
Ethnicity & Disease, Volume 27, Number 4, Autumn 2017 379

Introduction 

	 Type 2 diabetes is rising to epidemic 
levels among US Latinos, the nation’s 
largest and one of the fastest-growing 
minority groups.1 Latinos have poor-
er glycemic control and greater bur-
den of diabetes-related complications 
compared with non-Latino Whites, 
even among those with health insur-
ance.2,3 Understanding how to reduce 
barriers to effective diabetes care in 
this patient population should be, 
therefore, a major national priority. 
	 For patients with diabetes, the 
complexity of care and the high 
prevalence of other competing health 
needs place significant stress on the 
time-limited primary care visit.4,5 
Spanish-speaking and Limited Eng-
lish Proficient (LEP) Latino patients 
may experience additional, unique 
challenges interacting and commu-

nicating with providers during these 
brief encounters.6 Indeed, prior ob-
servational studies have highlighted 
language discordance as an important 
barrier to effective diabetes care.7,8 
However, Latino patients continue 
to have poorer diabetes control even 
in care systems with robust translator 
services and Spanish-speaking provid-
ers.9 This persistent gap underscores 
the role of influences beyond language, 
such as culturally mediated factors 
that influence how Latino patients in-
teract with medical professionals.10-12 
	 To gain further insight into the 
role of culture and language in the 
primary care of patients with poorly 
controlled diabetes, we conducted a 
qualitative study of Spanish-speak-
ing adults; we wanted to characterize 
the barriers and facilitators to effec-
tive patient and provider interac-
tions during primary care visits. We 
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defined culture, in this case, as the 
attitudes, customs, and beliefs that 
tend to be common within a given 
group. To help place our results 
within a broader cultural context, 
after identifying the major themes 
related to these visit interactions, 
we explored how these results could 
be linked to four previously identi-
fied cultural concepts that have par-

an individual is perceived to have 
higher status, the person perceiv-
ing the other’s higher status often 
offers deference or is influenced by 
the person with higher status); and, 
4) simpatía, the ability to develop 
a harmonious relationship that ex-
presses a warm and caring attitude 
(note: does not mean “sympathy”). 
	 Our overall goal was to identify 
potential strategies for medical sys-
tems to more effectively address the 
communication barriers that may 
exist beyond simple language dis-
cordance between Latino patients 
and their primary care providers. 

Methods  

Setting and Participants 
	 We enrolled non-US born, Span-
ish-speaking adult Latino patients 
with uncontrolled type 2 diabetes 
(last measured HbA1c > 8%) who 
were members of Kaiser Permanente 
Northern California (KPNC), an in-
tegrated health care delivery system 
with a robust outpatient translator 
service and a history of successfully 
recruiting Spanish-speaking primary 
care providers.17 We used purposive 
sampling based on patient sex and 
language spoken by the patient’s pri-
mary care provider (PCP) to create 
four patient focus groups: Two pa-
tient groups (1 male, 1 female) had 
Spanish-speaking PCPs and two pa-
tient groups (1 male, 1 female) had 
English-speaking PCPs. All focus 
groups were conducted in Spanish. 
We separated focus groups by sex to 
allow privacy for group members to 
discuss issues that may feel improp-
er to discuss in mixed sex groups. 

Qualitative Analysis 
	 We used the following techniques 
to ensure that data analysis was sys-
tematic and verifiable, as commonly 
recommended by experts in qualita-
tive research:18,19 consistent use of the 
discussion guide; discussion and de-
briefing by team members after each 
session; audio-recording and profes-
sional preparation and translation of 
the transcripts; standardized coding 
and analysis of the data; and maintain-
ing a record of all analytic decisions. 
	 The goal of this study was to ex-
amine Latino patient perspectives on 
communication with their primary 
care providers during their visits, and 
how these perspectives were influ-
enced by provider language concor-
dance. We created a focus group guide 
based on the following three domains 
related to primary care visits: 1) visit 
preparation and expectations; 2) bar-
riers and facilitators to communica-
tion during primary care visits; and 3) 
role of other team members in care. 
Within each domain, we investigated 
the role of provider language con-
cordance or discordance. Once we 
identified the major themes from our 
qualitative analyses, we investigated 
how our results corresponded with 
four previously identified Latino cul-
tural constructs (confianza, familis-
mo, respeto, simpatía) with particular 
relevance to health care. The goal of 
this second step was to set our results 
within the broader context of Latino 
culture and thereby gain a better un-
derstating of how the primary care vis-
it interactions of Latino patients with 
poorly controlled diabetes may be re-
lated to their Latino cultural heritage.
	 Focus groups were moderated by 
an experienced qualitative researcher 

Our overall goal was to 
identify potential strategies 

for medical systems to 
more effectively address 

the communication 
barriers that may exist 
beyond simple language 

discordance between 
Latino patients and their 
primary care providers. 

