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Latino Perspectives in Childhood Fever Management: 

A Focused Ethnography 

 

Darlene E. Acorda, PhD(c), RN, APRN, CNE, CPNP-PC 

 

May 2020 

Background: Fever is the most common presenting complaint in the pediatric setting. 

Latino parents have greater misconceptions and are less knowledgeable of fever 

compared to other groups. They are more likely to believe that fever can cause serious 

harm and to present to the emergency department for non-emergent illness. Latino health 

practices are heavily influenced by cultural beliefs, yet few studies have focused on 

parental fever perception in this rapidly growing population. It is estimated that by 2050, 

32% of the U.S. child population will be of Latino descent. Understanding the Latino 

perspective is a critical first step to formulating culturally sensitive interventions that 

increase knowledge and lessen morbidity risks in Latino children with fever.   

Aims: The aims of this study were to 1) understand Latino parental beliefs and norms in 

children with fever, and 2) describe Latino parental practices in the management of fever. 

Methods: A focused ethnography design was used to explore the cultural perspectives of 

21 Latino parents related to management of child fever. Individual semi-structured 

interviews in English and Spanish along with observations and informal staff interviews 

were conducted at a primary care clinic in the greater Houston metropolitan area. 

Interview data, field notes, and analytic memos were analyzed according to Spradley’s 

Developmental Research Sequence method.  

Results: Four major themes emerged from the data: 1) attitudes about fever and 

v



 
   

management practices, 2) social influences on fever beliefs and practices, 3) parental 

ability to manage fever, and 4) expectations of treatment. Parents engaged both folk and 

biomedical systems of care when assessing and treating fever. They received information 

from many sources, they valued their relationships with healthcare providers, and they 

were generally confident in their ability to carry out fever interventions. However, they 

lacked overall knowledge of the role of fever in illness, they lacked an understanding of 

antipyretic use, and believed that fever, if left untreated, resulted in febrile seizures and 

permanent brain damage.  

Conclusions: Latino parents continue to have misconceptions and fears around fever. 

This study provides a more in-depth exploration of Latino beliefs and delivers a 

framework for understanding the relationship between fever beliefs and behaviors. 

Findings suggest that culturally sensitive, targeted education is needed to address the 

general lack of fever knowledge of Latino parents and to minimize fears that primarily 

drive their care decisions.  

 

Keywords: Fever, Latino, Hispanic, parents, fever management, cultural beliefs 

 

 

 

 

 

vi 



 
 

 

 

Table of Contents 

APPROVAL PAGE …………………………………………………………………….. ii 

ACKNOWLEDGEMENTS …………………………………………………………….. iii 

ABSTRACT ……………………………………………………………………………. v 

SUMMARY OF STUDY ……………………………………………………………….10 

PROPOSAL ……………………………………………………………………………. 10 

Specific Aims …………………………………………………………………………... 13  

Background and Significance ………………………………………………………….. 15 

Approach ………………………………………………………………………………. 19 

Data Collection ………………………………………………………………………… 21  

Protection of Human Subjects …………………………………………………………. 25 

Literature Cited ………………………………………………………………………… 27 

DISSERTATION MANUSCRIPT  

Manuscript #1 

Latino Perspectives in Childhood Fever Management………………………... 32 

Letter to the Editor #2…………………………………………………………………...69 

Manuscript #2  



 
 

 

Hispanic parental health beliefs and practices in common childhood illnesses: A 

review of the literature…………………………………………..........................70  

APPENDIXES 

A. PRISMA Flow Diagram ……………………………………………………….. 90 

B. Qualitative Findings Table ……………………………………………………... 91 

C. Quantitative Findings Table ……………………………………………………. 95 

D. Committee for the Protection of Human Subjects Approval Letter……………. 99 

E. Clinica La Salud LLC Letter of Permission ………………………………….. 100 

F. Study Flyer – English Version ………………………………………………... 101 

G. Study Flyer – Spanish Version ……………………………………………….. 102 

H. Participant Informed Consent – English Version …………………………….. 103  

I. Participant Informed Consent – Spanish Version ……………………………...104   

J. Clinic Staff Informed Consent …………………………………………………105 

K. Study Interview Guide …………………………………………………………106 

L. Demographic Survey …………………………………………………………. 107 

M. Participant Characteristics ……………………………………………………. 108  

N. Demographic Summary ……………………………………………………… 109 

O. Explanatory Model of Latino Perspectives in Childhood Fever Management ..110  

CURRICULUM VITAE ……………………………………………………………… 111 

 



10 
 

Summary of Study 

 Disparities in fever knowledge continue to exist with Latino parents reporting 

greater misconceptions and fears of fever compared to other groups. The aims of this 

dissertation were to understand Latino parental fever beliefs and norms and to describe 

Latino practices in the management of childhood fever. This dissertation is comprised of 

the dissertation proposal, a manuscript presenting the primary findings of the research 

study, a systematic review of the literature informing the current study originally 

submitted for publication, and the supporting documents appended to this dissertation. 

The study was approved by the Institutional Review Board at the University of Texas 

Health Science Center at Houston and the Committee for the Protection of Human 

Subjects (Appendix A). 

 This study utilized a focused ethnographic approach to understand the lived 

experience of Latino parents in the management of child fever. The study was conducted 

with permission (Appendix B) at Clinica La Salud, LLC, a nurse practitioner owned 

pediatric clinic serving primarily low income, Medicaid patients. Semi-structured 

individual interviews of Latino parents were conducted along with field observations and 

informal staff interviews. Spradley’s (1979) Developmental Research Sequence method 

was used for data analysis and rigor was established through reflexive journaling, 

analytic memos, and peer-debriefings. The study was conducted over an 8-week period 

and although data saturation was reached at 17, recruitment continued to include 21 

participants to ensure that no new concepts emerged.  

Four major themes emerged from the data: 1) attitudes about fever and 

management practices, 2) social influences on fever beliefs and practices, 3) parental 
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ability to manage fever, and 4) expectations of treatment. Parents engaged both folk and 

biomedical systems of care when assessing and treating fever. They received information 

from many sources including family, healthcare providers, and the media. They value 

their relationships with healthcare providers and are generally confident in their ability to 

carry out fever interventions. However, they lacked overall knowledge of the role of 

fever in illness and believed that fever, if left untreated, result in febrile seizures and 

permanent brain damage. There were no significant differences between younger versus 

older parents, those born in the U.S. versus those born in foreign countries, and those 

who were bilingual versus exclusively Spanish-speaking parents. Most of the parents in 

this study had a long-established relationship with the clinic. 

Findings in this study are similar to studies conducted over five years ago 

suggesting that little has improved in how Latino parents understand fever and little has 

changed in how healthcare providers educate about fever in Latino children. More 

research is needed to better understand Latino perspectives on fever and to test 

interventions that improve knowledge. Findings from this study highlight that Latino 

parents continue to have misconceptions about fever that have the potential to impact 

overall child health. 
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Specific Aims 

Parental knowledge, beliefs, and practices for fever have important clinical 

ramifications that can impact overall child health. Fever is the most common chief 

complaint in the pediatric primary and emergency setting and accounts for approximately 

20% of all pediatric emergency department (ED) visits (Rui & Kang, 2015). Despite 

medical advances that have significantly decreased bacteremia in children with fever, 

misconceptions about fever continue to impact parental management. A seminal study by 

Schmitt (1981) first noted the heightened parental anxiety around fever, reporting that 

52% of parents surveyed believed that moderate fever could result in neurological 

damage. He termed this irrational fear of fever as “fever phobia” (Schmitt, 1981). In the 

30 years following the Schmitt (1981) study, misconceptions about fever persist resulting 

in poor management such as overdosing of antipyretics, lack of knowledge of febrile 

temperatures, and misutilization of healthcare services (Bertille et al., 2016). The 

importance of parental knowledge in the care of febrile children is crucial to providing 

timely, safe, and effective care.  

In recent years, little attention has been given to parental fever beliefs, and few 

studies have been conducted in ethnically diverse populations. In the few studies that 

included Latino parents, fever was addressed solely from the biomedical perspective and 

the cultural beliefs and practices were rarely explored (Crocetti et al., 2009; Cohee et al., 

2010; Grigg et al., 2013; Taveras et al., 2004). Latino parents have been found to exhibit 

greater fears of fever, less knowledge of appropriate fever interventions, and are less 

likely to seek medical care compared to other groups (Cohee et al., 2010; Grigg et al., 

2013; Taveras et al., 2014). One study reported Latino parents being 36.9 times more 
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likely to believe that temperatures could rise to greater than 110 F compared to Caucasian 

parents and though 76% reported owning a thermometer, the preferred method of 

temperature taking was through touch (Cohee et al., 2010). Other studies found similar 

findings when comparing Latino parental management with current fever guidelines and 

practices (Grigg et al., 2013; Taveras et al., 2004; Crocetti et al., 2009).  

A strong cultural influence has been found in the Latino parents’ approach to 

common childhood illnesses and symptoms. In studies exploring the general health 

beliefs and practices of Latino parents, fever was attributed to either a pathological or 

folk-related illness (Andrews et al., 2013; Mikhail, 1994; Risser & Mazur, 1995; Robledo 

et al., 1999). The belief that symptoms and illnesses were due to an imbalance in the hot 

and cold elements of the body was prominent, and treatment was aimed primarily at 

restoring balance (Crocetti et al., 2009; Pachter et al., 1998; Robledo et al., 1999). 

Management of childhood illness often involved the engagement of both folk and 

biomedical medicine (Colucciello & Woelfel, 1998; Foronda & Waite, 2008; Gordon, 

1994). The use of herbal remedies and folk healers have been reported (Andrews et al., 

2013; Colucciello & Woelfel, 1998). The importance of family in treatment decisions is a 

prominent cultural value (Gordon, 1994; Grigg et al., 2013; Harrison & Scarinci, 2007). 

Despite strong support in the literature of the impact of cultural beliefs on Latino beliefs 

of illness, to this author’s knowledge, no qualitative studies have been conducted on 

parental fever beliefs and practices from a cultural perspective.  

Based on the Theory of Culture Care and Diversity (Leininger, 1988), the cultural 

views, norms, and beliefs of Latino parents will be explored in this study. The term 

“Latino” is preferred since it focuses on geographical location, referring to people of 
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Latin American origin, compared to Hispanic, which refers to a Spanish-speaking origin. 

The research question to be answered is, what are the fever beliefs of Latino parents, and 

how do these beliefs impact their management of fever in their children? A focused 

qualitative ethnographic study will be conducted for an in-depth exploration of these 

beliefs. The following specific aims will be pursued: 

Aim 1: To understand Latino parental beliefs and norms around children with fever. 

Aim 2: To describe Latino parental practices in the management of fever in children.  

Significance 

 Latino children are the fastest growing minority group in the United States (U.S.), 

and currently, one-fourth of U.S. children under the age of 18 years are of Latino descent. 

At the current growth rate, it is expected that by 2050, Latino children will make up 32% 

of the total U.S. child population (U.S. Census Bureau, 2017; Mather & Foxen, 2016). 

Despite their growing numbers, Latino children continue to have the highest rate of being 

uninsured compared to other groups (Mather & Foxen, 2016). They are also the least 

likely to have a primary source of care or medical home, have fewer well-visits, are the 

most likely to report not having visited a primary provider over the past year. They are 

also among the highest users of ED services for non-emergent illness (Mather & Foxen, 

2016). Latino children have poorer health outcomes, including the highest rates of obesity 

and diabetes compared to African American and Caucasian children (Mather & Foxen, 

2016). Since fever is the most common chief complaint in the pediatric setting, 

interventions that target the Latino parent’s knowledge of fever can have significant 

clinical and economic implications.   
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The decision to seek care for a child’s illness is greatly impacted by previous 

parental experience of the healthcare system. Unfortunately, cultural differences between 

Latino individuals and healthcare providers have created barriers related to a lack of 

cultural understanding and unconscious racial and cultural biases that have negatively 

impacted care (Gonzalez et al., 2018). Latino individuals, especially those with limited 

proficiency in English, have reported difficulties in communicating concerns, thereby 

affecting their ability to deliver and receive health information (Hall et al., 2015). They 

have also reported feeling mistreated in the healthcare system because of their race or 

ethnicity (Hall et al., 2015). As a result, these barriers can have profound effects on the 

Latino parents’ decision to seek care resulting in significant clinical consequences. 

Studies have postulated that the high rate of admission of Latino children from the ED 

may be attributed to delays in care that are related to the economic, cultural or linguistic 

barriers faced by parents (Flores & Vega, 1998). Therefore, understanding Latino 

parental cultural beliefs and practices is an important starting point for building 

meaningful and culturally competent parent-provider relationships. 

Culturally sensitive parental education has been shown to result in improved 

outcomes compared to traditional education. In a systematic review investigating the 

effects of culturally-based asthma education on asthma exacerbation of children of 

minority families including Latino parents, those who received culturally-sensitive 

education had significantly better control of their child’s asthma, had less severe 

exacerbations requiring hospitalizations, and were significantly more knowledgeable of 

their children’s asthma condition and management (McCallum et al., 2017). Similar 

findings have been found in culturally sensitive diabetes, mental health, and weight 
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management intervention and prevention studies (Rangel & Valdez, 2017; Gonzalez, 

2016; Wolff et al., 2016). However, no published studies have explored the use of 

culturally based education or interventions in Latino parents’ management of fever.   

 To understand the impact of culture on care, Madeleine Leininger’s (1988) 

Theory of Culture Care Diversity and Universality, also known as The Culture Care 

Theory, will be the guiding theoretical framework for this research proposal. Leininger’s 

(1988) theory postulates that care decisions and actions that are culturally based lead to 

beneficial outcomes. The theory emphasizes the importance of providing care that fits 

with or has beneficial meaning and health outcomes for individuals of different or similar 

backgrounds (Leininger, 1988).  The purpose is to utilize research findings to provide 

culturally congruent, safe, and meaningful care (Leininger & McFarland, 2006). 

Although not the theory itself, the Sunrise Enabler presented in figure 1 was created by 

Leininger to serve as a cognitive map for discovering factors, tenets, and assumptions 

related to The Culture Care Theory (Leininger & McFarland, 2006). The model has been 

extensively used in nursing research and clinical practice. The model is multidirectional 

emphasizing the complex interaction between an individual or groups’ worldviews, 

cultural and social factors, and its influence on care patterns (Leininger, 1988). 

Healthcare providers equally influence these patterns and practices using the cultural care 

decisions and actions outlined in theory with the ultimate goal of providing culturally 

congruent care (Leininger, 1988).  
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Figure 1. The Sunrise Enabler Model from The Culture Care Theory (Leininger & 

McFarland, 2006).  

