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Abstract

Providing safe and high-quality health care for children whose parents have limited English proficiency (LEP)
remains challenging. Reports of parent perspectives on navigating language discordance in health care are limited.
We analyzed portions of 48 interviews focused on language barriers from 2 qualitative interview studies of the
pediatric health care experiences of LEP Latina mothers in 2 urban US cities. We found mothers experienced
frustration with health care and reported suboptimal accommodation for language barriers. Six themes emerged
relevant to health care across settings: the “battle” of managing language barriers, preference for bilingual providers,
negative bias toward interpreted encounters, “getting by” with limited language skills, fear of being a burden, and
stigma and discrimination experienced by LEP families. Parents’ insights highlight reasons why effective language
accommodation in health care remains challenging. Partnering with families to address the management of language

barriers is needed to improve health care quality and safety for LEP patients and families.
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Latinos are the largest minority population in the United
States and comprise the majority of the 25 million peo-
ple in the United States with limited English proficiency
(LEP).'? Latino children experience disparities in the
access to and quality and safety of medical care.” Even
greater health care disparities are experienced by Latino
children in LEP families. Compared with Latino chil-
dren with English-proficient parents, Latino children
with LEP parents are less likely to have a medical home
or timely medical care, more likely to have nonurgent
ED visits and compromised medication safety, and their
parents report worse communication with providers and
greater dissatisfaction with health care.”"'! Health care
quality and outcomes improve for LEP patients and fam-
ilies, however, when professional interpreters are used
or language-concordant providers are available.'*"
Unfortunately, LEP patients and families often do not
receive appropriate language services.'"'*!?

Based on Title VI of the Civil Rights Act, LEP patients
and families must have meaningful access to language
services.'® The National Standards for Culturally and
Linguistically Appropriate Services in Health Care
(CLAS standards) issued by the US Department of
Health and Human Services provide guidance on Title VI
compliance.'” Appropriate accommodations for LEP
patients during health care encounters include use of

language-concordant providers with sufficient target lan-
guage proficiency and/or certified, professional inter-
preters.”” CLAS standards have been operationalized
into the Joint Commission accreditation process, but
many hospitals do not meet them, even though this poses
a risk to their accreditation.'®"® Optimally meeting the
language needs of LEP patients and families remains
challenging; the supply of bilingual physicians is low
compared to the LEP patient population, and profes-
sional interpretation can present logistical and financial
barriers for clinics and health systems.'""'*2*%

To our knowledge, there is limited information on
parent perspectives on the management of language barriers
in health care. Understanding LEP parents’ perspectives on
management of language barriers is necessary to increase
use of appropriate and family-centered language
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services and reduce persistent health care disparities due
to language. This study aims to describe the perspectives
of LEP Latina mothers on their experiences with lan-
guage services in pediatric health care to inform the
development of more patient- and family-centered lan-
guage services.

Methods
Study Design and Population

This study is a secondary data analysis of collated data
from 2 semistructured Spanish-language interview stud-
ies conducted in urban settings with immigrant Latina
mothers. Both studies included mothers of children with
access to and use of pediatric primary care in the past
year to focus on the experience of using care. Language
barriers emerged as a prominent theme from both stud-
ies. Similarities in participant experiences and demo-
graphics in the 2 study populations facilitated conducting
an in-depth analysis of this theme of language barriers in
health care among urban Latina mothers.

The first study (n = 38) was conducted from September
through December 2009 in the predominantly Latino com-
munity of Southwest Detroit, Michigan, in partnership
with a local federally qualified community health center,
The Community Health and Social Services (CHASS)
Center.” Participants completed 1 semistructured inter-
view about their pediatric health care experiences. The
second study (n = 10) was conducted from October 2011
through July 2012 in Baltimore, Maryland, at an outpa-
tient, general pediatrics practice serving predominantly
immigrant Latino families.** Participants were family-
member participants in the clinic’s inaugural year of the
Latino Family Advisory Board (LFAB). Participants com-
pleted a total of 2 interviews to better understand their
experiences as board members. A section of each inter-
view was dedicated to exploring their pediatric health care
experiences, more generally and were used in this study.
Inclusion criteria did not require mothers to have LEP for
either study. We used the US Census Bureau question
“How well do you speak English?” to ascertain LEP status
based on a response of speaking English less than very
well.” All mothers except for one (Detroit study) had LEP.
That mother still reported preferring Spanish for health
care encounters, and her responses still reflected facing
language barriers and so, as with the original analysis, the
corresponding interview was retained.

Data Collection and Analysis

In both studies, the majority of interviews were con-
ducted in the participants’ homes by a bilingual, bicul-
tural experienced Latina interviewer with community

knowledge. A minority of interviews in Detroit were
conducted at the health center based on participant pref-
erence. Interviews lasted between 25 and 90 minutes.
Participants signed informed consent after the consent
form was orally read to them and received $25 for their
participation. This study was approved by the institu-
tional review boards at the University of Michigan,
CHASS, and Johns Hopkins Medicine.