ticular relevance to patient-provider 
communication13,14 and to primary 
care visit expectations:15,16 1) con-
fianza, the importance of having a 
trusting relationship with the physi-
cian; 2) familismo, the strong iden-
tification and attachment to nuclear 
and extended family (with strong 
feelings of loyalty, solidarity and 
reciprocity within families); 3) res-
peto, the measure of power or influ-
ence between two persons (eg, when 
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(RWG) and a research assistant (GS) 
took field notes during the discus-
sions. These authors are native Span-
ish speakers. Immediately after each 
patient focus group, three investiga-
tors attending the sessions debriefed 
and reviewed field notes to capture 
key themes, quotes, and impres-
sions. All patient focus groups were 
digitally audio-recorded, profession-
ally transcribed and translated by na-
tive speakers to allow for coding by 
non-Spanish speaking members of 
the research team. Transcripts were 
reviewed and discussed by at least 
three investigators. The transcribed 
data were coded using the a priori de-
fined categories from the focus group 
guide. Data were analyzed using con-
tent analysis to identify major con-
cepts and axial coding across the four 
focus groups to reconcile data into a 
priori and emerging themes. The con-
stant comparative method of qualita-
tive data analysis was used to develop 
new themes identified through itera-
tive transcript review and discussion 
among the investigators.20 After es-
tablishing consensus on code defini-
tions, the remaining coding was com-
pleted and any coding disagreements 
(fewer than 15%) were resolved by 
further discussion to achieve consen-
sus agreement. The institutional re-
view board of the Kaiser Foundation 
Research Institute approved the study 
protocol (CN-13-1579, 8/22/2014).

Results 

Patients
	 We enrolled 36 non-US born 
Latino patients (17 women, 19 
men) into four focus groups. The 

mean age was 57.9 (± 11.2) years, 
last measured HbA1c was 8.6% 
(1.5%), mean body mass index was 
32.0 (6.7) kg/m2, and mean health 
plan membership was 24.81 (11.63) 
years. Just over half (52.7%) were 
prescribed insulin for glycemic con-
trol. Demographic composition, 
mean HbA1c levels, and body siz-
es of the four groups were similar.

Theme 1. Reluctance to Switch 
Providers 
	 Overall, patients tended to be 
appreciative of their primary care 
providers. Most Latino patients 
with Spanish-speaking providers re-
ported advantages of language con-
cordance. Patients said the shared 
language facilitated communication 
and the increased comfort resulted 
in full disclosure of health informa-
tion. As one patient noted: “I am very 
happy. I get a lot of attention. I feel 
very comfortable, really.” (simpatía)
	 However, language concordance 
was not seen as absolutely necessary 
among the patients with English-
speaking providers. Although these 
patients experienced communication 
limitations, they explained that they 
generally tolerated the language dis-
cordance as long as providers demon-
strated respect and elicited trust (con-
fianza). In this context, many patients 
found ways to effectively communi-
cate despite the language barriers. For 
example, a typical approach involved 
the patient and provider each com-
municating to the best of their abil-
ity: “He does not speak Spanish. He 
wants to speak a bit of Spanish just 
like I want to speak a bit of English. 
That’s how we try to understand each 
other.” As another example of an ap-

proach that contributed to improv-
ing communication, one participant 
commented: “When I do not under-
stand, I ask her to please repeat or if 
she can speak to me slowly so I can un-
derstand and she does it.” (simpatía)
	 Patients in the KPNC care system 
can easily choose a new primary care 
physician (PCP).17 When we asked 
patients with a language-discordant 
PCP why they did not change to 
a language-concordant provider, 
many described established rapport 
and positive relationships with their 
PCPs. One patient noted: “I have 
stayed with him because he treats 
me well (simpatía)” and “He speaks 
a little bit of Spanish as well… I un-
derstand him. Even though he speaks 
English and Spanish I trust him.” 
(confianza) Patients who did choose 
to switch often did so because they 
were not pleased with the pattern 
of interaction with their English-
speaking provider: “They didn’t speak 
Spanish and they didn’t treat us that 
well…So I changed to avoid a prob-
lem with them.” (lack of simpatía)