Innovation 

The status quo as it pertains to parental fever education is a one size fits all model that 

provides similar, printable, education to all parents regardless of background. Education 

is primarily biomedical based, focusing on the definition of fever, cause of fever, and the 

use of antipyretics (Young, Watts, & Wilson, 2010). Although education programs that 

go beyond the status quo have been found to be effective in increasing parental fever 

knowledge, these studies were conducted in primarily Caucasian samples and very few 
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have been done in diverse populations (Crocetti et al., 2001). Educational interventions 

provided in the ED and primary care have not historically incorporated Latino beliefs and 

practices, and as a result have been unsuccessful in changing parent behaviors (Young et 

al., 2010). In that regard, the research proposed in this application is innovative, because 

it aims to highlight the unique perspectives of Latino parents on fever which can inform 

future fever education and interventions. The predominance of the medical model in 

understanding the fever experience of Latino parents rather than a lived experience limits 

our understanding of how Latino parents manage fever. Using a focused ethnography 

approach allows for an in-depth exploration of Latino beliefs thereby opening new 

insights that can change how providers educate and provide care for Latino children with 

fever.  

Approach 

Research Design 

A focused ethnographic approach will be used to explore the beliefs and practices 

of Latino parents in childhood fever. Ethnography is an appropriate approach since the 

goal is to understand the beliefs and actions of a group from their point of view 

(Spradley, 1979).   

Setting 

Participants will be recruited from Clinica La Salud, LLC, a pediatric clinic 

located in the greater metropolitan Houston area.  Most of the clinic’s patient population 

is of Latino descent. The primary language spoken in the clinic is Spanish. The walk-in 

clinic treats an average of 80 to 90 pediatric patients per day. The average wait time to be 
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seen is between 60 to 90 minutes. All staff members and three providers are fluent in 

Spanish while the other providers are proficient in Spanish. The clinic is owned by a 

nurse practitioner and employs five pediatric nurse practitioners and has served the area 

for more than 20 years. A physician medical director serves as the delegating physician, 

sees patients on an as needed basis, and is available for consult.  

Sample 

Purposive sampling will be utilized to ensure maximum variation of parental 

attributes including, but not limited to age, gender, and nationality or ethnicity. 

Participants will be recruited at Clinica La Salud, LLC during clinic hours. Flyers in both 

English and Spanish will be posted in the restrooms, waiting room, and patient care areas 

with permission from the clinic director. An anticipated sample size of 30 participants is 

expected to achieve maximum variation (Crabtree & Miller, 1999). However, recruitment 

will continue until data saturation is reached (Crabtree & Miller, 1999). The clinic sees an 

average of 80 patients per day and the primary investigator will be screening for subjects 

once a week over the course of the year until data saturation is reached. An anticipated 

4,000 subjects will be screened to reach the enrollment goal. 

Inclusion criteria. English or Spanish-speaking, Latino parents or guardians 18 

years and older who identify themselves as the primary caregivers of children less than 

18 years of age. Latino is defined by the U.S. Census (2010) as a person of Cuban, 

Mexican, Puerto Rican, South or Central American origin regardless of race.  

Exclusion criteria. Non-Latino individuals or those who are not the primary 

caregivers of children in their family. Since children with chronic conditions are at a 
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higher risk for developing complications that may initially present as fever, parents of 

chronically ill children will be excluded in this study. Chronic conditions include children 

with asthma, hematological/oncological disorders, cardiac disorders, chronic lung 

disease, renal disease, or children who are immunosuppressed.    

Data Collection Procedures 

A variety of data collection methods will be utilized in this study. Along with in-

depth individual interviews, group interviews, field notes, and participant observation, a 

demographic survey will also be administered. Informal interviews with participants, 

providers, and staff may also be conducted.   

 Demographic data. Demographics will include participant’s age, sex, education 

level, ethnicity, country of origin, relationship to the child, number of children, number of 

years in the U.S., and language spoken at home. See Appendix A for demographic 

survey. 

In-depth interviews. Semi-structured long interviews will be conducted in 

English or Spanish with each interview designed to last 45 to 60 minutes. Along with the 

interview guide (Appendix B) questions, probing questions may be asked to further 

explore or clarify concepts. The interview guide will be piloted on the clinic staff prior to 

submitting for IRB review. Interviews will be audio recorded with the participants’ 

permission. If at any point in the interview, the participant requests not to be recorded, 

the audio recording will be stopped until the participant consents to be recorded again.   

Group interviews. Group interviews will be conducted with 6 to 8 participants, 

who are different from those participating in individual interviews, to generate rich 
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discussion between participants and to gather information of participant interactions 

(Crabtree & Miller, 1999). Group interviews will also be utilized to clarify concepts 

identified in the individual interviews and vice versa, to elicit if a shared experience is 

present. An anticipated 3-4 focus group interviews will be conducted (Crabtree & Miller, 

1999).    

Field notes. Observation of sick visits for fever may also be conducted noting on 

the interactions between parents, medical assistants, front staff, and providers. Informal 

interviews with other parents, providers, and clinic staff will also be conducted. Notes on 

the education provided to the parents in the form of handouts or brochures will be done. 

Field notes and analytic memos will also be included in the analysis. 

Participant observations. Participant observations at community or clinic events, 

in-services, or lectures may also be conducted to further explore the social influences and 

sources of information of Latino parents.  

Procedure for Data Collection 

The primary investigator (PI), who is proficient in Spanish, will inform parents of 

the study when checking into the clinic. Flyers in both English and Spanish will be 

distributed with an explanation of the goals of the study. If a parent is willing to 

participate, and with their permission, the clinic will be informed of the parent and 

patient’s participation in the study and their location for the interview. Interviews may be 

conducted before or after the clinic visit based on participant preference. A quiet room 

located at the back of the clinic will be reserved. If the patient is called by the clinic 

before the end of the interview, the clinic has agreed to hold the participant’s place in the 
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queue and room participants immediately after the interview to avoid delays in care. 

Before obtaining consent, a clinic staff member who is a fluent Spanish speaker, is well-

versed in the study protocol, and has completed CITI training will be introduced to the 

participant as an interpreter for the interview. The interpreter is familiar to families in the 

clinic and can assist with vernacular terms, folk terms, slang, and language variations of 

different countries. The role of the clinic staff member and the PI will be clearly 

explained to the participant to ensure that there is no confusion between the role of the 

clinic staff in the study and their role in providing care in the clinic. Written or verbal 

consent in English or Spanish will be obtained prior to participation. A semi-structured 

long interview will be conducted in either English or Spanish by the PI with the 

assistance of the clinic staff interpreter. An interview guide will be utilized, and all 

interviews will be audio recorded with permission from the participant. Interviews may 

last between 45 – 60 minutes. After the interview, a demographic survey in English or 

Spanish will be administered for descriptive data. A $15 gift card will be provided as 

compensation for participation in the study at the end of the interaction. The gift cards 

will be funded by the primary investigator. Data collection will be conducted until 

redundancy and saturation are achieved. Audio recordings will be translated and 

transcribed by an approved transcription service and will be audited for accuracy by the 

interpreter and PI.  

With the participants’ permission, observation of the clinic visit, and the 

participant’s interaction with the healthcare team may also be conducted. The goal is to 

observe and note on naturally occurring interactions and conversations between 

participants and health care providers (Spradley, 1979). Observations will be done in the 
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waiting area of the clinic to take note of the interactions between parents as they wait to 

be seen by a provider.  

Group interviews will be conducted during non-clinic hours with the assistance of 

the clinic staff interpreter. Recruitment for group interviews will occur at the time of 

check-in. Interviews will loosely follow the interview guide format, and informed 

consent will be obtained before the start of the interviews. The demographic survey will 

be completed at the end of each focus group interview. The PI will serve as the moderator 

and facilitator of the group. Focus group interviews will last between 60 to 90 minutes. A 

fifteen-dollar gift card will be given as compensation for participation in the study at the 

end of the interaction. Audio recordings will be transcribed using a translation and 

transcription service recommended by the dissertation committee. 

Data Analysis 

Data collection and analysis will occur concurrently. The PI and interpreter will verify 

the transcribed interviews by listening to the recordings and reviewing the transcripts. All 

personal identifiers will be removed, and a participant code will be assigned. The de-

identified transcripts will be used for analysis. Consultation with the qualitative experts 

of the committee will occur through analysis meetings. The Developmental Research 

Sequence (DRS) method by Spradley (1979) will be utilized to analyze the data. The four 

fundamental tasks in the DRS method are identifying domains, establishing taxonomies, 

analyzing the components, and thematic analysis (Spradley, 1979). Domain analysis 

involves identifying the domains in which individuals organize cultural knowledge 

(Spradley, 1979). Taxonomic analysis delves deeper into a particular domain by 

understanding the structures and subsets of concepts within the data (Spradley, 1979). 
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Once a full taxonomy of a domain is completed, componential analysis identifies 

contrasts and attributes to formulate a complete paradigm which will inform the thematic 

analysis leading to the identification of cultural themes (Spradley, 1979). Although the 

DRS method is not a linear process, it provides a thorough framework for analyzing 

ethnographic data (Spradley, 1979). To ensure credibility of the data, peer debriefing 

with the qualitative experts and a doctorally-prepared member who is Spanish-speaking 

and is familiar with this population will be conducted. Analytic memos of the analysis 

process, reflexive notes, and bracketing in field notes will also be included in the 

analysis. A detailed research record will also be kept to provide an audit trail of the study. 

ATLAS.ti qualitative data analysis software will be utilized to organize and code the 

data.   

Ethical Considerations 

Qualitative research has unique moral and ethical challenges that are not common in 

other methodologies (Morse, 1999). Protection of participant rights throughout the 

process will be prioritized. Obtaining ethical approval through the institutional review 

process will be completed prior to the beginning of the study. Potential risks for 

participants include the loss of confidential information and participants may experience 

a sense of discomfort during the interview process. All attempts to protect the 

confidentiality of the participants and their data will be done. Transcription of audio 

recordings will be stored in a secure, password protected, encrypted server of the 

University of Texas Health Science Center Houston. Another potential risk is that 

participants may confuse the study with the usual care received in the clinic. To mitigate 

this, the participant will be thoroughly oriented to the purpose of the study and the 
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differences between the study and care received in the clinic prior to obtaining consent. 

Potential benefits to participants include the chance to share their experience and to be 

part of a study that has the potential to impact future care for children with fever. The 

findings will contribute to the body of knowledge by informing interventions that address 

fever knowledge and practices of Latino parents. 

Timeline 

• June 2019: Proposal Defense 

• July 2019: Submission to the ethics review board for approval 

• August 2019 – October 2019: Data collection and ongoing analysis 

Potential Pitfalls and Limitations 

Threats to the validity of the study can occur if the PI and the research team are not 

careful in interviewing techniques, transcription and analysis of the data. Potential issues 

with sampling may include difficulties in scheduling interviews, especially group 

interviews for which participants must schedule outside of their clinic visit. Efforts will 

be made to schedule at convenient times for families and allow an area for children to 

play and be occupied. Another potential issue related to sampling is the current fear in the 

Latino community as a result of unfriendly immigration policies. Since the PI is a former 

nurse practitioner in the clinic with previous relationships with families and both the PI 

and the interpreter speak Spanish, the fear of information being shared with authorities 

will hopefully be minimized. All attempts to assure participants of the confidentiality of 

the information in the study will be don 
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Abstract 

Background: Fever is the most common presenting complaint in the pediatric setting. 

Latino parents have greater misconceptions and are less knowledgeable of fever 

compared to other groups. They are more likely to believe that fever can cause serious 

harm and to present to the emergency department for non-emergent illness. Latino health 

practices are heavily influenced by cultural beliefs, yet few studies have focused on 

parental fever perception in this rapidly growing population. It is estimated that by 2050, 

32% of the U.S. child population will be of Latino descent. Understanding the Latino 

perspective is a critical first step to formulating culturally sensitive interventions that 

increase knowledge and lessen morbidity risks in Latino children with fever.   

Aims: The aims of this study were to 1) understand Latino parental beliefs and norms in 

children with fever, and 2) describe Latino parental practices in the management of fever. 

Methods: A focused ethnography design was used to explore the cultural perspectives of 

21 Latino parents related to management of child fever. Individual semi-structured 

interviews in English and Spanish along with observations and informal staff interviews 

were conducted at a primary care clinic in the greater Houston metropolitan area. 

Interview data, field notes, and analytic memos were analyzed according to Spradley’s 

Developmental Research Sequence method.  

Results: Four major themes emerged from the data: 1) attitudes about fever and 

management practices, 2) social influences on fever beliefs and practices, 3) parental 

ability to manage fever, and 4) expectations of treatment. Parents engaged both folk and 

biomedical systems of care when assessing and treating fever. They received information 

from many sources, they valued their relationships with healthcare providers, and they 
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were generally confident in their ability to carry out fever interventions. However, they 

lacked overall knowledge of the role of fever in illness, they lacked an understanding of 

antipyretic use, and believed that fever, if left untreated, resulted in febrile seizures and 

permanent brain damage.  

Conclusions: Latino parents continue to have misconceptions and fears around fever. 

This study provides a more in-depth exploration of Latino beliefs and delivers a 

framework for understanding the relationship between fever beliefs and behaviors. 

Findings suggest that culturally sensitive, targeted education is needed to address the 

general lack of fever knowledge of Latino parents and to minimize fears that primarily 

drive their care decisions.  

 

Keywords: Fever, Latino, Hispanic, parents, fever management, cultural beliefs 
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Introduction  

 Misconceptions about the role of fever in illness have led to inappropriate parental 

management of child fever. Fever is the most common complaint in the primary care 

setting and accounts for 20% of emergency department (ED) visits in children less than 

15 years of age (Rui & Kang, 2015). Although the risk of bacteremia in febrile children 

has decreased significantly since the advent of the haemophilus influenzae vaccine, 

parental anxieties around fever persist with often serious clinical consequences (Chancey 

& Javheri, 2009; Enard & Ganelin, 2013). Inappropriate practices including the misuse of 

antipyretics and antibiotics in the treatment have been reported (Walsh & Edwards, 

2006). Racial and ethnic variations in fever knowledge also exist with Latino parents 

reporting greater misconceptions and fears compared to other groups (Cohee et al., 2010). 

Latino parents are more likely to believe that fever can cause serious harm and are more 

likely to present to the emergency department for non-emergent fever (Taveras et al., 

2014). Despite this knowledge disparity, there is a paucity of studies in exclusively 

Latino samples examining their fever beliefs and practices. Understanding the Latino 

perspective is a necessary first step to formulating culturally-sensitive interventions that 

increase fever knowledge, alleviate fears, and improve overall quality of care for Latino 

children with fever. 

Background 

 One-fourth of U.S. children under the age of 18 are of Latino descent (U.S. 