Interviews were digitally audio-recorded and tran-
scribed verbatim into Spanish, for both studies, and then
translated into English using a commercial transcription
and translation services company. Names of people and
places were assigned a pseudonym. The principal inves-
tigator for both studies (LRD) worked with bilingual
and bicultural study staff at both sites to refine transla-
tions to better reflect meanings as understood by Spanish
speakers in the study communities. Final interview tran-
scripts included Spanish and English text to allow for
data coding and analysis by study team members not
proficient in Spanish and coding of interviews in the
original language by those proficient in Spanish.
Participants in both studies had opportunities to provide
feedback on original study findings and interpretations.
In Detroit, 2 study participants contributed to the data
analysis through periodic meetings, and CHASS staff
provided feedback on study findings and interpretation.
In Baltimore, LFAB participants provided feedback on
study findings and interpretation periodically during
board meetings the year following study completion.

We extracted Spanish and corresponding English-
language text segments from the original coding of both
studies for inclusion in this study. Extracted text seg-
ments included those coded under themes of communi-
cation, language barriers, interpretation, English
language proficiency, and discrimination; the coding
structure was similar for each of the 2 original studies.
We included the discrimination code as these experi-
ences consistently related to discrimination based on
language. A total of 281 unique text segments were
extracted from the Detroit-based study, and 75 unique
text segments were extracted from the Baltimore-based
study.

After data extraction, all codes from the original
studies were removed. The coding team (LRD, ES,
DVA) then reviewed the extracted transcripts to identify
preliminary themes. The research team developed a
codebook based on these themes (eg, physician Spanish-
language proficiency, interpreter access, ease of com-
munication). An iterative consensus process determined
that codes were clearly defined and could be consis-
tently applied by all team members. During initial devel-
opment and application of the codebook, 2 study team
members, who would serve as primary coders, coded 6
transcripts (LRD, ES). All remaining transcripts were
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Table I. Characteristics of Sample Mothers (n = 48) and Their Children.

Maternal age (years), mean
Country of origin—Mexico (%)
Length of stay in the United States (years), mean
Maternal education
6th grade or less (%)
Greater than 6th grade to some high school (%)
High school graduate or more (%)
Annual household income
<$20000 (%)
Mother lives with husband/partner (%)
Mother’s health status fair/poor (%)
Mean number of children
Age of children (years), mean
US-born children (%)
Children’s health insurance status
Medicaid (%)
Uninsured (%)
Children’s health status fair/poor (%)

32.5 (range = 20-44)
73
9.5 (range = 2-21)

40
30
30

8l
79
23
2.6 (range = 1-6)
6.6 (range = 2 months to 21| years)
8l

8l
19
8

coded by 2 coders, with at least 1 of the 2 primary coders
coding each transcript. Rather than employing a mea-
sure of intercoder reliability, we used previously estab-
lished methods for addressing differences in coding due
to multiple coders by addressing all coding discrepan-
cies and reconciling them through discussion and
consensus.”**’

We used Atlas.ti V5.7.1 to apply codes to the tran-
scripts and to organize text segments and relevant quotes
abstracted during analysis.

Results

Interview data from 48 participants were included in this
study. Most of the mothers were of Mexican descent and
had 2 or 3 children, the majority of whom were US-born.
Table 1 displays additional respondent characteristics.
There only notable difference in demographic character-
istics by study site was country of origin. In the Detroit
study, 95% of mothers were of Mexican-origin, while
50% of the Baltimore study participants were of
Mexican-origin. Non-Mexican-origin participants were
from varied Latin countries in Central and South
America and the Caribbean. Participants described
receiving pediatric care at primary care practices, urgent
care practices, the emergency room, and navigating
referrals to specialty care or other child health services
such as dental care or developmental services.

The majority of participants discussed their primary
care experiences more positively than experiences in
other health care settings. In general, participants
reported more negative experiences overcoming lan-
guage barriers in specialty care, emergency care, and

other child health services. The majority of respondents
identified that they had a primary care clinic for their
child, but also commonly discussed seeking urgent/
emergent care for acute illnesses. Increased satisfaction
with primary care compared with other health care was
related to both better accommodation of language needs
by primary care providers and more familiarity with the
system of care in primary care on the part of parents.
Specialty and emergency care were fraught with diffi-
culties for mothers. They reported less access to lan-
guage services, which then magnified the challenges
they faced navigating unfamiliar health care settings.
While some mothers had access to bilingual providers in
primary care, most mothers did not report having bilin-
gual specialty or emergency department providers.

Though mothers reported on experiences in varied
health care settings, 6 themes emerged relevant to pedi-
atric care across settings: the “battle” of managing lan-
guage barriers, preference for bilingual providers,
negative bias toward interpreted encounters, “getting
by” with limited language skills, fear of being a burden,
and stigma and discrimination due to language barriers.
These themes were reflected in the choices mothers
made in managing language barriers, reflected known
limitations in the health care system for appropriately
addressing language barriers, and the larger social con-
text of language barriers.

The “Battle” of Managing Language Barriers

Many mothers characterized their health care encoun-
ters as a “batalla” [battle]. Some mothers used that exact
term, while others described similar experiences, but did
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not apply the same language. When characterizing their
experiences as a “battle,” participants were more often
describing health care in non—primary care settings.
Many mothers reported more consistent access to lan-
guage accommodation either via bilingual provider or
interpretation in primary care (Quote 1; see Table 2).
Most mothers, however, reported a staff member, like a
nurse, frequently served as an interpreter. When discuss-
ing non—primary health care, mothers also described
“battling” to bring an interpreter and to make appoint-
ments (Quote 2).

However, not all mothers had favorable primary care
experiences. One mother stated, “It was a battle to say
anything. . .. I couldn’t ask why they had to get so many
vaccines or why not. I battled for so long.” Other moth-
ers described the need to switch primary care providers
to maintain access to bilingual providers.

