2006). A Comparison of Birth Outcomes Among
US-Born and non-US Born Hispanic Women in North Carolina. Maternal and
Child Health Journal, 10 (1), 33-38.
Luecken, L., Purdome, C., & Howe, R. (2009). Prenatal Care Initiation in Low-income
Hispanic Women: Risk and Protective Factors. American Journal of Behavioral
Health, 33(3), 264-275.
Mathews, M. &. (2008). Mortality Statistics from teh 2005 Period Linked Birth/Infant
Death Data Set. National Vital Statistics Reports, (57) 12.
Mayo Clinic. (n.d.). Pregnancy Week by Week. Retreived from Mayo Clinic:
http://www.mayoclinic.org/healthy-living/pregnancy-week-by-week/indepth/sleep-during-pregnancy/art-20043827.
Meikle, S. F., Orleans, M., Leff, M., Shain, R., & Gibbs, R. S. (1995). Women's reasons
for not seeking prenatal care: Racial and ethnic factors. Birth, 22, 81-86.
Milligan, R., Wingrove, B. K., Richards, L., Rodan, M., Monroe-Lord, L., Jackson, V., et
al. (2002). Perceptions about prenatal care: Veiws of urban vulnerable groups.
BMC Public Health, 2, 25.
National Vital Statistics Reports [NVSS]. (2013, December 30). Births: Final Data for
2012 (62) 9. Retrieved from cdc.gov:
http://www.cdc.gov/nchs/data/nvsr/nvsr62/nvsr62_09.pdf
175

Nothnagle, M., Marchi, K., Egerter, S., & Braveman, P. (2000). Risk factors for late or
no prenatal care following Medicaid expansions in California. Maternal and
Child Heath Journal, 4(4), 251-259.
Oleske, D. M., Linn, E. S., Nachman, K. L., Marder, R. J., Sangl, J. A., & Smith, T.
(2000). Effect of Medicaid managed care of pregnancy complications. Obstetrics
& Gynecology, 95, 6-13.

Oropesa, R. S., Landale, N. S., Inkley, M., & Gorman, B. K. (2000). Prenatal care among
Puerto Ricans on the United States Mainland. Social Science & Medicine, 51,
1723-1739.
Park, J., Vincent, D., & Hastings-Tolsma, M. (2007). Disparity in prenatal care among
women of colour. Midwifery, 23, 28-37.
Pender,N., Murdaugh, C., & Parsons, M. (2011). Health Promotion in Nursing Practice
(6th ed.). Upper Saddle River, N.J.: Pearson.
Polit, D.F., & Beck, C.T. (2012). Nursing Research: Generating and assessing evidence
for nursing practice (9th ed.). Philadelphia: Walters Kluwer/Lippincott Williams
& Wilkins.
Queiro-Tajalli, I. (1989). Latinas’s perceptions and use of prenatal healthcare services.
Journal of Women & Social Work, 4(2), 60-73.
Readability Score (n.d.). Flesch-Kincaid Reading Ease. Retrieved January 1, 2012, from
https://readability-score.com/.
Reis, J., Mills-Thomas, B., Robinson, D., Anderson, V. (1992). An inner-city
176

community's perspective on infant mortality and prenatal care. Public Health
Nursing, 9(4), 60-73.
Roberts, S. C., & Pies, C. (2011). Complex Calculations: How Drug Use During
Pregnancy Becomes a Barrier to Prenatal Care. Maternal & Child Health Journal,
15, 333-341.
Root, R., & Browner, C. H. (2001). Practices of the pregnant self: Compliance with and
resistance to prenatal norms. Culture, Medicine and Psychiatry, 25, 195-223.
Sangi-Haghpeyka, H., Mehta, M., Posner, S., & Poindexter, A. (2005). Paternal
Influences on the Timein of Prenatal Care Among Hispanics. Maternal & Child
Health Journal, 9(2), 159-163.
Sarnoff, R., & Adams, E. (2001). Racial and ethnic disparities in the discordance between
women’s assessment of the timing of their prenatal care entry and the first
trimester standard. Maternal and Child Health Journal, 5(3), 179-189.
Scribner, R. (1996). Editorial: Paradox as a paradigm - The health outcomes of Mexican
Americas. American Journal of Public Health, 86(3), 303-304.
Scribner, R., & Dwyer, J. H. (1989). Acculturation and low birth weight among Latinos
in the Hispanic HANES. American Journal of Public Health, 79(9), 1263-1267.
Services, U. D. (2013, August 22). Maternal, Infant, and Child Health. Retrieved from
HealthyPeople.gov: healthypeople.gov/2020/LHI/micHealth.aspx
Shaffer, C. F. (2002). Factors influence the access to prenatal care by Hispanic pregnant
women. Journal of the American Academy of Nurse Practitioners, 14(2), 93-96.