Census Bureau, 2017). By 2050, it is estimated that Latino children will make up 32% of 

the U.S. child population (U.S. Census Bureau, 2017). Despite their growing numbers, 

Latino children have the highest uninsured rate and have poorer health outcomes 



36 
 

 

compared to African American and Caucasian children (Mather & Foxen, 2016). They 

are the least likely to have a primary source of care or medical home and have fewer 

well-visits or any visit to a primary care provider within a year (Mather & Foxen, 2016). 

As a result, they are among the highest users of ED services for non-emergent illness and 

are the most likely to report the ED as their usual source of care (Rui & Kang, 2015).  

Language, culture, and economic barriers impact Latino parental decisions to seek 

care. Cultural differences between Latino individuals and healthcare providers have 

resulted in a lack of cultural understanding and unconscious racial and cultural biases that 

negatively impact care (Gonzalez et al., 2018). Latino individuals with limited 

proficiency in English have difficulties in communicating concerns affecting their ability 

to deliver and receive health information (Hall et al., 2015). These barriers have resulted 

in adverse outcomes in Latino children with one study postulating that the high rate of 

admission of Latino children from the ED may be attributed to delays in care related to 

economic, cultural, or linguistic barriers faced by parents (Flores & Vega, 1998).  

Latino health practices are influenced by cultural beliefs learned from family and 

community members. In studies exploring general Latino health beliefs, child fever was 

attributed to either a pathological or folk-related illness and treatment often involved the 

engagement of both folk and biomedical medicine (Andrews et al., 2013; Mikhail, 1994). 

Although most reported interventions such as herbal teas and vapor rubs were generally 

benign and beneficial, Latino parents have also described practices that are counter to 

current recommendations (Risser & Mazur, 1995; Robledo et al., 1999). The use of lead-

containing substances such as greta and azarcon that have resulted in lead toxicity and 

death have been reported (Brown, 2010).  
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 This study aims to highlight the unique perspective of Latino parents to inform 

future education and interventions. Using a focused ethnography approach allows for an 

in-depth exploration of the lived experience of Latino parents dealing with fever. The 

research questions to be addressed are what are the fever beliefs of Latino parents, and 

how do these beliefs impact their management of fever in their children? Two specific 

aims will be explored: 1) to understand Latino parental beliefs and norms of children with 

fever, and 2) to describe Latino parental practices in the management of fever.  

Conceptual Framework 

 The study design was influenced by Madeleine Leininger’s (1988) Theory of 

Culture Care Diversity and Universality, also known as The Culture Care Theory. The 

theory emphasizes the complex interaction between an individual or groups’ worldviews, 

cultural and social factors, and its influence on care patterns (Leininger, 1988). The 

purpose of the theory is to utilize research findings to provide culturally congruent, safe, 

and meaningful care (Leininger & McFarland, 2006).  

Although not the theory itself, the Sunrise Enabler (Figure 1, Appendix A) was 

created by Leininger to serve as a cognitive map for discovering factors, tenets, and 

assumptions related to The Culture Care Theory (Leininger & McFarland, 2006). The 

model has been extensively used in nursing research and clinical practice. The model is 

multidirectional emphasizing the complex interaction between an individual or groups’ 

worldviews, cultural and social factors, and its influence on care patterns (Leininger, 

1988). Healthcare providers equally influence these patterns and practices using the 

cultural care decisions and actions outlined in theory with the goal of providing culturally 

congruent care (Leininger, 1988).    
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Methods 

Research Design  

 A focused ethnographic approach was used to explore and describe Latino 

perspectives on childhood fever. Ethnography is a qualitative research method that 

intends to describe and interpret the shared patterns, values, behaviors, and beliefs of a 

culture-sharing group (Cresswell, 2007). Ethnography is both a process and an outcome. 

As a process, ethnography involves in-depth interviews, extensive field observations and 

participant observations in which the researcher is immersed in the culture. As an 

outcome, ethnography aims to formulate a cultural interpretation through a description of 

themes and concepts related to the research question.  

 Although originally from cultural anthropology, ethnography has evolved into 

many subtypes, each with its own theoretical aim. Focused ethnography is an applied 

form of ethnography exploring beliefs and practices of a culture or sub-culture within the 

context of a specific illness or healthcare process (Higginbottom, Pillay, & Boadu, 2013).  

Focused ethnography has been widely used in healthcare and nursing because its 

inductive approach allows for a more holistic perspective of a healthcare problem 

(Higginbottom, Pillay, & Boadu, 2013).   

Setting 

 The study was conducted at a nurse practitioner-owned primary pediatric care 

clinic in the greater Houston metropolitan area. The clinic serves a predominantly 

Hispanic/Latino, low income, Medicaid population in a largely Hispanic neighborhood. 

The staff is also predominantly Hispanic/Latino and consists of three medical assistants, 
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five pediatric nurse practitioners, one family nurse practitioner, and two front desk staff. 

The primary language spoken in the clinic by both patients and staff is Spanish. A 

medical director serves as the delegating physician reviewing 10 percent of charts, 

serving as a resource, and seeing patients in the clinic once a week. The clinic is open 

Monday to Friday from eight in the morning to five in the afternoon, and although 

appointments are available, most children are walk-in patients. The clinic attends to an 

average of 80 patients per day and an independent pharmacy and dental office are located 

adjacent to the clinic within the one-story building. The primary investigator (P.I.) 

previously worked in this clinic from 2009 to 2012 as a nurse practitioner and has an 

established relationship with the providers, staff, and some patients and their families.  

Sampling 

 Purposive sampling was used to recruit participants to ensure maximum variation 

of parental attributes. Eligible participants were Latino parents, grandparents, and 

caregivers who were greater than 18 years of age and who were the primary caregivers of 

children. Latino is defined as persons of Cuban, Mexican, Puerto Rican, South or Central 

American origin regardless of race (U.S. Census, 2010). Latino parents or caregivers who 

cared for children with chronic conditions such as asthma, hematological/oncological 

disorders, cardiac disorders, chronic lung disease, renal disease, or are 

immunosuppressed were excluded from the study since these children are at a higher risk 

for developing complications that may initially present as fever. Both English and 

Spanish speaking participants were recruited, and an interpreter was used during 

recruitment and for individual interviews of Spanish-speaking parents.  
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Data Collection Procedures 

Initially, potential participants were approached by the PI in the clinic lobby. 

However, although participants were receptive to receiving information, none consented 

to participating. As a result, recruitment occurred primarily through clinic staff and 

providers who recommended and introduced potential participants to the P. I. after the 

check-in process or after the clinic visit. The initial introduction from clinic staff and 

providers appeared to help ease discomfort in potential participants and allowed for a 

more successful recruitment strategy. Due to the P.I.’s history with the clinic, it was made 

clear to participants that the P.I. was serving in the role of researcher and not as a 

provider for the purpose of the study.  

After verbally consenting to the study, participants were interviewed in a quiet 

room at the back of the clinic. Most of the participants were individually interviewed 

except for two couples who were each interviewed as a unit. An interview guide based on 

previous literature was used during the interviews (Appendix B). Probing questions were 

asked to further explore emerging themes or clarify concepts. An interpreter who was 

training as a medical assistant in the clinic was oriented to the study protocol and 

completed human subject research training. The interpreter was present for all interviews 

with Spanish-speaking participants. After each interview, a demographic survey 

(Appendix C) was completed, and time was given to participants to ask other study 

related questions. A fifteen-dollar gift card was given to each participant as compensation 

for their time. Interviews were audio recorded and professionally transcribed by a 

transcription service.  
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Although group interviews were initially planned, none of the potential 

participants could commit to returning to the clinic at a designated time due to 

transportation, family, and work-related constraints. However, group interviews of staff 

and providers were informally conducted to obtain their perspectives on how Latino 

parents manage fever. Along with interviews, field notes of clinic visits from check in to 

check out, parent/caregiver interactions with staff and providers, and education provided 

at discharge were documented after each interview and throughout the clinic day. Data 

collection and fieldwork occurred over an 8-week period.  

Data Analysis 

 Prior to analysis, all transcripts were reviewed for accuracy with the audio 

recordings. Translations of Spanish transcripts was completed by the P.I. in consultation 

with the interpreter and a Spanish-speaking member of the study team. Data collection 

and analysis occurred concurrently to ensure that concepts were fully explored and 

clarified. Transcripts were de-identified to maintain confidentiality and each was 

assigned a unique identifier for analysis. Field notes, reflections, and analytic memos 

were also coded and included in the analysis. ATLAS.ti qualitative data analysis software 

was used to organize, code, and manage data. Data saturation and redundancy was 

achieved after 17 interviews. However, data collection continued to include a total of 21 

participants to ensure that no new concepts are discovered.  

 An inductive approach guided the data analysis for this study. Spradley’s (1979) 

Developmental Research Sequence method was used to identify cultural domains and 

establish taxonomies while Saldana’s (2016) coding manual guided the overall qualitative 

analysis. First cycle coding included descriptive, attribute, in vivo, process, and values 
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coding with all data coded and analyzed by the P. I. Codes were initially clustered into 

categories and patterns, and concepts and themes were then identified through peer-

debriefing. An explanatory model was created illustrating the factors influencing Latino 

parental management of fever.  

 To demonstrate rigor in this qualitative study, the criteria for credibility, 

transferability, dependability, and confirmability were addressed (Lincoln & Guba, 

1985). Credibility was achieved through prolonged engagement with participants and 

clinic staff as demonstrated by the 8-week period for data collection and through member 

checking with the interpreter, clinic staff, and qualitative experts of the study team. 

Translation of exemplars were verified with the interpreter and study team member with 

fluency in Spanish. Transferability was achieved through “thick descriptions” noted in 

the field notes and interview transcripts. Dependability was established by documenting 

the entire study process thereby providing an audit trail of the study. A study manual was 

created to archive all study documents and to record any changes in the protocol. 

Confirmability was established through reflexive journaling and ensuring adherence to 

the criteria outlined above.  

Human Subjects Considerations 

 This study was approved by the University of Texas Health Science Center 

Houston Committee for Protection of Human Subjects. Informed consent of staff and 

participants was obtained prior to conducting both formal and informal interviews. All 

interview data were transcribed by a credible transcription service and saved on an 

encrypted UTHealth server.  
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Results 

Description of Sample 

 The sample included 21 participants of which the majority (n=19) were female 

and identified themselves as mothers; only 2 fathers volunteered for the study. The 

average age was 33 years old and the participants had an average of 3 children. Most 

were born in the U. S. (n=8), were bilingual (n=14), and received some high school 

education (n=13), with an average length of residence in the U.S. of 19 years. All 

reported Hispanic as their racial/ethnic origin; six were born in Mexico, two in Honduras, 

one in El Salvador and four participants did not report their place of birth. None of the 

participants lived with their grandparents. Table 1 (Appendix D) displays individual 

participant characteristics and Table 2 (Appendix E) provides a summary of the 

demographics.  

Overview 

  Four major themes emerged from the data: 1) attitudes about fever and 

management practices, 2) social influences on fever knowledge and practices, 3) parental 

ability to manage fever, and 4) expectations of treatment. Overall, parents engaged both 

folk and biomedical systems of care when assessing and treating fever. They receive 

information from many sources, they value their relationships with providers, and are 

generally confident in their ability to carry out fever interventions. However, the parents 

in this study had a lower threshold for treating fever at home and were fearful of 

persistent or prolonged fever lasting more than a day.  

Attitudes about fever and management practices 
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 Parents identified fever as calentura or fiebre in Spanish and defined it as a rise in 

temperature. Parents in this study associated calentura and fiebre with illness and their 

attitudes towards fever and fever interventions were influenced by their folk beliefs, 

perceived severity of illness, and previous experience with fever. These factors played an 

important role in how parents assessed fever and their choice of intervention. 

Folk beliefs. Defined as the narratives, customs, rituals, food ways, and practices 

of a social or cultural group, all parents in this study reported exposure to and some belief 

in folk traditions. Most of the parents (n=17) believed in the humoral theory in which 

illness is a result of an imbalance of the hot and cold elements of the body and treatments 

are generally aimed at restoring balance. Exposure to rapid changes in temperature was 

frequently described as a cause of illness. “Sometimes by cold, if they bathe very late or 

because sometimes, they walk barefoot” (P15, 34 y.o.).  

“Well, I say there are a lot of reasons, different reasons that cause the fever. Like 

now, in this boy’s case, he took off- he was running. Hot, and then he go into the 

cold, so this, like the temperature of his little body changed. Then he started with 

a headache and cough. And he started with fever yesterday, that change, the 

change of the body, the heat” (P21, 29 y.o. U.S). 

 Restoring balance. All parents reported variations of folk remedies aimed at 

restoring the balance of the hot and cold elements of the body. Bathing the child in 

lukewarm or cold water was a prominent finding (n=14) along with applying vapor rubs 

such as Vicks Vapor Rub™ (n=5) and cold compresses (n=20). “They would put a little 

rubbing alcohol in the water and then some type of herb, so we’ll just let her sit there and 

I’ll have my feet in there and I’ll just be holding her” (P3, 21 y.o, U.S.). While some 
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participants reported covering the child for fever, most emphasized undressing them to 

cool them down. 

When he’s like that with a fever and a cough, and more with the fever, what I do 

is take his clothes off and give him a bath. I don’t put any clothes on him, just all 

underwear. I use the thermometer and I rub the vapor rub on the chest and back 

and in the soles of the feet and put socks on so that they can sweat and take 

everything out (P16, 37 y.o., Mexico). 

 Most parents (n=12) reported giving fluids in the form of “suero” or Pedialyte™ 

an electrolyte-replacement fluid while some gave herbal teas such as “yerbabuena” or 

mint tea, “manzanilla” tea or chamomille tea, and oregano tea. “When it is vomit, you 

have to make a cinnamon tea, so that calms down the discomfort in the stomach and 

lower the fever” (P17, 35 y.o., El Salvador). Some parents reported not giving herbal teas 

primarily because their children did not like them. However, they reported drinking 

herbal teas when they themselves were ill. Foods commonly given during illness included 

“caldo” or soup along with other comfort foods. “I give them medicine. I give them 

healthier food, chicken soup, and I put Vapor Rub, and then they rest. They go to bed” 

(P8, 52 y.o., Mexico).  