Preference for Bilingual Providers

Mothers also had a strong preference for bilingual pro-
viders compared with interpreted encounters. Mothers
stated that access to bilingual providers eased communi-
cation, improved understanding, and strengthened rap-
port (Quotes 3 and 4). Some made sacrifices with regard
to distance traveled to the clinic, or dealing with long
wait times to be seen for visits, to attend clinics with
bilingual providers. As one mother put it, “There’s noth-
ing like asking in your own language.” A few mothers
reported a specific desire for ethnically concordant pro-
viders, though this was less of a priority than a Spanish-
speaking provider. One mother said, “If he is Latino,
that would be a lot better.”

Negative Bias Toward Interpreted Encounters

Mothers’ discussion of their desire for bilingual provid-
ers was closely intertwined with their opinions about
interpreted encounters. When bilingual providers were
not available, mothers more commonly described using
their own or a family members’ limited English-language
skills or a doctor communicating using limited Spanish-
language skills than interpreted encounters. Most moth-
ers who discussed interpreted encounters reported use of
nurses or other staff members serving as interpreters.
Mothers reported health care encounters with interpret-
ers could be of poor quality and could lack open com-
munication (Quotes 5-7). One mother stated, “Oh, the
information can be misinterpreted. You can’t understand
... what he’s recommending . . . and not being able to
ask questions . . . so you can understand what’s going
on.” Mothers often described these situations as if their
trust was being betrayed and the doctor-patient relation-
ship was being undermined (Quotes 8 and 9).

Mothers expressed these expectations of interpreted
encounters whether or not they had actually worked
with interpreters. This mother described her fears about
interpreted encounters, but admitted she had not actually
experienced a negative encounter: “I wouldn’t really
know what they were saying . . . [but] no, it has not hap-
pened to me.” Among mothers with interpreter experi-
ence, their biases seemed to relate to prevalent experiences
with poorly interpreted encounters and lack of consistent
availability of staff providing interpretation. Additionally,
they described feelings of time pressures during office
visits in which an interpreter was used. Lack of interpreter
availability or poor experiences with interpreters pro-
vided by the health system led some mothers to pay an
English-speaking community member to come with them
to health care visits and translate for them. However, this
solution was also often suboptimal, as some mothers
reported poor-quality interpretations with these commu-
nity members and significant cost burden (Quote 10).

“Getting By” With Limited Language Skills

In addition to difficulties with interpreted encounters,
mothers also frequently described situations of provid-
ers “getting by” on limited language skills (Quotes
11-13). However, mothers did not always identify it as
problematic. For example, one mother recounted, “No, |
may not understand her too well . . . she can’t speak
Spanish too well, but she tries to explain . . . and if you
understand fine and if not, no . . . I don’t see anything
wrong with her, I mean she’s fine.” One participant cited
an experience where a doctor “would get so nervous that
she would speak to me in Italian. . . . And [ didn’t want to
make her feel bad. . . . Because, she was very nice.” Other
mothers did perceive problems with “getting by” and
either had experienced adverse consequences from get-
ting by or recognized the potential for them. As one
mother said, “So, it is better to have an interpreter instead
of trying to speak a little bit in Spanish and a little bit in
English.” Another mother surmised that “getting by”
could lead to misunderstanding about medications (Quote
14). Finally, one mother who had been “getting by” with
a specialty care physician described an especially prob-
lematic situation when suboptimal communication had
resulted in lack of knowledge about the surgical proce-
dure to be performed that was only clarified on the day of
surgery (Quote 15). Participants expressed willingness to
accept “getting by” because of lack of access to certified
interpreters and bilingual providers.

Fear of Being a Burden

Participants also frequently described settling for “get-
ting by” due to fears of being a burden or being singled
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Table 2. Participant Experiences.

Theme |I: The “battle” of Managing Language Barriers

Mothers described frustration obtaining care and communicating during encounters due to language barriers and commonly
employed the term “battle” to describe their experiences.

Quote |

Te digo, donde son los problemas a veces es en el hospital, que, que batalla uno por, de hecho pues tienes que llevar un intérprete. . . .
Ya en un problema grave pues si en el hospital porque ahi tienes, es raro que haiga alguien que hable, casi nadie habla espafiol, o sea.

I will tell you, usually, you will find problems at the hospital, that, you battle for, the fact that you have to bring an interpreter. . . .
The bigger problem is in the hospital because you have, you hardly ever find someone, | mean, that can speak Spanish.

Quote 2

Pero lo que estoy batallando por la cita de mi hija porque, la recepcionista no hablan espafiol y hay, no me dicen. . . . Me dicen,
espérame voy a ir a hablar a tal linea para . . . ver si hay alguien que hable espafiol. Y acd no, no mds dicen que no, y que no, y que
hable tal dia, y no, no. Ya tengo toda la semana pasada que traté de . . . hacerle la cita a la nifia y ya el lunes va a ser . . . no sé como
lo hago.

But what | am battling with is the appointment for my child because the receptionist doesn’t speak Spanish, and they don’t tell
me. . .. They ask me to wait while they try to find someone who can speak Spanish, and over here they just tell me no, and
no, and call back such day. | tried all last week to . . . make that appointment for her, and it’s going to be Monday. . . . | don’t
know how I do it.