Theme 2. Role of 
Intermediaries to Assist with 
Communication
	 When we investigated how pa-
tients interacted with their providers, 
we found that there were often sev-
eral other important intermediaries in 
this relationship. Patients in both the 
language concordant and discordant 
groups reported on the use of inter-
mediaries when communicating with 
their providers, albeit for somewhat 
different reasons. Several patients with 
Spanish-speaking providers relied on 
family members for communication, 
not due to language barriers but to 
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help manage the decision-making. 
As one male participant explained in 
response to a question about agenda 
setting during visits: “The conversa-
tions already take place with my wife 
and the doctor…she is the one that is 
in charge of everything.” (familismo)
	 Patients with English-speaking 
providers were often particularly de-
pendent on intermediaries. Several 
patients spoke about the help they 
receive from family members, espe-
cially from English-speaking adult 
children. This help can occur dur-
ing the visit but also often precedes 
the visit. As one female patient ex-
plained, “when there is something 
going on, [my daughter] first goes 
on the computer and checks. After-
wards she makes an appointment [for 
me] online.” Another woman noted 
that her children help prepare her to 
communicate with her provider: “My 
kids tell me this is how you write it 
and how you pronounce it. And 
they make me repeat it.” (familismo) 
	 Non-physician Spanish-speaking 
providers were frequently recruited 
to help with communication and 
care planning. Some providers were 
seen as more approachable: “I like 
the doctor but I prefer the nurse … 
because she is very understanding 
about whatever items you tell her….I 
can talk with her about my problems 
and she tries to help me.” (simpatía) 
Other patients mentioned the nurs-
es are more available than the PCP, 
making it easier to establish a per-
sonal connection. Nurses and medi-
cal assistants also helped relay patient 
messages and requests to the PCP 
and were individually contacted for 
clarification and follow-up questions. 
Some patients expressed reluctance 

to use interpreters as intermediaries, 
who were sometimes perceived as in-
accurate and untrustworthy: “When 
they are doing the interpreting and 
[the translation] is not correct then 
there are problems because one is left 
frustrated. It isn’t the same trust with 
the doctor as with the interpreter.” 
As a result, several patients who were 
pleased with their English-speaking 
providers declined interpreter ser-
vices and preferred to communicate 
on their own as best as they could.

Theme 3. Provider-Driven Visit 
Agendas
	 As described in the Chronic Care 
Model, primary care visits are more 
productive when informed patients 
actively collaborate with their provid-
ers.21 In contrast, we found that many 
Latino patients, regardless of language 
concordance with their provider, re-
ported preference for physician-driv-
en agendas. Providers were viewed as 
respected experts who “know best” 
and patients usually put off their own 
questions until the end of the visit, al-
lowing PCPs to set the visit agenda. A 
male patient recounted that he avoids 
interrupting his provider: “I would let 
him finish and then explain to him 
my questions that I had.” (respeto) 
	 Few of the patients in our focus 
groups proactively prepared for their 
primary care visits. A commonly ex-
pressed theme was that doctors, as the 
experts, should know what to do dur-
ing the visit. This was seen primarily 
in the male focus groups. In response 
to a question about asking his doctor 
questions, for example, one man de-
clared: “[The doctors] are the profes-
sionals and they should keep the prop-
er questions and have a routine. It is 

something that they always ask their 
patients. The doctors must examine 
the chart to see if the patient has men-
tioned in the past something that the 
patient is currently talking about. It 
is the doctors’ responsibility because 
they are the professionals.” (respeto)
	 Patients often described a passive 
approach to interaction with their 
providers during the visit, and they 
had an expectation that their provider 
would take the lead in following-up 
about previously discussed topics. 
This expectation that the provider 
would determine the visit agenda was 
described by participants in all four 
focus groups. For example, one fe-
male patient provided the following 
description: “She always asks me… 
and if the last time I spoke with her 
about some problem that I was hav-
ing or something that I had, when I 
get there the following time she says, 
‘What about your problem, how is it 
going, did you resolve it’…?” Other 
patients felt disappointed when their 
provider did not actively inquire 
about prior concerns. For example, 
one woman noted, “The doctors have 
a lot of work and what-not. But why 
don’t they ask: Rosa how did you do 
with your rash?” Another man pro-
vided an illustration of this expecta-
tion: “If the patient complains about 
their knees, then the doctor should 
check the chart and see what the pa-
tient has [previously] told him about 
their knees” (all examples of respeto).
	 Time constraints during the visit 
had a notably negative impact on 
patients’ willingness to raise their 
own agenda items. For example, 
one patient described a tendency to-
ward self-censoring when the PCP 
appeared pressed for time: “We 
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tend to avoid bothering doctors. 
We know they have a limited time 
with a patient. They begin to con-
stantly check their watch so you be-
gin to think that you shouldn’t tell 
them something is wrong.” (respeto) 