Folk illness as cause. Several parents believed that folk illnesses cause fever 

(n=12). The two illnesses frequently mentioned were mal de ojo, defined by the parents 

as the evil eye, and empacho described as an impaction in the stomach that result in 

abdominal pain, vomiting, or diarrhea. “If it’s mal ojo, they start getting fussy and they 

start screaming or like crying all of a sudden. And then they get a fever afterwards” (P20, 

22 y.o., U.S.). When asked if there was a difference between fever from infection and 
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fever with mal ojo or empacho, one parent reported “It’s the same. The fever comes out 

being the same if you have infection or have evil eye or empacho” (P17, 35 y.o., El 

Salvador).  However, several parents reported differences in fever between the two 

illnesses. “You don’t really get fever out of mal de ojo. He gets warm from the head, but 

they don’t get fever, like really, really fever. From empacho, you do get fever, but in the 

stomach only” (P6, 38 y.o., U.S.). “The stomach is different and is hot, that’s when I say 

it’s an empacho. And when it’s different, he only has fever in the head and the body” 

(P21, 29 y.o., U.S.). If mal ojo is perceived to be the cause of fever, parents reported 

sweeping an egg to remove the evil eye. “We’ll put this one on them. We’ll sweep them 

with an egg, all over the body, and then we give them rue or basil too. We fill the body 

and yes, [the fever] goes down with this” (P15, 34 y.o).  

 Folk healing. When asked about folk healers, none of the participants reported 

using a curandero or sobradero. Most stated that their children were too young to go to 

folk healers. However, some (n= 4) described their parents and grandparents performing 

healing rituals on their children. “One time, my daughter was very, very sick, and I went 

to my dad, and my dad he cleaned her with an egg, and he rubbed her belly and 

everything, from both empacho and mal de ojo, and she got better” (P8, 52 y.o., Mexico). 

Another described her mother treating illness with a massage. “My mom would say she’s 

probably empachado so she started massaging her and then I don’t know where she just 

like picked her up and was like [demonstrating pinching of back] and after that she did 

actually get better” (P3, 21 y.o., U.S.).  

Although all parents had some knowledge of folk beliefs, several parents (n=9) 

reported disbelief. “Myths. I could tell you so many things” (P9, 39 y.o.). Another parent 
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stated that folk beliefs were not related to fever. “She’s [grandma] more on that belief, 

but for me, not so much as far as fever. To me, over time, you know that fever is a sign of 

an infection” (P11, 34 y.o, U.S.-born). Others expressed uncertainty. “I think sometimes, 

the faith one has in that can be a factor that helps that. But who knows if that is a myth or 

it is a reality that does exist” (P17, 35 y.o, U.S.).  

Perceived Severity. Most of the parents in this study viewed fever as a 

potentially serious illness. They were very mindful of their children’s symptoms and 

sought care immediately when they believed it to be severe. However, severity of fever 

was subjective with parents reporting different symptoms and different degrees of 

temperature that would prompt them to seek care. 

 Infection as cause. Although some parents believed that folk illnesses could 

cause some degrees of fever, all parents unanimously expressed that fever was primarily 

due to an infection. “I think the heat is only because of infection. It’s a reaction to some 

infection, or suddenly a cold, which also produces temperature” (P14, 42 y.o., Mexico). 

When probed about the type of infection that caused fever, the majority responded with 

ear infections or throat infections and many (n= 14) believed that viruses caused fever but 

could not specifically name them. However, some parents did not believe that viruses 

were the primary cause. “Actually, about the viruses, I don’t think so much, because it 

happens before when they have temperature and I bring them to the doctor, he comes out 

“Oh, he has a throat infection. He had an infection in the ears” (P4, 40 y.o., Honduras).  

 Knowing fever. When assessing for severity, all the parents reported using a 

thermometer to check for fever. They also relied heavily on visual cues and touch for 

screening purposes. “If the child puts on his red cheeks, or if the hands also have redness 
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and are cold, so then he has a very high temperature” (P17, 35 y.o., El Salvador). A 

change in the child’s demeanor was also a cause for concern. “She is very happy, if she 

becomes sad, then I am afraid that something else will happen, something more serious” 

(P1, 20 y.o.). The majority of participants (n= 16) reported a temperature of 100 o F or 

greater as fever and that febrile temperatures could increase indefinitely. They described 

differentiating between degrees of fever but there was no consensus on what constituted 

“low” and “high” fever. Some parents believed fever of 100o F to be serious while others 

deemed temperatures greater than 101o F as high fever. One mother reported 

temperatures of 90o F as fever. For many, their decision to seek care in the emergency 

room versus the clinic depended on their assessment of severity based primarily on the 

degree of fever.  

 Fever fears. In general, parents in this study were very fearful of fever. “The only 

thing that really, really, really scares me is when they have fever, and the fever takes a 

while to go down. And they start crying and crying and you don’t know what hurts, 

what’s wrong with them. That’s when I really, really, get scared” (P6, 38 y.o, U.S.). 

Central to their fear of fever was their fear of febrile seizures (n=15) and the possibility of 

brain damage. “I hear it’s bad to let them have a lot of fever because their brains are 

affected” (P14, 42 y.o., Mexico). One participant noted that fever affects the child’s 

thinking and could result in seizures. “My concern is that he’s going to convulse. Because 

it’s too much, his temperature. I feel for the brain and his whole little body because it 

doesn’t help them think” (P21, 29 y.o., U.S.). When probed about discussions with their 

healthcare providers regarding their fever fears including febrile seizures, none of the 

parents reported receiving information or discussing their fears with their providers.  
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Previous Experience. 

 Febrile seizures. Interestingly, most of the parents have either experienced 

febrile seizures in their children (n=5) or have had a history of seizures in their immediate 

family and friends (n=8). One mother reported herself having a history of seizures with 

the last episode occurring during her pregnancy. Another described a relative having 

complications from a febrile seizure. “I have an aunt, when she had fever, she convulsed 

and through the seizures she went blind” (P17, 35 y.o, Mexico). Other parents described 

traumatic experiences when their children were young that have continued to affect their 

perception of fever as their children grew older.  

I have a bad experience. When he had a fever, I walked to the doctors in the 

emergency care and then they check his fever and they sent me to the house. And 

when I got back to the house, my baby he started having a convulsion and he 

almost died. And I called the ambulance but the ambulance took too long so I 

walk him back to the emergency (P4, 40 y.o., Honduras).    

 Positive experiences also impacted parental attitudes about fever. “We learn from 

experience. With the second one, you know was different from the first child, so we’re 

like okay, so we know if we bathe them their temperature comes down and we just tried 

it” (P12, 37 y.o., U.S.). Comfort level was also associated with their perceived cause and 

associated symptoms based on previous experience. “If she has a temperature and its flu, 

well, I know it may be something viral. It doesn’t worry me much, but it would scare me 

if the fever is accompanied by symptoms that I don’t know and that I hadn’t seen” (P10, 

27 y.o.).  
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Social influences on fever knowledge and practices 

Of all the social influences reported by parents in this study, healthcare providers 

exerted the greatest impact on their fever beliefs and practices. Although family members 

served as a frequent resource, when given a choice, most parents relied primarily on the 

recommendations of their healthcare providers and were more likely to comply with 

medical advice. 

Healthcare Providers. All the parents expressed heavy reliance on medical 

advice and were often hesitant to try interventions that were not instructed by their 

healthcare provider. Most participants learned about the cause of fever from their 

providers (n=13). “They told us that fever is a sign of the body fighting out an infection 

so it’s not necessarily a bad thing, it just means that the body is doing its job” (P12, 37 

y.o., U.S.). Parents implemented interventions that were learned from the clinic or 

hospital. “I know whenever I go to the hospitals, they take off clothes. So that’s what I 

do, I take off her clothes, leave her open and then if it doesn’t go down, I get a rag and I 

put it on her forehead” (P3, 21 y.o., U.S.).  

Some parents reported being more comfortable administering antipyretics that 

were specifically prescribed by their provider even if the medicine is available over the 

counter (n=8). “If I’m going to buy something it has to be like something prescribed. I am 

not going to buy just anything because it can hurt her” (P1, 20 y.o.). Others only bought 

over the counter medications if they were previously prescribed a dose by their provider. 

“Oh honestly, we could buy the medicine in the store, but first we make a consultation” 

(P9, 39 y.o). Parents also depended on medical advice to understand when to give 

medication. “I asked the last time I came to the doctor. I asked how far from the 
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thermometer I should be concerned and take them to the doctor or to what degree can I 

give them only medicine” (P14, 42 y.o, Mexico). The decision to seek care was also 

influenced by recommendations from providers. In general, most of the parents reported 

taking their child first to their primary care provider before seeking emergency care. 

“Better here first [the clinic] and it depends on what the doctor tells me. And if I have to 

take him to emergency, I take him to emergency” (P21, 29 y.o., U.S.).  

Family. Most parents reported family, especially their mothers, as significant 

influences on how they manage fever (n=17). Fever beliefs and interventions were often 

passed down from generation to generation. “My mom cured us, and my mom grabs her 

remedies and I learned from her too. And with this I cured my own children too” (P16, 37 

y.o Mexico). Aside from parents, one participant reported consulting with a family 

member who is a doctor living in their home country. “She [child’s mother] consults on 

what she has, the medications that are used here, and he can tell you what medication you 

can buy that is free to buy here” (P9, 39 y.o).  

Parental reaction to fever was primarily influenced by how their own mothers 

reacted to fever. “Well, just like my mom. She has told me that this is why she tells me to 

bring her because I have heard that they die from so much fever. They convulse and so 

on” (P1, 20 y.o.). While many learned their fever fears from their parents, two mothers 

reported that it was their mothers who helped them calm down about fever. “My mom 

was the one that would always tell me don’t over exaggerate, you know, some fevers are 

just, you know, it’s just a day. She was the one that would tell me what to do, what not to 

do, I mean she had five kids so.” (P19, 33 y.o, Mexico). In general, most parents 

integrated pieces of what they learned from family members and applied it to create their 
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own practices. “I was a new mom and I would let her show me, but like I said, from 

there, I just grabbed bits and pieces of what I wanted to use towards my kids that I was 

like “Okay, so that I don’t think that works for me” you know? But I’ll just get different 

things” (P11, 34 y.o., U.S.).  

Media. Several parents reported the media as a source of information. Two 

parents referred to a book they had received at the hospital as a guide, while four mothers 

looked to television as a source. However, the most common media source for 

information for parents (n=5) was the internet. Participants reported using the internet to 

better understand fever symptoms. “I regularly get into researching on the internet. 

Before what I did was based on what my mother or grandmother told me but if I see 

something different, I look on the internet, on Google” (P17, 35 y.o, El Salvador). 

However, other parents were more cautious and preferred to get their information from 

providers. “I hate the internet. I try to stay away from it because the internet tells you 

many things and it starts giving you ideas. It’s a bit much” (P19, 33 y.o, Mexico).   

Parental ability to manage fever 

Two factors were found to highly influence parental ability to manage fever: 

resources and perceived self-efficacy. Resources included access to healthcare facilities 

and availability of medication. Overall, parents reported high degrees of confidence in 

their ability to assess fever, manage fever at home, and seek care for fever if needed.  

Resources. All parents reported that access to healthcare facilities, whether it be 

their primary care clinic or the ED, was a significant factor influencing their care 

behaviors. One mother described that not having insurance resulted in her seeking care in 
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the ED instead of the clinic since she could pay in installments despite the higher pay. 

Several parents (n=10) expressed that their willingness to “watch and wait” was 

dependent on the day of the week and whether the clinic would be open should they need 

care. “For fever I come to the clinic. If it’s Saturday and I can’t wait until Monday that 

they’re like this with the temperature of more than 103. I’d better get them to the ER” 

(P14, 42 y.o., Mexico). For some parents (n=8) who preferred a prescription prior to 

purchasing antipyretics, lack of medication was a barrier to managing fever at home 

resulting in a visit to the clinic or the ED. “Right now, I have no medicine. I come right 

now for medicine” (P16, 37 y.o, Mexico). The proximity of the clinic to their homes and 

the ability to be seen without appointments were also significant factors. “It’s convenient, 

it’s easy to get here. You just walk in and out” (P13, 27 y.o, Mexico).  

Perceived self-efficacy. All the parents reported high degrees of perceived self-

efficacy in their ability to carry out fever interventions. Some parents (n=7) opted to 

primarily manage fever at home. “I just let them rest. I give them Tylenol and let them 

rest. I usually don’t bring them in for a fever. I’m comfortable treating them at home” 

(P5, 36 y.o., U.S.). Most parents expressed that their ability to control fever greatly 

impacted their decision of whether to seek help for fever. “With the fever going too high, 

that’s too hard for me. I can’t control it. When it’s 101, for me it’s scary cause I feel like I 

lose the control of the fever” (P4, 40 y.o., Honduras). Another mother described how she 

determines when to go to the clinic or to the ED. “If I see that [the clinic] is not open, it is 

already late or something, but if I see that the medicine drops the temperature then I go 

the next day to the pediatrician. But if the temperature is very high, yes, straight to the 

hospital” (P17, 35 y.o., El Salvador).  
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Expectations of Treatment 

 When seeking care for fever, Latino parents expected that their child receive the 

full attention of providers and that their children are checked thoroughly. “When I bring 

the girls, they check them well, they check their little head, their stomach, everything” 

(P7, 20 y.o., Honduras). Parents also valued their relationships with their providers. “I 

know the doctors, they really do look into it when they see something. I actually like the 

way they treat the kids, the way they work with the kids” (P19, 33 y.o., Mexico). Parents 

also reported the need to get more information about fever. “We need more information 

when the fever goes up more than 103, because I know many kids and moms have 

problems when we can’t control the fever. We wanna see more choices” (P4, 21 y.o., 

U.S.).  

Model development 

An explanatory model (Appendix F) was developed to conceptualize the factors 

that impact Latino experience of fever. Although the themes and subthemes described the 

fever experience, they also support the domains of the Theory of Planned Behavior 

(TPB). Based on the Theory of Reasoned Action (Ajzen & Fishbein, 1980), the TPB was 

created to include the construct of perceived behavioral control (PBC). Under the TPB, 

attitudes are influenced by behavioral beliefs and the individual’s evaluation of whether 

performing that behavior leads to positive or negative outcomes. The theory assumes that 

negative attitudes about a behavior will lead the individual to be less likely to perform 

that behavior (Ajzen, 1991). Subjective norms are defined as the perceived social 

pressures to engage or not engage in a behavior. The degree to which an individual value 

the opinion of others greatly impacts their subjective norms towards performing a 
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behavior. Based on Bandura’s (1986) Self-efficacy theory, the PBC is the individual’s 

“perceived ease or difficulty of performing the behavior,” (Ajzen, 1991, p.188). PBC is 

influenced by both internal and external factors that pose as barriers or facilitators in 

behavioral control. The TPB has been used in behavioral research and has proven to be 

successful in predicting and explaining a wide variety of health behaviors.  

For this study, the TPB was adapted to reflect how the fever experience influences 

behavior. The resulting model can be applied to all fever behaviors including monitoring 

behaviors such as using a thermometer, treatment behaviors such as administering 

antipyretics, and help-seeking behaviors such as presenting to the clinic or the ED for 

treatment. The model demonstrates how the constructs of attitudes, subjective norms, and 

perceived behavioral control interact to influence each other. These constructs influence 

intention to manage fever and ultimately behavior performance. As an example, the 

decision to seek care was influenced by whether Latino parents believed the cause of 

fever to be folk or biomedical, their perceived severity of the fever, their previous 

experience with seeking care, perceived expectations from healthcare providers, family, 

media, whether the clinic or ED was available, and their perceived ability to bring their 

child to the clinic or ED for care.  