Theme 2: Preference for Bilingual Providers

Mothers frequently described a strong preference for bilingual providers because it facilitated communication and improved
understanding.

Quote 3

Si, nos entendemos mejor de doctor a persona que de intérprete a persona, porque a veces cuando Ud. necesita que alguien diga algo,
no lo dice como lo que Ud. siente, un doctor a lo mejor si te lo va a entender como lo que tu le estds diciendo.

We understand each other better from person to doctor, than from person to interpreter, because sometimes when you
say something you need, they don’t say it like | would say it, and the doctor would probably understand better how you are
saying it.

Quote 4

El doctor creo que te . . . te explica, te dice mejor la... te habla mejor que cuando te estan traduciendo . . .

| think the doctor . . . explains better and tells you better than when someone is translated . . .

Theme 3: Negative Bias Toward Interpreted Encounters

Mothers were negatively biased toward interpreters even if they had not experienced an interaction with poor quality
interpretation.

Quote 5

Hazte cuenta que a veces también es que yo le digo una cosa a ella y ella lo dice de otra, o sea como que no, o que no le entienden

| realized that sometimes | say something to her, and then she would say something else. It is like they don’t understand you.

Quote 6

Porque el doctor hablaba con ella, y le . . . duraba el rato platicando y a mi me decia cualquier dos, tres cosas, no, no le dijo no mds eso

Because the doctor would talk to her . . . for a long time, and she would only tell me two or three things, and she would say
that was the only thing he said . . .

Quote 7

Oh, que a veces no le dicen todo, pienso yo. Para acortarlo pues a veces mds.

Oh, | think that sometimes they don’t tell him everything. To make it shorter sometimes.

Quote 8

[La interprete] no me traducia bien . . . [la interprete] me decia dos o tres cosas, y el doctor hablaba mucho rato con ella, y no me, eso
no me gustaba.

[The interpreter] wouldn’t translate right . . . [The interpreter] would tell me two or three things, but the doctor would talk
to her for a long time, and | didn’t like that.

Quote 9

Lo podria decir directamente sin alguien que intervenga y que a lo mejor no entiende lo que tu estds preguntando o . . . o lo traduce de
diferente manera, no sé, o sea, el hecho de que esté una persona en medio si afecta.

| would be able to speak directly with him without having someone to intervene or that can’t understand what you are asking
them or . .. or will interpret a different way, | don’t know, | guess, the fact that someone is in the middle, it affects you.

Quote 10

Yo decia, yo la llevo [la interprete de la comunidad] para que le explique mejor y a fin de cuentas medio le decia [al doctor] lo que yo le
decia, entonces dije no, pues no. O sea realmente para llevar un intérprete, digo, pues . . .

(continued)
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Table 2. (continued)

| keep thinking, | bring her here so [the paid community member interpreter] can explain it better but she barely said to [the
doctor] what | said. | say well in reality why take an interpreter . . .

Theme 4: Getting By

Many mothers reported Spanish-speaking providers, but with further elaboration described that the providers were actually
“getting by” with minimal Spanish skills.

Quote 11

Yo le dije a la doctora que le hacian falta, a sefias, a no sefias yo le dije que le hacian falta sus vacunas.

| told the lady doctor that she needed some [immunizations], by hand gestures.

Quote 12

El no habla espariol y yo no hablo inglés, pero si lo entiendo.

He doesn’t speak Spanish and | don’t speak English, but | do understand him.

Quote 3

Siempre mds o menos le entendi.

| always understood more or less.

Quote 14

No puedes entender . . . a lo mejor la recomendacion que se estd dando . . . o a lo mejor hasta el medicamento, como debe de dadrselo,
bueno viene la instruccion en la medicina pero . . .

You can’t understand . . . at best what he’s recommending . . . or even the medication, how to administer it, | know the
instructions are listed on the medicine but . . .

Quote 15

Entonces cuando . . . lo iban a operar, que fue el dia de la operacion, una persona que hablaba espariol, ella nos dijo si, ya ves que tiene
uno que firmar de lo que le van a hacer ese dia, y me dijo le van a quitar anestesia y le van a poner los tubos en los oidos, y le dije yo,
a mi no me dijeron nada de tubos, y ella se quedé asi como, cémo no iban a saber, jverdad? . .. Ya estaba todo listo para la operacion,
pero yo nunca he sabido realmente por qué se los pusieron, ni. .. o sea no me explicaron.

And so . . . when they were going to operate him, on the day of the operation, a Spanish speaking person, asked if we knew,
you know that you have sign before the procedure, and she said they were done with the anesthesia and now they are going
to insert the tubes inside his ears, and | said, no one said anything about tubes, and she just stood there, how could she not
know, right? Everything was ready for the operation, but | really never knew the reasons why they had to put them, and . . .
in, in other words, they never explained it.

Theme 5: Fear of Being a Burden

Patients frequently settle for suboptimal language services due to fear of being a burden or bother.

Quote 16

Pero con ella puedes . . . a que . . . te diga . . . jcomo te diré? O sea que no estés molestando a otra persona, jsi me entiendes? A que
ella te lo diga directamente.

But with her [bilingual provider] you can—she can tell you. . .. How can | tell you? You are not bothering other people, do
you understand? Instead she can tell you directly.
Quote 17

Pos, cuando uno ve que si es que, cuando tiene una inquietud preguntarle, uno no sabe, pues como yo no sé decirlo, preguntarle algo—
algo asi. Le busca una intérprete pero uno sabe que ellas estdn ocupadas, pues su trabajo es otro y no . . .