177

Sieger, K., & Renk, K. (2007). Pregnant and parenting adolescents: A study of ethnic
identity, emotional and behavior functioning, child characteristics, and social
support. Journal of Youth & Adolescence, 36(4), 567-581.
Spasoff, R. A. (1999). Epidemiologic Methods for Health Policy. New York: Oxford
University Press.
Stevens-Simon, C. & McAnarney, E.R. (1992). Determinants of eight gain in pregnant
adolescents. Journal of the American Dietetic Association, 92(11), 1348.
Stockmeyer, N.O. (2009). Using Microsoft Word's readability program. Michigan Bar
Journal, 88(1), 46-47.
Strecher, V. J., & Rosenstock, I. M. (1997). The health belief model. In K. Glanz, F. M.
Lewis, & B. K. Rimer (Eds.), Health Behaviors and Health Education: Theory,
research, and practice (2nd ed., pp. 41-59). San Francisco: Jossey-Bass.
Suarez-Balcazar, Y., Balcazar, F., & Taylor-Ritzler, T. (2009). Using the Internet to
Conduct Research With Culturally Diverse Populations: Challenges and
Opportunities. Cultural Diversity and Ethnic Minority Psychology 15 (1), 96-104.
Sunil, T., Spears, W., Hook, L., Castillo, J., & Torres, C. (2010). Initiation of and
Barriers to Prenatal Care Use Among Low-Income Women in San Antonio,
Texas. Journal of Maternal Child Health 14, 133-140.
Survey Monkey. (2014, Jan 10). Retrieved from SurveyMonkey.com:
http://www.surveymonkey.com

178

Tandon, S. D., Parillo, K. M., & Keefer, M. (2005). Hispanic Women's Perceptions of
Patient-Centeredness During Prenatal Care: A Mixed-method Study. Birth, 32(4),
312-317.
Teagle, S.E., & Brindis, C.D. (1998). Perceptions of motivators and barriers to public
prenatal care among first-time and follow-up adolescent patients and their
providers. Maternal and Child Health Journal, 2(1), 15-26
Texas Education Agency. (2013, May 22). 2013 Attendance, Admission, Enrollment
Records and Tuition. Retrieved from Texas Education Agency:
http://www.tea.state.tx.us/index4.aspx?id=2147508100
The University of Texas at Austin. (n.d.). UT accessibility Institute. Retrieved September
30, 2011, from www.utexas.edu/disability/ai/resource/radability/manual/forecasevers-flesch-English.
The University of Texas at Austin. (n.d.). Special Topics: Vulnerable Populations .
Retrieved from The Univeristy of Texas Office of Research Support:
http://www.utexas.edu/research/rsc/humansubjects/special_topics/vulnerable_pop
ulations.html
Thorburn, S., & De Marco, M. (2009). Insurance-based Discrimination During Prenatal
Care, Labor and Delivery: Perceptions of Oregon Mothers. Maternal & Child
Health Journal, 14, 875-885.
Thornton, P. L., Kieffer, E. C., Salabarria-Pena, Y., Odoms-Young, A., Willis , S. K.,
Kim, H., et al. (2006). Weight, Diet and Physical Activity-related Beleifs and

179

Practices Among Pregnant and Postpartum Latino Women: The Role of Social
Support. Maternal and Child Health Journal, 10(1), 95-104.
Torres, R. (2005). Latina perceptions of prenatal Care. Hispanic Healthcare
International, 153-159.
U.S. Department of Health Human Services. (2013, December 20). Trends in Teen
Pregnancy and Childbearing. Retrieved from Adolescent Health Topics:
http://www.hhs.gov/ash/oah/adolescent-health-topics/reproductive-health/teenpregnancy/trends.html#_ftn3
Waltz, C. S. (2010). Measurement in Nursing and Health Research: 4th Edition. New
York: Springer Publishing Company.
Williams, R. L., Binkin, N. J., & Clingman, E. J. (1986). Pregnancy outcomes among
Spanish-surname women in California. American Journal of Public Health, 76(4),
387-391.
Zambrana, R., Scrimshaw, S., & Dunkel-Schetter, C. (1996). Prenatal care and medical
risk in low-income, primiparous, Mexican-origin and African American women.
Family Systems Medicine, 349-359.
Zaid, A., Fullerton, J. T., & Moore, T. (1996). Factors affecting access to prenatal care
for U.S./Mexico border-dwelling Latinas. Journal of Nurse-Midwifery, 41(4),
277-284.

180