The model also applies to home remedies employed for fever. For example, the 

use of bathing was prominent in this study. If the parent believed in the humoral theory of 

illness, and they perceived the fever to be manageable and they had good experience with 

bathing in the past, their attitude towards bathing will be more positive. Based on what 

they learned and what they have seen from their social interactions, and since bathing is 

readily available to them, their intention to bathe will be high and ultimately result in 
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carrying out the behavior. In contrast, if they did not believe in the use of bathing, their 

attitude toward the behavior will be negative and they will be less likely to comply. 

Discussion 

 The aim of this focused ethnographic study was to understand the lived 

experience of Latino parents in the management of fever. The findings reveal a complex 

system of beliefs that include folk and biomedical influences, the role of healthcare 

providers and family, and the internal and external factors that drive parents to carry out 

specific fever behaviors. The attributes of culture including values, beliefs, patterns, and 

normative practices underpins all constructs identified in this study. Although previous 

fever studies have included Hispanic or Latino parents, to this author’s knowledge, this is 

the first to explore the Latino fever experience in-depth through ethnography. 

 The humoral theory of illness was present in perception of cause of fever and in 

the ways that parents treated fever. Previous studies have found similar findings with 

parents attributing changes in weather and consumption of cold or hot foods as a cause of 

illness (Arcoleo, Zayas, Hawthorne & Begay, 2015; Hannan, 2015). Restoring balance 

was a central theme which included bathing in cold or lukewarm water, applying vapor 

rubs, and giving teas known to have a cooling effect such as mint tea. Despite general 

recommendations to avoid cold baths, this was a frequently reported intervention. 

Crocetti et al. (2009) found similar findings with 37% of respondents reporting a cold 

bath, 18% used alcohol, and 45% used tepid water. This finding indicates that fever 

education for Latino parents need to include an assessment and discussion of additional 

therapies employed in the home.  
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 Medical pluralism, defined as “the use of therapies from more than one medical 

system” (Wade et al., 2008, p. 829), was a prominent finding in this study. All the parents 

reported employing remedies from both the biomedical and folk spheres and they often 

engaged both systems simultaneously. The most common combinations were herbal 

remedies such as rubs and herbal teas along with administering antipyretics. Contrary to 

findings from previous studies, none of the parents reported using folk healers to treat 

fever in their children. However, some parents did report the grandparents performing 

healing rituals for fever perceived to be caused by mal ojo or empacho. In general, the 

folk remedies (vapor rubs and herbal teas) used in combination with antipyretics were 

benign and may be helpful in preventing dehydration and increasing comfort through 

touch.  

 Similar to previous studies, most parents attributed fever to an infectious cause. 

Some parents reported folk illnesses, specifically mal ojo and empacho, as possible 

causes for fever, but some reported that the fever was different and occurred only in 

certain parts of the body. For these illnesses, parents generally treated with folk remedies 

including the passing of the egg or massaging of the stomach. Although parents in this 

study reported only mal ojo and empacho as possible causes, Taveras et al (2004) 

identified other illnesses including mollera caida (sunken fontanel) and susto (sudden 

fright) as causes of ever.  

 All the parents in this study reported using a thermometer to assess degree of 

fever. This finding is contrary to other studies which found only 35% of Mexican 

mothers reporting usage while 76% of Latino parents in another study reported owning 

and using a thermometer (Schwartz, Guendelman, English, 1997; Crocetti et al, 2009). 
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The high usage of thermometer in this study may be attributed to frequent exposure to 

clinic staff who emphasize the use of a thermometer with every visit. Also, the age of the 

studies reporting low usage may be a factor and the increase in thermometer awareness 

over the years may explain current findings. Most of the parents in this study had 

multiple children and had been in the U.S. for many years and as a result may be more 

acculturated to western medical practices. 

Fear of fever was a dominant finding in this study. Fears were related to 

uncertainty in illness, fear of seizures, and fear of brain damage. Parents reported that 

they did not like not knowing what was happening to their child or seeing them ill and 

were afraid that “something else” could be wrong. Similar to findings from previous 

studies, febrile seizure was the most reported outcome of fever in this study (Griggs et al., 

2013). It is interesting that most parents had experience with febrile seizure with their 

children, members of their family, or with themselves. Some of the seizures reported did 

not follow febrile seizure etiology in that they occurred in older individuals and were 

chronic in nature. However, parents did not differentiate between the types of seizures 

and reported that aside from seizures, prolonged, persistent fever could cause brain 

damage or death. These findings suggest that a more comprehensive discussion of the 

role of fever in illness and the etiology of febrile seizure is needed to help alleviate fears 

that significantly drive fever behaviors.   

Overall, parents in this study reported a high degree of trust in their healthcare 

providers. Many of their beliefs and fever practices were derived from the biomedical 

sphere including the use of antipyretics and the belief that fever is caused by an infection. 

Parents implemented treatments that were recommended by their providers and were 
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hesitant to deviate from medical advice. Many of the parents gave only antipyretics 

prescribed by providers and avoided purchasing the same antipyretic over the counter. 

Some parents reported under dosing by giving only half of the antipyretic, while others 

reported more frequent doses than recommended; many of the parents described 

alternating doses. This finding is consistent with previous studies noting that 36% of 

parents gave ibuprofen more frequently than the recommend frequency and the high 

prevalence of alternating doses despite relief of fever (Wright & Liebelt, 2007; Crocetti et 

al., 2001).   

Family was another influencing factor in parental management of fever. The 

cultural value of la familia, or the importance of family was a prominent finding. Most 

parents learned their practices from their mothers and continue to look to their parents 

and grandparents for guidance. However, an interesting finding in this study is that when 

given a choice, parents were more likely to follow medical advice than other sources. 

This is contrary to findings from other studies where family was viewed as the experts 

and the primary source of information during child illness (Harrison & Scarinci, 2007). 

However, understanding that the family continues to play an important role in parental 

management, engaging other members, especially grandparents, when discussing fever 

management may help to reinforce good practices and lessen fears.   

The influence of media sources on parental beliefs and practices was a unique 

finding in this study. Previous studies on fever have not reported the media as a source of 

information. Print information received at childbirth continued to be a source for some 

parents. Television also influenced their fears around fever with one mother reporting 

that the shows she frequently watched were based on true events. However, the internet 
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was the most commonly utilized platform to seek out information. Many parents 

described using Google™ to search for terms related to fever and YouTube™ for videos 

on how to manage fever. When comparing the trustworthiness of different sources of 

information, parents viewed the internet with caution and preferred receiving fever 

information from their healthcare providers. However, educational interventions may 

benefit from using web-based platforms for dissemination in addition to one-on-one 

consultations during clinic visits.  

The parents in this study exhibited high confidence in their ability to manage 

fever. However, healthcare and medication availability facilitated or hindered their 

perceived self-efficacy. When making decisions about fever, parents considered whether 

the clinic would be open should they need to seek care and whether they had an 

antipyretic available at home. Some parents were more comfortable with “watchful 

waiting” if the clinic was open the following day. Interestingly, parents did not hesitate to 

go to the ED if they perceived the fever to be very high or if the clinic was closed. A 

“high” fever was subjective with some parents reporting fever greater than 100oF as 

requiring ED attention. Parents reported that their decisions to seek care were driven by 

their lack of ability to control the fever which some reported as fever greater than 1 day 

or fever that persistently returned hours after administration of antipyretics. No previous 

studies have explored the meaning of “high” fever in this population and how this 

impacts healthcare utilization.  

In general, there were no significant differences between younger versus older 

parents, those born in the U.S. versus those born in foreign countries, and those who were 

bilingual versus exclusively Spanish-speaking parents. Most of the parents in this study 
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had a long-established relationship with the clinic and those who were new were referred 

by other families. The value of personalismo, defined as a cultural value with an 

emphasis on politeness and courtesy and establishing good rapport and a personal 

connection, was evident in their expectations of treatment and overall experience of care. 

It is possible that the high thermometer use and trust in healthcare providers found in this 

study are related to the parents’ experience of care in this particular clinic. The fact that 

all of the providers and staff spoke Spanish, and most were also of Latino origin may be a 

significant factor in parents’ receptiveness to fever education. 

Findings suggest that more research is needed in the Latino population exploring 

their understanding of fever and their utilization of healthcare services. Current fever 

education handouts focus primarily on how to assess and treat fever but provide little 

information on febrile seizures and the role of fever in illness. Despite seizures being 

their biggest fear, none of the parents reported being informed or discussing febrile 

seizures with their providers. Most education materials are written at a college reading 

level and can be difficult to understand for non-English speaking parents even when it is 

presented in their native language. Findings also suggest that parental behaviors around 

fever are driven by access to resources and when given a choice, Latino parents prefer to 

visit their primary providers resorting to the ED only when clinics are closed. Although 

many of the findings in this study are consistent with previous studies, it is important to 

note that previous studies are more than 5 years old suggesting that little has changed in 

Latino approaches to fever and that disparities in fever knowledge continue to persist in 

this growing population. 
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Limitations 

Although the findings in this study enhance our understanding of Latino parental 

experience with fever, there were limitations that warrant discussion. Purposive sampling 

was used to identify parents; however, it is possible that the immigration climate when 

this study was conducted impacted parental willingness to participate contributing to 

sampling bias. Considering that the sample’s average length of residence in the U.S. was 

19 years, it is possible that the experience of newly immigrated or undocumented parents 

may be different from the experience of parents in this study. Generalizability to all 

Latino populations is also limited since most of the sample were U.S.-born or were from 

Mexico. This study was also conducted in a single site with a long-standing relationship 

with the community and therefore, the parents may be more acculturated or assimilated to 

the biomedical models of care.  

Implications for Research and Practice 

 Findings reveal that more research is needed to understand how Latino parents 

experience fever, particularly in how they treat fever. More education research is also 

needed to determine the best way of delivering fever education. The finding that parents 

look to social media for information suggest that education can be delivered through 

different modes outside of the clinic visit. The prominent finding that Latino parents 

respected the advice of healthcare providers indicates the importance of consistent fever 

education to avoid confusion. Exploring the fever beliefs and practices of healthcare 

providers is important to determine if providers also need fever education. More research 

is also needed to formulate interventions that address Latino fears of fever, especially 

febrile seizures. Although the development of an explanatory model is an important first 
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step to understanding Latino fever behaviors, future research is needed to test this model 

with various fever interventions. 

This study highlights that Latino parents continue to have misconceptions and 

fears of fever. Although parents in this study had a high usage of thermometers to detect 

fever and use antipyretics to treat fever, they continue to lack a general understanding of 

the role of fever in illness and the etiology of febrile seizures. However, their high trust in 

healthcare providers indicate that providers and staff play a crucial role in improving 

fever knowledge. An important intervention to consider is to focus education on 

addressing fears around fever along with providing screening and treatment information. 

Building a rapport with Latino patients and their families is also important not only for 

patient satisfaction purposes but also to establish personalismo which is critical to 

establishing trust and thereby increasing knowledge uptake and changing behavior.   

Conclusion 

 Parental experience of fever is influenced by the complex interactions of attitudes, 

subjective norms, and perceived behavioral control. Underlying these constructs are the 

values, beliefs, patterns, and normative practices that are unique to Latino culture. The 

values of la familia and personalismo greatly impacts their receptiveness to fever 

education. Although Latino parents have a high confidence in their ability to carry out 

management behaviors, perceived loss of control and fear of febrile seizures are 

significant drivers for seeking care. In general, Latino parents lack an understanding of 

the role of fever in illness and have a much lower temperature threshold for fever. More 

research is needed to better understand Latino perspectives on fever and to test 

interventions that improve knowledge. Findings from this study highlight that Latino 
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parents continue to have misconceptions about fever that have the potential to impact 

overall child health.  
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Abstract 

Introduction 

 The purpose of this review is to describe the beliefs and practices of Hispanic 

parents in common childhood illnesses.   

Methods  

A systematic search of Pubmed, PsycINFO, and CINAHL was conducted. Studies 

were screened and reported according to the Preferred Reporting Items for Systematic 

Reviews and Meta-Analysis (PRISMA) guidelines. 

Results 

Fifteen studies met the inclusion criteria for synthesis. Key findings include 1) 

parental fears around common illnesses, 2) belief in folk illnesses as cause, 3) use of 

traditional healers and remedies, 4) utilization of family members as a source of health 

information, 5) engagement of both folk and biomedical spheres of care and 6) economic 

and access-related barriers that impact treatment decisions.  

Conclusion 

More current research is needed to better understand Hispanic parental 

management of common childhood illnesses. Evidence from this review can help guide 

the creation of culturally-sensitive interventions for a more culturally competent model of 

care 
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Introduction 

 Most common childhood illnesses are benign and self-limiting; care is primarily 

supportive, and symptoms can generally be managed at home. However, parents continue 

to have heightened anxieties despite the low rate of bacteremia in children; fewer than 

5% of pediatric emergency department (ED) visits require hospital admission or result in 

severe complications (Chancey & Jhaveri, 2009; Cioffredi & Jhaveri, 2016; Enard & 

Ganelin, 2013). Although parents in general have worries about common illnesses, 

Hispanic parents are more likely to perceive them as serious and needing emergent care 

compared to other groups (Kubicek et al., 2012). Hispanic children are among the highest 

users of emergency services for non-emergent illness and 11.7% of Hispanic children 

under the age of 18 had at least one visit to the ED with 8.9% having two or more visits 

in one year (Black & Benson, 2018). These findings suggest that Hispanic perception of 

common illnesses significantly impacts their care decisions.  

 A strong link exists between Hispanic culture and their health beliefs. The use of 

folk healers, belief in hot and cold illnesses, and use of folk remedies are common 

practices found in previous studies (McCurley, Crawford, & Gallo, 2017; Rosser, Forno, 

Cooper, & Celedon, 2014). Religion and social support systems also influence how 

Hispanic individuals interpret disease, their management of illnesses, and their decision 

to seek care (Kemp & Rasbridge, 2004). However, Hispanics face barriers that limit their 

access to care and impact their ability to receive health information. The lack of Spanish-

speaking providers or providers that understand Hispanic culture has led to suboptimal 
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communication and strained patient-provider relationships (Flores, Olson, & Tomany-

Korman, 2005; Flores & Vega, 1998). Hispanic individuals often avoid discussing 

traditional beliefs and practices with their providers for fear of ridicule (Baig et al., 2014; 

Howell et al., 2006) 

 Although previous studies have examined Hispanic health beliefs and practices in 

chronic childhood illnesses (McCurley, Crawford, & Gallo, 2017; Rosser, Forno, Cooper, 

& Celedon, 2014), few have explored beliefs in common illnesses. Currently, one-fourth 

of US children under the age of 18 are of Hispanic descent (Mather & Foxen, 2016; U.S. 