Well, when | have a question, | don’t know, | don’t know how to say it—to ask about something or something like that. [The
doctor] looks for an interpreter, but we know they are busy and that that is not their job . . .

Quote 18

Cuando voy sin cita, que no me toca el doctor que, habla espafiol. Ya no lo menciono lo que, pos si me quedé con la duda.

Yes, whenever | go without an appointment, and | don’t get the doctor that speaks Spanish. | don’t mention to him the
questions that | had anymore and well | remain with doubts.

Theme 6é: Stigma and Discrimination Due to Language Barriers

Mothers described episodes of discrimination or perceived racism that they attributed to their language and ethnicity.

Quote 19

Yo sé que son de aqui y yo no soy de aqui, pero no quiere decir que porque ellos son de aqui van a atender a sus hijos primero, no se
trata asi.

| know these people are Americans and I’'m not from here, but that doesn’t mean that because they’re from here their children
should be seen first. That’s wrong.

Quote 20

Tal vez con la gente latina porque [el médico] no se me acerco mucho ni nada.

Maybe [the doctor] only acts that way with Hispanics because he didn’t come near me or anything like that.
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out because of their language need (Quote 16). One
mother stated, “I understand a little, but not that much .
.. [but] I don’t want to cause any trouble.” Common
across many mothers were reports of not asking for clar-
ification or bring up questions due to the perception it
was burdensome. Mothers expressed concern about ask-
ing questions since they already felt that they had bur-
dened providers with their language need that made
communication more difficult or required the services of
an interpreter (Quotes 17 and 18).

Stigma and Discrimination Due to Language
Barriers

The desire to not be a burden, the negative bias toward
interpreters, and the tolerance of “getting by” commonly
were interwoven within discussions of stigma and dis-
crimination due to language barriers. Mothers described
several instances of humiliation and discrimination due
to their language barriers (Quotes 19 and 20). One
mother stated, “Honestly, I sort of have seen that there is
a lot of racism at the hospitals.” She goes on to say,
“Sometimes they don’t want to understand you because
you are Hispanic.” Another mother stated, “They humil-

iate you. . . . I feel they discriminate because they speak
English.”
Discussion

Across pediatric health care settings in 2 urban areas,
LEP Latina mothers experienced frustration with their
health care experiences and reported suboptimal accom-
modation for language barriers. While mothers described
some health care experiences that met their needs, this
was not the norm. Mothers described managing lan-
guage barriers and navigating the health care system as
a “battle.” Their vivid descriptions of how frustrating
the health care system could be underscore the great
need to improve the care that the US health care system
provides to LEP populations. Improving the health care
quality, safety, and patient experience for LEP Latino
populations requires improvements to language ser-
vices, informed by a better understanding of the patient
experiences of LEP Latino patients and families. The
findings from this study highlight the complex web of
health system, provider, and patient-level barriers to
equitable care for LEP populations.

Mothers’ preferences for a bilingual provider demon-
strate that appropriate language accommodation can
result in improved patient experiences. Adequate lan-
guage services have been associated with improved
communication and patient experience, better health
care outcomes, safer care, and more efficient resource

utilization.""**® Unfortunately, the physician work-
force does not match the diversity of patients in the US
health care system.”’ In fact, in the past 30 years, there
has been a decline in the number of Latino physicians.*’
Latino physicians are more likely than non-Latino phy-
sicians to have adequate Spanish-language skills for
health care communication, and may also share a cul-
tural background with LEP Latino patients, potentially
further enhancing the health care experience.”’
Increasing the number of Latino physicians is critically
important to better meeting LEP Latino patients’ needs.

In addition to programs that target increasing the
number of bilingual Latino health care providers, care
for LEP patients could also be improved by access to
Spanish-speaking physicians, regardless of ethnic back-
ground. Mothers in this study did not indicate a clear
priority for an ethnically concordant provider, but did
strongly prefer a Spanish-speaking physician. Though
research is limited, studies have not found a clear asso-
ciation between parent/provider ethnic concordance and
improved pediatric primary care quality.***' Nonnative
Spanish speakers who wish to use their language skills
during health care encounters, however, must have ade-
quate proficiency. Language proficiency assessments of
providers who wish to use their non-English language
skills for health care communication are uncommon,
and determining the threshold for adequate proficiency
for safe and effective communication is challenging.’***
Additionally, among providers who do not meet stan-
dards for adequate proficiency, there is limited informa-
tion on how health systems ensure interpreter use and
how those providers can gain language skills to meet
proficiency standards. Addressing the health care pro-
vider language gap may require comprehensive solu-
tions, including providing additional incentives to
providers who have adequate language skills and boost-
ing language skills of those providers with intermediate
proficiency.”® Robust training programs for those medi-
cal providers who have intermediate foreign language
skills may be an important way to increase the linguistic
capacity of the health care workforce.****

Despite efforts to improve cultural competency and
access to interpreters, “getting by’ on limited language
skills by both the patients and the providers remains per-
vasive.">*>* Our findings shed new light on why “get-
ting by” remains so common and indicate that there is no
quick, simple solution to avoid its occurrence in health
care encounters. Mothers were inclined to “get by” even
though it was not ideal. “Getting by” was appealing to
mothers for many reasons. They believed it was more
efficient and polite, it did not increase the burden on pro-
viders, and they perceived less stigma and discrimina-
tion if they were able to “get by.” The potential patient
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desire to “get-by” has implications for the way language
services are offered to LEP patients and indicates that
encouraging providers to avoid “getting by” may not be
sufficient. Through research and quality improvement
processes we need to explore how best to initiate use of
interpreters. Patients may decline an interpreter if
offered, but if one were present as a default, it is not
known how patients may respond or if this would
improve health care safety and quality.