Census Bureau, 2017), and as their numbers continue to grow, more Hispanic children 

will present to primary care and emergency departments for non-urgent illness that could 

be managed at home. The purpose of this review is to synthesize the current literature on 

Hispanic health beliefs and practices in common childhood illnesses to provide an 

understanding of the factors that impact Hispanic care decisions which may inform future 

interventions.  

Theoretical Framework 

 Kleinman’s (1980) model of local health care systems served as the guiding 

framework for this review. The model provides a structure for understanding how 

individuals respond to illness and consists of three overlapping sectors: the popular 

sector, the professional sector, and the folk sector. The model postulates that most of the 

illness experience begin and occur in the popular sector which is influenced by individual 

beliefs, social and cultural contexts, and family. It is in the popular sector where 
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individuals evaluate self-therapy and treatments obtained from the other two sectors. The 

professional sector consists of healthcare providers and biomedical treatments. The folk 

sector is composed of healers, rituals, and the use of complementary/alternative 

medicines. Although each sector is independent, individuals frequently engage multiple 

sectors throughout the illness experience.  

Methods 

 A systematic search of the literature was conducted and reported using the 

Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) 

guidelines. The databases Cumulative Index of Nursing and Allied Health Literature 

(CINAHL), PsychInfo, and PubMed: MEDLINE were searched for terms that included 

Latino, Hispanics, culture, health beliefs, health practices, traditional or folk medicine, 

parents, children, and other related terms. Hispanics is defined as “a person of Cuban, 

Mexican, Puerto Rican, South or Central American, or other Spanish culture or origin 

regardless of race” (U.S. Census, 2010). “Common childhood illnesses” were defined as 

conditions occurring in children that were considered low acuity, non-emergent, self-

limiting, and can usually be managed at home. For the purpose of this review, this 

included fever, vomiting, diarrhea, and the common cold. These terms were not included 

in the search to avoid excluding studies examining a broad range of childhood illnesses 

but were assessed during the screening process. Medical subject headings (MeSH) terms 

and keywords were combined using Boolean operators and no date limits were applied 

since no previous systematic reviews on the subject have been conducted. Key articles 
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were cross-checked in the citation indexes, and only studies reported in the English 

language in peer-reviewed journals were included. International studies were excluded to 

concentrate on beliefs and practices within the context of the U.S. healthcare system.     

Screening 

 A checklist of the inclusion and exclusion criteria was used to ensure consistency 

and objectivity of the screening process. Studies conducted in the U.S. with Hispanic 

parents as part of the sample and examined health beliefs or health practices related to 

common childhood illnesses as described in the previous section were included. The 

initial search of the databases resulted in 2435 articles; 23 additional studies were 

identified through hand searches of citation indexes (figure 1). After duplicates were 

removed, 2030 articles were screened; a total of 2015 articles were excluded in the 

screening process. Excluded studies were those that focused on chronic conditions such 

as cancer, obesity, asthma, and mental health, did not assess for Hispanic beliefs and 

practices, or focused on adult illnesses only. Interventional studies were also excluded 

since the aim of the review was to understand current beliefs without interventions 

aiming to alter or change beliefs. The quality of the evidence was evaluated using the 

Effective Public Health Practice Project Quality Assessment Tool (Jackson & Waters, 

2005) for quantitative studies and the NICE Public Health Guidance (2012) for 

qualitative studies. Since the aim of this review was to describe the health beliefs and 

practices of Hispanic parents in childhood illness, studies were not excluded based on 

their quality.   
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Results 

 The fifteen studies included in this review were conducted from 1994 to 2013. 

Sample sizes ranged from 6 to 688; seven studies used qualitative methodology and eight 

were quantitative. Most were conducted in urban settings (n=11) and the rest in rural 

areas (n=4). Although the predominant ethnicity was Mexican, many of the studies 

included parents of different Latin American ethnicities. Overall, the quantitative studies 

were assessed to be weak due to design type, lack of psychometric reporting of 

instruments, and potential for selection bias. Two qualitative studies scored a ++ on the 

NICE public health guidance (2012) indicating good quality of evidence. Tables 1 and 2 

provide a summary of the findings including the quality of the evidence.  

Popular Sector: Self-management of Illness 

 Hispanic parents frequently self-managed childhood illnesses at home and 

reported a strong belief in the balance of the hot and cold elements of the body (Crocetti 

et al., 2009; Mikhail, 1994; Robledo et al., 1999; Risser & Mazur, 1995; Taveras et al., 

2004). The common cold and fever were believed to be the result of changes in weather, 

drinking a cold beverage after playing outside, walking with bare feet, getting wet, or 

being improperly dressed (Robledo et al., 1999; Risser & Mazur, 1995; Taveras et al., 

2004).  When ill, parents generally believed common childhood illnesses to be serious 

and an indication of severe underlying illness (Andrews, Ybarra, & Matthews, 2013; 

Cohee et al., 2010; Crocetti et al., 2009; Grigg et al., 2013; Mikhail, 1994). They were 

most likely to be “very worried” about fever, believed that fever could rise indefinitely, 
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and believed that fever could cause brain damage, seizures, or death (Cohee et al., 2010, 

Crocetti et al., 2009; Schwartz et al., 1997). Mothers reported that diarrhea could lead to 

dehydration, weight loss, weakness, sadness, and death, and cough was deemed 

dangerous for its ability to affect the lungs resulting in breathing problems and asthma 

(Mikhail, 1994).    

 Use of over-the-counter medications to treat illness in the home setting was a 

common finding. Most of the studies reported parents using acetaminophen and 

ibuprofen to treat the common cold, fever, and diarrhea (Colucciello & Woelfel, 1998; 

Gordon, 1994; Grigg et al., 2013; Mendelson, 2003; Robledo et al., 1999; Cohee et al., 

2010; Crocetti et al., 2009; Foronda & Waite, 2008; Mikhail, 1994; Pachter et al., 1998;, 

Risser & Mazur, 1995; Taveras et al., 2004). However, three studies found that parents 

were incorrectly dosing their children with antipyretics to treat fever (Cohee et al., 2010; 

Crocetti et al., 2009; Taveras et al., 2004). Cough medicine and laxatives were also used 

for cough and stomach-related symptoms (Mikhail, 1994, Mendelson, 2003). Parents in 

four studies reported giving their children medications from Mexico (Grigg et al., 2013; 

Harrison and Scarinci, 2007; Foronda & Waite, 2008; Mikhail, 1994). Reasons for this 

practice included the high cost of medications in the U.S. and the availability of 

antibiotics over the counter in Latin American countries (Grigg et al., 2013; Harrison and 

Scarinci, 2007). Three studies reported the use of aspirin for fever with one noting 23% 

of mothers using aspirin (Foronda & Waite, 2008; Mikhail, 1994; Taveras et al., 2004). 

Parents also gave medications bought from pharmacies in Mexican stores primarily 

because no appointment or permission was needed (Harrison and Scarinci, 2007). The 
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use of azarcon (lead tetroxide) and greta (lead oxide) obtained from Mexico as a laxative 

was reported in one study (Mikhail, 1994). Eleven percent of Mexican mothers reported 

using these substances to treat stomach problems or folk illness in their children (Mikhail, 

1994).   

 Family and community members were the most commonly cited sources of 

medical advice for illnesses with only two studies reporting parents consulting healthcare 

providers first (Mendelson, 2013; Risser & Mazur, 1995). Grigg et al (2013) found 

parents asking family members still living in their country of origin for advice. Some 

sought the help of community members who were believed to be skilled in these illnesses 

(Andrews, Ybarra, & Matthews, 2013). One study found parents referring to a pamphlet 

obtained from Hispanic grocery stores as a reference for herbal remedies and cures 

(Robledo et al., 1999). 

Folk Sector: Folk remedies and folk healing 

 The belief that folk illnesses were the cause of symptoms was a common finding; 

four illnesses were frequently described: mal ojo, empacho, caida de mollera, and susto. 

Mal ojo or evil eye was described as resulting from an unintentional coveting or intense 

admiration of someone else’s child (Risser & Mazur, 1995). Symptoms of mal ojo 

included fever, diarrhea, irritability, or vomiting. Empacho or indigestion was believed to 

occur when food was not fully digested causing an obstruction or indigestion; in one 

study 50% of families believed diarrhea was caused by empacho (Andrews, Ybarra, & 

Matthews, 2013). Caida de mollera or fallen fontanel was believed to be due to an infant 



 

  79 

 

 

being bounced too vigorously or if a bottle was removed abruptly from the mouth causing 

the fontanelle to sink (Risser & Mazur, 1995). Susto, defined as sudden fright leading to 

symptoms of insomnia, diarrhea, fever, or loss of appetite, was the least mentioned folk 

illness but was reported to be the most likely to require a folk healer (Andrews, Ybarra, & 

Matthews, 2013; Risser & Mazur, 1995). To prevent folk illnesses, parents believed in 

amulets such as ojo de venado or deer’s eye to protect children from mal ojo (Mikhail, 

1994; Risser & Mazur, 1995; Robledo et al., 1999). Mal ojo was also believed to be 

preventable by touching the head of the child after giving praise or complement (Risser & 

Mazur, 1995; Robledo et al., 1999).  

 If the illness was perceived to be folk-related, parents generally treated with folk 

remedies first (Andrews, Ybarra, & Matthews, 2013; Coluciello & Woelfel, 1998; 

Gordon, 1994; Risser & Mazur, 1995). For mal ojo, two studies reported a treatment of 

sweeping the child with a raw egg and cracking the egg on a glass of water (Risser & 

Mazur, 1995; Mikhail 1994). The glass is then placed under the head of the bed overnight 

and examined in the morning. The egg is believed to have absorbed the evil spirit if it 

solidified and appeared white. For empacho, massaging the stomach and pulling on the 

skin at different points around the spine was believed to aid in dislodging the obstruction 

(Mikhail, 1994). For caida de mollera, restoring the fallen fontanelle involved pressing 

on the soft palate to push the fontanelle up while turning the child upside down and 

tapping on the feet, applying a poultice to the fontanelle, or sucking on the fontanelle 

(Mikhail, 1994; Risser & Mazur, 1995). Cures for susto included sweeping an egg like 

mal ojo to religious rituals that last several days (Risser & Mazur, 1995).  
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 The use of sobradores and curanderos was reported in several studies. 

Sobradores were folk healers who specialized in massage and bone manipulation to clear 

out the illness in a way that only folk healers could do (Andrews, Ybarra, & Matthews, 

2013; Risser & Mazur, 1995; Colucciello & Woelfel, 1998). In one study parents 

believed that for diarrhea caused by empacho biomedical treatment was inadequate, and 

that sobradores was the most appropriate treatment (Andrews, Ybarra, & Matthews, 

2013). Curanderos, on the other hand, were folk healers with a broader skillset who 

treated more complicated illnesses including susto (Andrews, Ybarra, & Matthews, 2013; 

Risser & Mazur, 1995; Mendelson, 2003). However, one study reported that not all 

children were appropriate for folk healers and that younger children were too little for 

sobradores (Andrews, Ybarra, & Matthews, 2013).   

 Herbal remedies were the most commonly used treatment for illness. Herbal teas 

including manzanilla or chamomile tea and yerba buena, mint tea, were frequently given 

for fever and diarrhea (Andrews, Ybarra, & Matthews, 2013; Colucciello & Woelfel, 

1998; Foronda & Waite, 2008; Mikhail, 1994). Cinnamon tea, eucalyptus, and oregano 

were used for cough and cold illnesses (Mikhail, 1994; Robledo et al., 1999; Pachter et 

al., 1998). Mixing rice water with tea and Pedialyte, a type of rehydration solution 

frequently recommended by providers, was common in the treatment of diarrhea 

(Andrews, Ybarra, & Matthews, 2013; Mikhail, 1994). Herbal ointments and rubs were 

regularly used. Several studies noted the use of vapor rubs such as Vick’s™ vaporub 

applied to the chest, back, and feet to treat fever and cold symptoms (Colucciello & 

Woelfel, 1998; Foronda & Waite, 2008; Grigg et al., 2013; Mendelson, 2003; Mikhail, 
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1994; Taveras et al., 2004). Applying poultices made of ground coffee and lard to the 

soles were used to treat cough (Mikhail, 1994). Rubbing the stomach with alcohol to cool 

a child with a fever was also common practice (Foronda & Waite, 2008; Colucciello & 

Woelfel, 1998; Mikhail 1994).  

Professional Sector: Engaging with Healthcare Providers 

 Six studies reported on parents’ beliefs on healthcare providers (Andrews, Ybarra, 

& Matthews, 2013; Grigg et al., 2013; Harrison & Scarinci, 2007; Mendelson, 2003; 

Pachter et al., 1998). Hispanic parents presented to the ED for several reasons including 

the belief that the ED is for ill visits and the clinic for well visits only, perception of a 

more thorough exam performed in the ED with the availability of multiple specialties, 

and the lack of convenient hours of primary care clinics (Grigg et al., 2013). Two studies 

described parents’ dissatisfaction with providers- reporting a lack of trust, perceived lack 

of respect, and perceived racism (Grigg et al., 2013; Harrison & Scarinci, 2007). Parents 

reported feelings of mistrust, stating that health providers “are experimenting with our 

children” (Harrison & Scarinci, 2007, p. 39). Unmet expectations with treatment were 

reported by parents who were used to receiving definitive treatment like an antibiotic, 

similar to the care they received in their home country (Andrews, Ybarra, & Matthews, 

2013). Interestingly, parents in one study trusted the care of healthcare providers more 

than their relatives, and another found that 39% of parents believed that care received 

from medical providers was more reliable (Mendelson, 2003; Risser & Mazur, 1995). In 

the same study, parents reported fears originating from past experiences in their countries 
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of origin with personal stories of children dying from simple illnesses and delays in care 

(Grigg et al., 2013). Parents also hesitated to discuss folk beliefs and cures for fear of 

ridicule and scrutiny from providers (Harrison & Scarinci, 2007). One study found that 

the long wait times in the ED and difficulty obtaining same-day appointments with 

providers also served as barriers to care (Grigg et al., 2013).  

Combining therapies and crossing sectors 

 For most of the studies, parents used a combination of herbal remedies, folk cures, 

and pharmaceutical medicines to treat child illness. Herbal teas and acetaminophen were 

the most common treatments. Aside from using therapies commonly found in the home, 

parents engaging other forms of treatment was impacted by access and economic barriers. 