Decreasing “getting-by” through use of interpreters
requires addressing patient and family distrust of inter-
preted encounters. Mothers in our study had significant
negative bias toward interpreted encounters, even if they
had not ever used an interpreter during a health care
encounter. This underscores the critical need to improve
the patient and family member-interpreter relationship.
Trust in the interpreter’s ability to translate information
correctly has been shown to increase interpreter use
among providers, but the concordance between provider
trust in the interpreter and patient trust of the interpreter
is unclear."* In our study, we had limited information
on the type of interpreter used and providers’ assess-
ments of the interpreter. Thus, we cannot assess what
factors may have improved the patient/family experi-
ence with interpreted encounters among participants or
whether participants’ lack of trust in interpreted encoun-
ters is based on only poor-quality interpretation
experiences.

In addition increasing the frequency of interpreter
use and improving the patient experience during inter-
preted encounters, we must also address the discrimina-
tion and stigma felt by LEP Latino patients and their
families. There is evidence that perceived discrimina-
tion in health care among Latinos is associated with
lower health care satisfaction and poor patient-provider
communication, but the prevalence of this stigma is
unclear.”’** Some prior research has found that foreign-
born, Spanish-speaking Latinos are less likely to report
discrimination in health care than nonimmigrants or
English-speakers, but another study including immi-
grant Latino parents found they did perceive discrimina-
tion in the care of their child.”’* Since feelings of
discrimination and stigma were frequently discussed
among participants, more information is needed about
perceived discrimination and health care quality among
Latinos.

This study has certain limitations. First, we inter-
viewed a small sample of Spanish-speaking only LEP
mothers in urban communities, so our findings may not
reflect the experiences of other LEP Latina mothers in
the United States. Second, we only interviewed Latina
mothers, so our findings may not reflect experiences of
other LEP populations, though LEP populations speaking

other languages report similar experiences.*”*' Third,
descriptions of some interpreted encounters involved
presumed ‘“ad hoc” interpreters (family members,
friends, staff not trained in interpretation). The limited
experience of participants with professional interpreters
may have increased their negative bias toward inter-
preted encounters, but also highlights the undersupply
and underuse of professional interpreters. Finally, the
interview-based nature of this study may result in a neg-
ativity bias. When participants discuss their experiences,
they may have more of a tendency to recall negative
experiences, especially with probing, than they may
otherwise."

Despite these limitations, this study contributes to
filling an important gap in health services research by
identifying and understanding patient perspectives on
language barriers in health care. The need for this
research is especially important given the large and
growing LEP population in the United States. As the
health care system endeavors to be more “patient-cen-
tered,” there is a critical need to better understand the
patients’ perspectives on pervasive and problematic
issues that contribute to health care disparities. Our find-
ings demonstrate that decisions regarding how to man-
age language barriers are complex and involve choices
on behalf of both the patient and provider. Current train-
ing on appropriate management of language needs pri-
marily focuses on services and programs to be offered
by health systems and choices that providers make dur-
ing individual encounters. Our findings underscore the
need to partner with patients and families in the process
of managing language barriers from the first point of
interaction with the health care system through the
encounter and subsequent management. Dialogue with
the family on how best to manage language barriers may
be as critical as the dialogue on the health problem to be
addressed during the encounter. Partnering with patients
and their families may result in changes to language use
policies and practices and generate needed improve-
ments in the health care of LEP populations.

Acknowledgments

We thank the mothers who generously gave their time to par-
ticipate in this research. We also acknowledge Felix Valbuena
and the other leadership and staff at The Community Health
and Social Services (CHASS) Center. This work would not

have been possible without their partnership.

Author Contributions

EMS analyzed and synnthesized the data, wrote the first draft
of the manuscript, and revised the manuscript for publication
incorporating co-author edits. DV-A coordinated data manage-
ment, analyzed and synthesized the data, supported manuscript

Downloaded from cpj.sagepub.com at Gazi University on April 4, 2016


http://cpj.sagepub.com/

Steinberg et al

drafting and formatting, and critically reviewed the manu-
script. JSZ and EK assisted in data collection and data analysis
and critically reviewed the manuscript. LRDC led data colle-
tion, analyzed and synthesized the data, assisted in manuscript
drafting and critically reviewed the manuscript.

Declaration of Conflicting Interests

The author(s) declared no potential conflicts of interest with
respect to the research, authorship, and/or publication of this
article.

Funding

The author(s) disclosed receipt of the following financial sup-
port for the research, authorship, and/or publication of this
article: This work was supported by the Robert Wood Johnson
Foundation Clinical Scholars Program and the Thomas Wilson
Sanitarium for the Children of Baltimore City.

References

1. US Census Bureau. Language spoken at home: 2010
American Community Survey l-year estimates. http://fact-
finder2.census.gov/faces/tableservices/jsf/pages/product-
view.xhtml?pid=ACS 10 1YR_S1601&prodType=table.
Accessed October 31, 2013.

2. US Census Bureau. 2010 Census briefs: The Hispanic
population: 2010. http://www.census.gov/prod/cen2010/
briefs/c2010br-04.pdf. Accessed October 31, 2013.

3. Flores G; Committee on Pediatric Research. Technical
report—racial and ethnic disparities in the health and
health care of children. Pediatrics. 2010;125:¢979-e1020.

4. DeCamp LR, Choi H, Davis MM. Medical home dispari-
ties for Latino children by parental language of interview.
J Health Care Poor Underserved. 2011;22:1151-1166.

5. Brousseau DC, Hoffmann RG, Yauck J, Nattinger AB,
Flores G. Disparities for Latino children in the timely
receipt of medical care. Ambul Pediatr. 2005;5:319-325.

6. Kubicek K, Liu D, Beaudin C, et al. A profile of non-
urgent emergency department use in an urban pediatric
hospital. Pediatr Emerg Care. 2012;28:977-984.

7. Yin HS, Dreyer BP, Foltin G, van Schaick L, Mendelsohn
AL. Association of low caregiver health literacy with
reported use of nonstandardized dosing instruments
and lack of knowledge of weight-based dosing. Ambul
Pediatr. 2007,7:292-298.

8. Ngui EM, Flores G. Satisfaction with care and ease of
using health care services among parents of children
with special health care needs: the roles of race/ethnic-
ity, insurance, language, and adequacy of family-centered
care. Pediatrics. 2006;117:1184-1196.

9. Halfon N, Inkelas M, Mistry R, Olson LM. Satisfaction
with health care for young children. Pediatrics.
2004;113:1965-1972.

10. Weech-Maldonado R, Morales LS, Spritzer K, et al.
Racial and ethnic differences in parents’ assessments of
pediatric care in Medicaid managed care. Health Serv Res.
2001;36:575-594.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

Arthur K, Mangione-Smith R, Meischke H, et al. Impact
of English proficiency on care experiences in a pediatric
emergency department. Acad Pediatr. 2015;15:218-224.
Flores G, Abreu M, Pizzo Barone C, Bachur R, Lin H.
Errors of medical interpretation and their potential clinical
consequences: a comparison of professional versus ad hoc
versus no interpreters. Ann Emerg Med. 2012;60:545-553.
Karliner L, Jacobs E, Chen A, Mutha S. Do professional
interpreters improve clinical care for patients with limited
English proficiency? A systematic review of the literature.
Health Serv Res. 2007;42:727-754.

Schenker Y, Perez-Stable E, Nickleach D, Karliner
L. Patterns of interpreter use for hospitalized patients
with limited English proficiency. J Gen Intern Med.
2011;26:712-717.

Diamond L, Schenker Y, Curry L, Bradley E, Fernandez
A. Getting by: underuse of interpreters by resident physi-
cians. J Gen Intern Med. 2009;24:256-262.

US Department of Health and Human Services. Guidance
to federal financial assistance recipients regarding Title
VI prohibition against national origin discrimination
affecting limited English proficient persons. http:/www.
hhs.gov/civil-rights/for-individuals/special-topics/lim-
ited-english-proficiency/guidance-federal-financial-assis-
tance-recipients-title-VI/. Accessed September 1, 2015.
US Department of Health and Human Services, Office
of Minority Health. National standards for culturally
and linguistically appropriate services in health care: a
blueprint for advancing and sustaining CLAS policy and
practice.  https://www.thinkculturalhealth.hhs.gov/pdfs/
EnhancedCLASStandardsBlueprint.pdf. Published April
2013. Accessed September 1, 2015.

The Joint Commission. A crosswalk of the national stan-
dards for culturally and linguistically appropriate services
(CLAS) in health and health care to The Joint Commission
Hospital Accreditation Standards. http://www.jointcom-
mission.org/assets/1/6/Crosswalk- CLAS -20140718.
pdf. Published July 2014. Accessed January 18, 2015.
Diamond L, Wilson-Stronks A, Jacobs E. Do hospitals mea-
sure up to the national culturally and linguistically appropri-
ate services standards? Med Care. 2010;48:1080-1087.
DeCamp L, Kuo D, Flores G, O’Connor K, Minkovitz
C. Changes in language services use by US pediatricians.
Pediatrics. 2013;132:396-406.

Gadon M, Balch G, Jacobs E. Caring for patients with
limited English proficiency: the perspectives of small
group practitioners. J Gen Intern Med. 2006;22:341-346.
Cowden J, Thompson D, Ellzey J, Artman M. Getting past
getting by: training culturally and linguistically competent
bilingual physicians. J Pediatr. 2012;160:891-892.
Decamp LR, Kieffer E, Zickafoose JS, et al. The voices
of limited English proficiency Latina mothers on pediat-
ric primary care: lessons for the medical home. Matern
Child Health J. 2013;17:95-109. doi:10.1007/s10995-
012-0951-9

DeCamp LR, Gregory E, Polk S, et al. A voice and a vote:
the Advisory Board experiences of Spanish-speaking
Latina mothers. Hisp Health Care Int. 2015;13:217-226.