Parents reported that folk cures and folk healers were used because of a lack of access to 

healthcare providers, especially in rural areas, and the inability to pay the high cost of 

medical services (Harrison & Scarinci, 2007; Andrews, Ybarra, & Matthews, 2013). One 

study found that parents traveled back to Mexico to seek care for their children due to 

higher costs of care in the U.S. (Harrison & Scarinci, 2007). As a whole, parents engaged 

multiple systems of care when self-managing illness in the home setting. However, they 

reported turning to healthcare providers when they perceive the illness to be worsening or 

if home therapies are ineffective (Gordon, 1994; Grigg et al., 2013). 

Discussion 

 The findings in this review reveal the complexity Hispanic beliefs and practices in 

the management of common childhood illness. In general, parents initially treated these 



 

  83 

 

 

illnesses at home using both folk-based and biomedical remedies. However, parents 

viewed common illnesses as serious conditions with potentially severe consequences if 

left untreated. Their understanding of the cause ranged from the common belief that 

illness is a result of an imbalance in the hot and cold elements of the body to an infectious 

cause requiring immediate treatment. This finding suggests that Hispanic parents lacked 

knowledge of the etiology of common childhood illnesses leading to significant fears that 

drive their decision-making. This often led them to seek care faster or present to the ED 

for non-urgent cause. Aside from a lack of knowledge, it is likely that parents’ previous 

experiences in their home countries continue to impact how they view child illnesses. 

Parents in this review were primarily from Latin American countries where the infant 

mortality rates are high and preventative services including vaccines are generally 

lacking. In this context, heightened anxieties around childhood illnesses may be 

protective and desirable. Differences in healthcare models may also contribute to the 

reasons why Hispanic parents prefer the ED over primary care clinics and urgent care, 

services that are uncommon in Latin American countries. The number of years spent in 

the U.S. may change these practices, but the studies in this review did not assess for the 

influence of acculturation.   

 A concerning finding was the unsafe practices around medication administration. 

In two studies, parents reported using Aspirin™ for fever which has long been 

discouraged by the American Academy of Pediatrics (AAP) due to the high risk for 

Reye’s syndrome. Parents in several studies reported antipyretic practices that included 

overdosing of acetaminophen and ibuprofen either due to increase in dose or frequency 
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suggesting that Hispanic parents need more education on proper antipyretic use. Most 

concerning was the use of lead-containing substances such as azarcon and greta for 

treatment of fever and stomach-related symptoms. These substances have been banned in 

the U.S. due to reports of lead poisoning and deaths in children (Brown & Longoria, 

2010). However, it is worth noting that the most current study in this review was from 

2013, and initiatives in the past decade have brought national awareness to sources of 

lead significantly decreasing this problem (Brown & Longoria, 2010).  

 The value of la Familia, the belief that family is the primary source of social 

interaction and assistance, was a prominent finding in this review. Hispanic parents 

looked to their immediate family members, especially their mothers and grandmothers, or 

members in their community who were viewed as experts as their primary source of 

information. Other studies have found similar findings and Zeiders et al. (2015) found 

that familism values in the Hispanic community predicted child-rearing support and were 

associated with parental self-efficacy. Engaging grandmothers and important members of 

the community in health education should be considered and may be more impactful on 

changing behaviors than an individual approach.  

 It is clear in this review that Hispanic parents engage in folk-related practices. 

Most common was the use of herbal teas and poultices as supportive therapy. Use of folk 

healers and folk rituals for folk illnesses was frequently mentioned especially when 

dealing with mal ojo and empacho. The prominence of these beliefs and rituals suggest 

that they are deeply rooted in Hispanic culture and should be included in care 
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recommendations. However, healthcare providers have very little understanding of these 

beliefs (Green et al., 2017; Howell et al., 2006). and coupled with Hispanic individuals’ 

hesitancy to share this information, provider understanding of a child’s illness is severely 

limited. Considering that many of the folk remedies mentioned in this review are benign, 

these remedies could be used to augment treatment and supportive care. It is also 

important to note that since Hispanics generally hesitate to share this information, it is 

possible that findings in many of studies in this review may be an underestimation of 

actual folk remedy use in this population. Hispanic families’ fears in discussing their folk 

beliefs openly with their providers contributed significantly to distress and mistrust 

(Desai, Rivera, & Backes, 2016). 

 As postulated by Kleinman’s (1980) model, parents engaged multiple systems of 

care when treating illness. Medical pluralism is defined as “the use of therapies from 

more than one medical system” (Wade et al., 2008, p. 829) and Hispanic parental 

practices were not exclusive to folk or Western medicine and involved both systems 

simultaneously. Similar practices have been found in other Hispanic studies including 

asthma prevention and treatment (Desai, Rivera, & Backes, 2016). The decision to 

consult a folk healer versus a medical provider was a dynamic process; Hispanic parents 

often employed both depending on the perceived cause or severity of illness. Sandberg et 

al. (2018) found that Hispanic parents use a hierarchy of help-seeking depending on the 

complaint and age of the child. Some parents, however, turned to folk remedies and 

healers after consulting with a medical provider. Many expressed that their decision was 

impacted by dissatisfactions due to unmet expectations, language barriers, and perceived 
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lack of understanding of their cultural background (Baig et al., 2014; Howell et al., 

2006).  

 Economic and geographical factors continue to impact Hispanic care decisions. In 

the studies conducted in rural settings, parents reported using folk healers due to their 

familiarity with Hispanic cultural values and lack of access to healthcare facilities 

(Harrison). This finding is echoed by other studies that found affordability of folk 

healers, as well as their ability to speak Spanish, as primary reasons Hispanics sought 

their care (Favazza, 2013).The cost of services in the U.S. healthcare system was also a 

significant barrier and parents reported traveling to Mexico for treatment to avoid costly 

medical expenses (Harrisson & Scarinci, 2007). Overall, the findings from this review 

reveal that Hispanic parents’ health beliefs and practices are complex and deeply rooted 

in cultural beliefs. However, the lack of cultural competence in the part of healthcare 

providers may be the most significant barriers Hispanic parents face when receiving 

education and receiving care for common childhood illnesses.  

 A strength of this review is the comprehensive search strategy and the systematic 

evaluation of the studies. However, some studies may have been missed due to 

publication bias and the inclusion of only studies written in English. Many of the findings 

in this population may have changed over the years as a result of the increased focus on 

preventative medicine and the accessibility of available information via the internet. 

However, the lack of studies conducted in this population over the past decade limits our 

understanding of the changes that may have occurred over time. It is also important to 
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note that the sample in most of the studies were primarily Mexican Americans, and the 

findings may be more of a reflection of Mexican American beliefs than other Hispanic 

ethnicities who are equally diverse and may have their own unique beliefs and practices. 

 Findings from this literature review support the need for more research in this 

area. Educational interventions provided in the ED and primary care have not historically 

incorporated cultural beliefs and practices (Young et al., 2010). However, recent studies 

have called for more research on the ethnocultural differences that drive parents to seek 

ED care for non-urgent illness (Shapiro & Fine, 2019).  Previous systematic reviews on 

fever interventions have found that understanding parental beliefs and providing one-on-

one education is most effective in improving knowledge and changing behaviors (Walsh 

& Edwards, 2006; Young et al., 2010). Research in which there is a good representation 

of different Hispanic nationalities and ethnicities is also needed. 

Conclusion 

 In summary, a better understanding of Hispanic health beliefs and practices in 

child illnesses is needed to provide quality care for a growing population of Hispanic 

children. Findings from this review reveal that care provided by Hispanic parents is 

complex and that both biomedical and folk spheres of treatment are engaged 

simultaneously. However, Hispanics face linguistic and cultural barriers to care and most 

do not feel comfortable discussing their folk beliefs with providers. Lack of provider 

understanding of Hispanic cultural beliefs could result in suboptimal care and a lost 

opportunity for partnership and education. Ultimately, a recognition of the need of 
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Hispanic parents to feel respected and engaged as they navigate a health care system that 

is a foreign culture to them is essential to providing compassionate, good quality care.  
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Records identified through database 
searching 
(n = 2435) 

Additional records identified through 
other sources 

(n =23) 

Records excluded 
(n=2015) 

n=1988 did not assess 

common child illness 
beliefs of Hispanic/Latino 
parents 
n=7 focused on adult 
illness only 
n=16 general health 
beliefs but no beliefs on 
common child illness 
n=4 interventional studies  

 
 
 
 
 
 
 

Records after duplicates removed 
(n = 2030) 

Records screened from review of 
abstracts 
(n = 15) 

# of records eligible  
(n=15) 

Studies included in synthesis 
(n =15) 

Figure 1: PRISMA Flow Diagram 
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Table 1: Characteristics and major findings of qualitative studies  
Author(s), 

Date 
Purpose of Study Approach Sample and Setting 

Measure and 
Evidence Grade* 

Main Findings 

Andrews et 
al., 2013 

To assess the sources of 
variability in local Hispanic 
family responses to 
childhood illness in a 
pluralistic health care 
setting where both 
biomedical and folk 
healing are available 

Ethnography 
 
Yakima County, 
Washington  

N = 36 Hispanic adults, 
primary caretakers; 
92% of mothers with 
young children, 83% first-
generation immigrants 
 
N=12 Biomedical 
healthcare staff; 
Pediatricians (N=3), 
General practitioners 
(N=2), Physician Assistants 
(N=3), Registered Nurse 
(N=1), Nurse Assistants 
(N=2), Medical Assistant 
(N=1) 

Semi-structured 
family interviews 
 
Grade: ++ 

Beliefs: 
● Diarrhea caused primarily by food that has gone bad, 

switching formula, or empacho, caida de la mollera, or 

susto 

Management: 
● If cause is folk illness, then folk cure is necessary. If 

cause is viral, then biomedical treatment is required.  

● Majority used folk healing methods or folk healers to 

treat diarrhea 

● Sobradores consulted for stomach problems 

● Curanderos consulted for broader skill set 

● Herbal teas such as manzanilla tea and rice water used 

● Biomedical treatment when symptoms worsened and 

when a child has a fever 

● Family members and skilled friends consulted first 

Colucciello & 
Woelfel, 
1998 

To examine the types of 
cultural health care 
provided by Mexican-
American mothers to their 
ill children at home, the 
extent of the child’s illness 
and the interval from the 
onset of illness to when 
the mother sought 
medical attention. 

Exploratory  
 
Ambulatory 
health care clinic 
in central 
Wisconsin 
 

N=10 Hispanic mothers; 
mean age = 32; average 
age of children = 8; mean 
number of children = 4  
 
 

Individual semi-
structured 
interviews 
 

Grade: + 

Beliefs: 
● Hot and cold imbalance 

● Internal well-being leads to external well-being 

Management: 
● Biomedical medicine primarily for antibiotics when folk 

healing is ineffective 

● For colds, Tylenol was used as most common 

treatment, followed by tea and Vicks vaporub. 

● For fever, Tylenol was used and bathing (tepid bath or 

lukewarm bath) to bring down the temperature 

● Used teas such as manzanilla tea and rice water for 

diarrhea 

● Maternal grandmothers as sources of health 

information 
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Author(s), 
Date 

Purpose of Study Approach Sample and Setting 
Measure and 

Evidence Grade* 
Main Findings 

Gordon, 
1994 

To describe some 
common Hispanic cultural 
health beliefs 
 

Mini-
ethnographic  
 
Adult school in a 
large 
metropolitan area 
 

N = 11 Hispanic women 
 
 

Semi-structured 
group interview 
 

Grade: + 

Management: 
● Based on perceived cause whether to proceed with 

home remedy or biomedical treatment  

● Herbal teas and cures for diarrhea and fever 

● For fever, Tylenol mixed with herbal tea 

● For fever, different bath practices and wrapping a child 

to keep warm 

● Home remedies made of ingredients commonly found 

in the home  

● Parents, family members, community as sources of 

health information 
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Grigg et al., 
2013 

To understand factors that 
influence Latino parents’ 
use of the ED for 
nonurgent health 
conditions including 
cultural attitudes and 
beliefs about seeking care 

Grounded theory 
 
Seattle Children’s 
Hospital 

N = 20, Spanish-speaking 
parents; 84% Mexican 
American females 
 
 

Focus groups 
 

Grade: + 

Management: 

● Accustomed to receiving “definitive” treatment in their 

home countries  

● Previous positive experiences with child illness made 

parents more comfortable caring for child at home 

● Reluctant to continue care when symptoms are not 

improving  

● Treated child’s symptoms at home prior to seeking care 

in ED 

● Tylenol given for fever  

● Herbal teas and cures used 

● Tried antibiotics bought from Mexico 

● Combined both biomedical treatment and folk healing 

for most illness 

● Believed clinics are for checkups and the ED is for acute 

illness 

● Family and friends living in country of origin as source 
of information 

 
 
 
 

Author(s), 
Date 

Purpose of Study Approach Sample and Setting 
Measure and 

Evidence Grade* 
Main Findings 

Harrison & 
Scarinci, 
2007 

To identify perceptions of 
Latino parents working in 
agricultural jobs in rural 
Alabama relating to child 
health needs, barriers to 
health care, parenting 
issues or concerns, and 
services needed to 
address child and family 
health needs.  