Downloaded from cpj.sagepub.com at Gazi University on April 4, 2016


http://factfinder2.census.gov/faces/tableservices/jsf/pages/productview.xhtml?pid=ACS_10_1YR_S1601&prodType=table
http://factfinder2.census.gov/faces/tableservices/jsf/pages/productview.xhtml?pid=ACS_10_1YR_S1601&prodType=table
http://factfinder2.census.gov/faces/tableservices/jsf/pages/productview.xhtml?pid=ACS_10_1YR_S1601&prodType=table
http://www.census.gov/prod/cen2010/briefs/c2010br-04.pdf
http://www.census.gov/prod/cen2010/briefs/c2010br-04.pdf
http://www.hhs.gov/civil-rights/for-individuals/special-topics/limited-english-proficiency/guidance-federal-financial-assistance-recipients-title-VI/
http://www.hhs.gov/civil-rights/for-individuals/special-topics/limited-english-proficiency/guidance-federal-financial-assistance-recipients-title-VI/
http://www.hhs.gov/civil-rights/for-individuals/special-topics/limited-english-proficiency/guidance-federal-financial-assistance-recipients-title-VI/
http://www.hhs.gov/civil-rights/for-individuals/special-topics/limited-english-proficiency/guidance-federal-financial-assistance-recipients-title-VI/
https://www.thinkculturalhealth.hhs.gov/pdfs/EnhancedCLASStandardsBlueprint.pdf
https://www.thinkculturalhealth.hhs.gov/pdfs/EnhancedCLASStandardsBlueprint.pdf
http://www.jointcommission.org/assets/1/6/Crosswalk-_CLAS_-20140718.pdf
http://www.jointcommission.org/assets/1/6/Crosswalk-_CLAS_-20140718.pdf
http://www.jointcommission.org/assets/1/6/Crosswalk-_CLAS_-20140718.pdf
http://cpj.sagepub.com/

Clinical Pediatrics

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

US Census Bureau. Language use. https://www.census.
gov/topics/population/language-use.html. Accessed July
17,2015.

Patton M. Qualitative Evaluation and Research Methods.
3rd ed. Thousand Oaks, CA: Sage; 2002.

Barbour RS. Checklists for improving rigour in qualita-
tive research: a case of the tail wagging the dog? BMJ.
2001;322:1115-1117.

Flores G. Families facing language barriers in healthcare:
when will policy catch up with the demographics and evi-
dence? J Pediatr. 2014;164:1261-1264.

Sanchez G, Nevarez T, Schink W, Hayes-Bautista D.
Latino physicians in the United States, 1980-2010: a
thirty-year overview from the censuses. Acad Med.
2015;90:906-912.

Stevens GD, Mistry R, Zuckerman B, Halfon N. The
parent-provider relationship: does race/ethnicity con-
cordance or discordance influence parent reports of the
receipt of high quality basic pediatric preventive services?
J Urban Health. 2005;82:560-574.

Stevens GD, Shi L, Cooper LA. Patient-provider racial
and ethnic concordance and parent reports of the primary
care experiences of children. Ann Fam Med. 2003;1:
105-112.

Diamond L, Luft H, Chung S, Jacobs E. “Does this doctor
speak my language?” Improving the characterization of
physician non-English language skills. Health Serv Res.
2012;47(1 pt 2):556-569.

Regenstein M, Andres E, Wynia M. Appropriate use
of non-English-language skills in clinical care. JAMA.
2013;309:145.

Diamond LC, Jacobs EA. Let’s not contribute to dis-
parities: the best methods for teaching clinicians how to

35.

36.

37.

38.

39.

40.

41.

42.

overcome language barriers to health care. J Gen Intern
Med. 2009;25:189-193.

Andres E, Wynia M, Regenstein M, Maul L. Should I
call an interpreter? How do physicians with second lan-
guage skills decide? J Health Care Poor Underserved.
2013;24:525-539.

Maul L, Regenstein M, Andres E, Wright R, Wynia MK.
Using a risk assessment approach to determine which fac-
tors influence whether partially bilingual physicians rely
on their non-English language skills or call an interpreter.
Jt Comm J Qual Patient Saf. 2012;38:328-336.
Lopez-Cevallos D, Harvey S, Warren J. Medical mistrust,
perceived discrimination, and satisfaction with health
care among young-adult rural Latinos. J Rural Health.
2014;30:344-351.

Perez D, Sribney W, Rodriguez M. Perceived discrimina-
tion and self-reported quality of care among Latinos in the
United States. J Gen Intern Med. 2009;24:548-554.
Davies B, Larson J, Contro N, Cabrera A. Perceptions of
discrimination among Mexican American families of seri-
ously ill children. J Palliat Med. 2011;14:71-76.

Green A, Ngo-Metzger Q, Legedza A, Massagli M,
Phillips R, Iezzoni L. Interpreter services, language con-
cordance, and health care quality: experiences of Asian
Americans with limited English proficiency. J Gen Intern
Med. 2005;20:1050-1056.

Hadziabdic E, Albin B, Hjelm K. Arabic-speaking
migrants’ attitudes, opinions, preferences and past experi-
ences concerning the use of interpreters in healthcare: a
postal cross-sectional survey. BMC Res Notes. 2014;7:71.
Kanouse D. Explaining negativity biases in evaluation
and choice behavior: theory and research. Adv Consumer
Res. 1984;11:703-708.

Downloaded from cpj.sagepub.com at Gazi University on April 4, 2016


https://www.census.gov/topics/population/language-use.html
https://www.census.gov/topics/population/language-use.html
http://cpj.sagepub.com/