Methodology not 
reported 
 
Marshall County, 
Alabama 

N = 89 Latino parents (54 
mothers, 35 fathers); 
Mexico (72), Guatemala 
(14), Columbia (2), El 
Salvador (1); mean 
number of children = 3.2 
 
 

Focus group 
 

Grade: + 

Management: 
● Fear of criticism if home remedies discussed with 

doctors 

● Lack of confidence in health care providers 

● Used home remedies for cough and other child illness 

● Used curanderos 

● Bought medicines from Mexican stores 

● Brought children back to Mexico for treatment  

Mendelson, 
2003 

To describe the 
household-based health 
activities of a sample of 

Ethnography 
 

N = 13 Mexican American 
mothers; fluent English 

Individual semi-
structured 
interviews 

Management: 
● Used combination of home remedies and biomedical 

treatments 
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contemporary Mexican 
American mothers living in 
a southwestern city 

Large, 
southwestern city  
 

speakers; mean age = 38 ± 
SD 7.63 
 
 

 

Grade: ++ 

● For congestion and cold symptoms, applied vapor rub 

to chest and body 

● For stomach issues, drank soups and teas (peppermint, 

chamomile, and yerba buena) 

● Used OTC cough medications and antipyretics for cold 

symptoms 

● Biomedical treatment if symptoms were severe or did 

not improve after a few days 

● Mothers, grandmothers, in-laws as sources of health 

information 

Robledo et 
al., 1999 

To identify health 
perceptions and practices 
of Hispanic mothers 
related to the way they 
care for their children with 
respiratory illness 

Pilot study, 
Methodology not 
reported 
 
Large southern 
city 

N = 6, Hispanic mothers, 
Mexican origin; Age range: 
22 to 35; Number of 
children: 1 to 6; Age of 
children: 5 months to 6 
years 
 
 

Individual semi-
structured 
interviews 
 

Grade: + 

Beliefs: 
● Hot and cold theory 

● Viruses as a cause 

● Ojo de venado to prevent mal ojo 

Management:  
● Use of folk remedies dependent on age of child 

● Use health care providers initially  

● Use of OTC medications (Tylenol and cough 

medications) and home remedies 

● Seek HCP if symptoms persist  

● Home remedies include gordolobo tea, juice from 

water-boiled raisins, honey with lemon, oregano, and 

cumin tea 

*NICE Public Health Guidance (2012) 
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Table 2: Characteristics and major findings of quantitative studies  

Author(s), 
Date 

Purpose of Study 
Study 

Design/Setting 
Sample  

Measures and 
Evidence Grade* 

Findings 

Cohee et al., 
2010 

To explore knowledge 
and management of 
childhood fever among 
an ethnically diverse 
sample of parents and 
identify opportunities 
for educational 
interventions 
 

Cross-sectional  
Survey  
 
2 Urban hospital-
based pediatric 
clinics in Baltimore, 
Maryland 
 

N=487; Caucasian 
(125), African 
American (182), 
Latino (180); 
primarily mothers; 
mean age of 31 years 
10 months; mean 
number of children 
per parent = 2.2 
 
Latino parents: 
Mexico (54%), El 
Salvador (16%), 
Honduras (9%), 
Ecuador (6%), 
Guatemala (4%), 
Dominican Republic 
(3%) 

27-item 
investigator-
developed 
questionnaire 
 
Grade: Weak 

Beliefs: 

• Latinos were 1.9 times less likely than Caucasians to list a 
temperature in the fever range 

• Latinos were 36.9 times more likely than Caucasians to believe 
that temperatures could rise to greater than 110F 

• Latinos were 10 times more likely than Caucasians to describe 
themselves as very worried 

• Latinos were 2 times more likely than Caucasians to believe 
that fevers can cause death or brain damage 

Management: 
● 76% of Latinos reported owning a thermometer 

● Latinos less likely to check temperatures rectally 

● Latinos 10 times less likely to alternate antipyretics for fever 

Crocetti et 
al., 2009 

To explore knowledge 
and management of 
childhood fever among 
an exclusive sample of 
Latino parents, to 
evaluate factors 
associated with 
correctly identifying a 
temperature that is 
within a normal range 
and one that is a fever, 
and to assess 
opportunities for 
educational 
interventions 

Cross-sectional  
Survey 
 
Urban hospital-
based pediatric 
clinic in Baltimore, 
Maryland 

N=180 Latino 
parents; Mexico (56% 
fathers, 55% 
mothers), El Salvador 
(17% fathers, 16% 
mothers), Honduras 
(9% fathers, 9% 
mothers), Ecuador 
(6% fathers, 6% 
mothers), Guatemala 
(3% fathers, 4% 
mothers), Dominican 
Republic (4% fathers, 
3% mothers), Other 
(5% fathers, 7% 
mothers) 

27-item 
investigator-
developed 
questionnaire 
 
Grade: Weak 

Beliefs: 
● 90% were very worried about fever 
● 53% believe temperatures could rise to 110 F or higher 
●  96% believed that fever could cause at least 1 harmful effect 
● 58% believed that fever could cause brain damage or death; 

51% believed these could occur at temperatures less than 107F 
● 30% reported not knowing why fever could cause harm 
Management: 
● 76% reported owning a thermometer 
● 68% preferred axillary method of measurement 
● 67% reported checking every hour 
● 97% reported using antipyretic medicines 
● 73% used sponging 
● 44% used chamomile tea 
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Author(s), 
Date 

Purpose of Study 
Study 

Design/Setting 
Sample 

Measures and 
Evidence Grade* 

Findings 

Foronda & 
Waite, 2008 

To obtain knowledge 
of the health practices 
of Mexican American 
mothers for education 
of both health care 
providers and home 
caregivers  
 

Cross-sectional  
Survey 
 
Mexican-
populated church 
in Milwaukee, 
Wisconsin 

N = 47, Mexican 
American mothers; 
Maternal age range 
18 to 64  
 
 

20-item 
investigator-
developed survey 
 
Grade: Weak 

Management: 
● 85% used antipyretics to treat fever 

● 96% used some type of alternative therapy 

● 66% removed warm clothing 

● 91% reported not combining OTC with home remedies 

● 46% used home remedies from Mexico  

● 70% informed doctor or nurse of using alternative therapies 

● 36% used home remedies due to lack of money or health 
insurance 

Mikhail, 
1994 

To identify and 
describe the Hispanic 
mothers’ initial 
sources of advice and 
help with children’s 
illnesses, beliefs about 
etiology and 
seriousness, and 
practices for 
management.  

Cross-sectional, 
Mixed Methods 
Semi-structured 
individual 
interviews, survey 
with demographics 
and perceived 
ethnic identity 
scale 
 
Rural clinic, central 
California 

N = 100 Hispanic 
women; 81% born in 
Mexico, 17% were 
Mexican American 
born in U.S., 2% born 
in Central or South 
America; mean age = 
28.1 years ± 6.32 SD 

Investigator-
developed survey 
 
Grade: Weak 

Beliefs: 
● Hot and cold imbalance 

● Empacho as cause of diarrhea 

● Majority believed that fever, cough, and vomiting are serious 

illness 

● Believed fever can result in convulsions and can affect the 

brain and other organs 

● Cough considered serious as it could affect the chest and lungs 

● Perceived vomiting as serious due to dehydration  

Management: 
● Use of home remedies such as herbal teas 

● Tylenol and Aspirin for fever 

● Tried other treatments prior to seeking medical help 

● Obtained medications from Mexico 

● Combined OTC and home remedies for fever and diarrhea 

● Physicians and nurses (32%) 

● Relatives or friends (29%) 

Mothers, mother-in-law, grandmother (21%) 
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Pachter et 
al., 1998 

To describe the home-
based therapies and 
practices that parents 
from diverse 
ethnocultural 
backgrounds use to 
treat the common cold 
in their children  

Cross-sectional  
Survey 
 
Clinics, 
Connecticut 

N = 281 primary 
caretakers of Puerto 
Rican (108), African 
American (68), 
European American 
(85), and Indian 
Carribean (20) 
descent.  

Investigator-
developed survey 
 
Grade: Weak 

Management (Puerto Rican): 
● 65% Acetaminophen 

● Ibuprofen (26%) 

● Vapor rubs (20%) 

● Chicken soup (21%) 

● Lipton soup (11%) 

● Vitamins (8%) 

● Prayer (7%) 

Author(s), 
Date 

Purpose of Study 
Study 

Design/Setting 
Sample 

Measures and 
Evidence Grade* 

Findings 

Risser & 
Mazur, 1995 

To identify the types of 
home remedies used 
for common pediatric 
problems in a Hispanic 
population and to 
study traditional folk 
illnesses and their 
cures 

Cross-sectional 
Survey 
 
Pediatric clinic, 
Houston, Texas 
 

N = 51 first-
generation 
immigrants; Mexico 
(40), El Salvador (4), 
Colombia (1), 
Guatemala (1), 
Honduras (1), 
Nicaragua (1); 
Mothers (47), Fathers 
(2), Grandmothers (2) 
 
 

Investigator-
developed survey 
 
Grade: Weak 

Beliefs: 
● Hot and cold imbalance 

● Mal ojo caused by a person with “strong eyes”  

● Folk illness as cause of a variety of symptoms 

● Mal ojo preventable by touching head of child 

● Wearing Ojo de Venado (deer’s eye) 

● Biomedical providers more effective for non-folk illness 

● Biomedical cures as chemical 

● Folk cures as natural 

● Folk cures most effective in areas without a health care 

provider  

Management: 
● Used pharmaceuticals primarily for URI and fever 

● Used herbs in conjunction with pharmaceuticals 

● Use of curanderos 

● Used folk medicine if biomedical provider does not prescribe 

medicine 

Caida de Mollera treatments meant to realign the fontanelle 
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Schwartz et 
al., 1997 

To examine the extent 
to which Mexican 
immigrant mothers in 
California use 
household 
thermometers when 
fever is suspected and 
describe the methods 
that are used to 
determine fever by 
those mothers who do 
not use thermometers  
 
 

 Cross-sectional 
survey 
 
San Diego county 

N = 688 mothers of 
Mexican descent; 
Children age 8 
months to 16 months 

76-item 
investigator-
developed open 
and closed-ended 
questions 
 
Grade: Weak 

Beliefs: 
● Mothers who had never used a thermometer relied on visual 

signs of fever such as a red face, watery or red eyes, sadness 

and tiredness 

● Behavioral changes included not eating, sleeping more or less 

than usual, crying or irritated or sad 

Management: 
● 35.3% used thermometer to determine fever 

● 65% relied primarily or exclusively on touch or visual 

observation to determine fever  

● 40% never used a thermometer 

Author(s), 
Date 

Purpose of Study 
Study 
Design/Setting 

Sample  
Measures and 
Evidence Grade* 

Findings 

Taveras et 
al., 2004 

To examine childhood 
fever beliefs and 
practices in a 
multiethnic, 
multiracial, and 
socioeconomically 
diverse sample  

Cross-sectional 
survey 
 
Urban hospital 
clinic, urban 
neighborhood 
center, and 
suburban private 
practice 
 

Total N = 274 
Latino parents 
(N=124), AA (N=42), 
White (N=69), other 
(N=39); Latinos 
predominantly  
 
 

40-item 
investigator-
developed open-
ended and yes/no 
questions 
 
Grade: Weak 

Beliefs: 
● Only 42% of parents knew the correct temperature for fever; 

no differences between racial/ethnic groups 

● Latino parents 3 times more likely to believe that childhood 

fever is caused by Latino folk illness compared to non-Latino 

parents 

● Foreign-born Latinos were twice as likely to believe that any 

Latino folk illness cause childhood fever 

Management: 

● Latinos (55%) more likely to take their children to the ED for 

fever than whites 

● Mean of 7 times Latino children visited the ED in the previous 

year 

● 10% of Latino parents would not seek medical care for a 3-

week old with fever 

● Latino parents more often use rubbing alcohol and Vaporub 

compared with white parents 

 

*Effective Public Health Practice Project (20
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Interview Guide 

Introduction Checklist: 
 Introduce the purpose of the study (i.e. “We want to understand how Latino parents think 
about fever.”) 
 Inform that the interview will be recorded with an audio recorder and that they may stop the 
recording at any time.  
 Inform that notes may be taken during the interview to make sure the interviewer 
understands  
 Inform that the study will not affect the care they receive in the clinic.  
 If using an interpreter, orient the participant to the role of the interpreter. 

 

Grand Tour: Can you tell me what happens when your child gets sick? 

 

Mini Tour: (Suggested probes in italics; more probes may be asked) 

1. What have you heard about fever in children? 

• What does it mean to you when your child has fever? 

• What are the different names for fever in your language? 

 

2. What have you heard about what causes fever in children? 

• Some people say that folk illness causes fever, what do you think about that? 

• Some people say they learned about fever from their family, who did you learn from?  

 

3. What have you heard about how to know when a child has fever? 

• Some people use a thermometer, what do you think about that? 

• How do you interpret the numbers on the thermometer? 

• Some people use touch, what do you think about that? 

 

4. What have you heard about how to treat fever? 

• Some people say they use folk cures or folk medicine, what do you think about that? 

• How do you get your information about how to treat fever? 

• Some people use medicine from (country of origin), what do you think about that? 

• Have you ever heard of azarcon or greta for fever? What do you think about that? 

• Some people say they’ve taken their kids to Mexico, what do you think about that? 

• Some people use herbal remedies, what do you think about that? 

 

5. What have you heard about getting help for a child with fever? 

• Some people say they talk to their mothers/grandmothers, what do you think about that? 

• Some people say they’ve taken their child to a folk healer, what do you think about that? 

• Some people take their child to the emergency room, what do you think about that? 

 

6. What have you heard about where to get information about fever? 

 

7. What have you heard about this clinic and what made you decide to come here? 

• When you come here for fever, what do you expect? 

 

 

*Always ask if there is anything else that we missed or anything that they want to talk about* 
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Demographic Survey 

Please answer the following questions. Mark your answer by filling in the appropriate circle. 

Date: ___/___/___ 

1. What is your age? _____________ 

2. What is your gender?      ⃝ Male              ⃝ Female                ⃝ Other 

3. What is your relationship to the child?          ⃝ Father             ⃝ Mother          

    ⃝ Other:_________________ 

4. Where were you born? __________________________________ 

5. How long have you been in the United States? ___________________ 

6. What ethnicity do you call yourself? __________________________________ 

7. What language do you speak at home?  

    ⃝ English only                 ⃝ Spanish only      ⃝ English and Spanish           

    ⃝ Other: ____________________ 

8. How long did you go to school? ____________ 

    ⃝ Elementary      ⃝ High School      ⃝ College     ⃝ Graduate School 

9. How many children do you have? ________________ 

10. How old are your children? ___________________________________ 

11. How many generations have your family been in the United States?_____________ 

12. How many adults (greater than 18 years old) live in your home besides you? ________ 

13. Do you live with grandparents?      ⃝ Yes     ⃝ No 

-------------------------------------- Please Return to Interviewer ------------------------------------------- 

 

 

 

 

 

 

FOR INTERVIEWER ONLY 

Completed by: 

    ⃝ Participant on paper 

        ⃝ With assistance 

    ⃝ Interviewer (P.I.) in person 
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Attribute N % Mean 

Age 

20-30 

30-40 

>40 

 

7 

10 

4 

 

33 

48 

19 

33 

Gender 

Female 

Male 

 

19 

2 

 

90 

10 

 

Place of Birth 

United States 

Mexico 

Honduras 

El Salvador 

Did not disclose 

 

8 

6 

2 

1 

4 

 

38 

29 

10 

0.5 

19 

 

Years in the U.S 

<5 

5-10 

10-15 

15-20 

20-30 

>30 

Did not disclose 

 

4 

1 

2 

3 

6 

4 

1 

 

19 

0.5 

10 

15 

29 

19 

0.5 

18.8 

Number of Generations in 

the U.S. 

1 

2 

3 

Did not disclose 

 

 

10 

4 

2 

5 

 

 

48 

19 

10 

24 

1.5 

Language 

Spanish only 

English and Spanish 

 

7 

14 

 

33 

67 

 

Education 

Elementary 

High School 

College 

Did not disclose 

 

2 

13 

5 

1 

 

10 

62 

24 

0.5 

 

Number of Children 

1-2 

3-5 

>5 

 

8 

12 

1 

 

53 

57 

0.5 

3 

Table 2. Demographic Summary of Participants 
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