Theme 4. Problem-Based Visits 
	 Most US models of primary care 
emphasize the importance of preven-
tive care and management of often 
asymptomatic chronic conditions 
such as diabetes. In contrast, several 
participants, predominantly among 
the male focus group participants, 
described a model of primary care 
visits that was determined by cur-
rent, active problems that did not 
resolve on their own. As one partici-
pant explained, “When we make an 
appointment it is because a problem 
has been bothering us for a while.” 
Another patient captured this mod-
el in his explanation: “Every time 
I go to the doctor’s it’s because I 
have something....It’s because I have 
pain in the leg, pain in my wrist or 
for the ear or something like that.”
	 This symptom- or problem-driven 
approach had several other conse-
quences for patient visit expectations. 
Related to communication, we identi-
fied a pattern of patients who focused 
on symptomatic issues and would not 
bring up questions or concerns relat-
ed to long-term planning for their di-
abetes care. For example, one patient 
reported that even though “at the end 
he asks if you have any other ques-
tions. If you say no, then goodbye 
and thanks, we’ll see you next time…
And I do not talk much because 
nothing hurts.” Conversely, when 
the doctor appeared not to actively 
resolve the symptomatic problem, 

patients sometimes felt that the visit 
was not worthwhile: “He does some-
thing but he does not find anything.  
Then I say, ‘why do I go to the doc-
tor?’” Several patients also expressed 
frustration with the model of coming 
back for a second appointment if all 
issues could not be addressed at the 
current visit due to the financial pen-
alty of missing another day of work.  

Discussion

	 Cultural differences between non-
US born Latino patients and the 
common cultural norms of the US 
health system may represent a poten-
tially ameliorable barrier to optimal 
care.22 Prior research has shown that 
language concordance is related to 
improved interpersonal communi-
cation23 and several diabetes process 
and outcome measures.24 We found a 
general consensus that language con-
cordance was highly valued. How-
ever, despite this shared view, many 
of our study patients with English-
speaking providers felt a reluctance 
to change doctors due to the value 
they placed on their existing inter-
personal relationship with their PCP, 
which may have been developed over 
many years together. To overcome the 
language barrier, these patients de-
veloped strategies such as combining 
their limited English skills with pro-
viders’ limited Spanish skills to com-
municate and relying on intermedi-
aries like family or Spanish-speaking 
staff to exchange information. 
	 Reluctance to switch from Eng-
lish- to Spanish-speaking providers re-
flected the value these patients placed 
on the existing relationship with their 

doctors, a tendency that reflects the 
cultural constructs of respeto, confi-
anza, and simpatía. These results pro-
vide support for provider education 
efforts to teach cross-cultural medi-
cine skills,25,26 since Latino patients in 
our study remained willing to receive 
care from English-speaking provid-
ers who were able to inspire trust, 
confidence, and warm personal rela-
tionships. Although many health sys-
tems serving large Spanish-speaking 

Many of our study patients 
with English-speaking 

providers felt a reluctance 
to change doctors due to 
the value they placed on 

their existing interpersonal 
relationship with their 
PCP, which may have 

been developed over many 
years together.

populations have worked to recruit 
Spanish-speaking providers and to 
provide Spanish-language translators, 
there are likely too few Spanish-fluent 
US primary care providers to care for 
all Spanish/LEP patients. Our results 
suggest that even in language discor-
dant pairs, providers who emphasize 
warm and trustful inter-personal re-
lationships typified by the constructs 
of confianza and simpatía are likely 
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to have greater success communi-
cating with their Latino patients.
	 In settings where Spanish-fluent 
providers are not readily available, our 
findings underscore the important 
role played by intermediaries. Family, 
particularly younger and more accul-
turated family members such as adult 
children, play a key role. Patients 
with diabetes are often cared for by a 
team of providers, and we identified 
the increased influence of any Span-
ish-speaking care team members (eg, 
medical assistant, diabetes educator) 
on the patient’s experience and under-
standing of care. While trained medi-
cal translators are the clinical gold 
standard for communication between 
language discordant pairs, several pa-
tients raised issues about trust, accu-
racy, and privacy. Perhaps in contrast 
to the long-standing relationships pa-
tients have with their family interme-
diaries, prior research has found that 
in encounters involving interpreters, 
patients said less and asked fewer 
questions, there was less humor and 
less discussion of the patient’s feelings 
or personal circumstances, and were 
less likely to raise issues unrelated to 
diabetes, to discuss their own ideas 
about health, or to talk about clinical 
parameters.27 In the absence of fluent 
PCPs, the tension between the use of 
medically trained translators vs trust-
ed, but potentially biased intermedi-
aries, needs to be further addressed. 
	 We also identified two main 
themes related to primary care visit 
expectations. Many of our patients 
with uncontrolled diabetes, particu-
larly the men, had the expectation 
that the provider should be fully 
knowledgeable of what needs to be 
done at the visit. This expectation 

made them less proactive in identi-
fying issues of importance, and ap-
peared to be driven in part of a cultur-
ally informed deference to physician 
expertise. Related to this reliance on 
the physician to drive the overall visit 
agenda, many of the patients – again 
particularly the men – typically pre-
sented for care with a specific, gen-
erally symptom-driven issue to be 
addressed. This more transactional 
model of care is less focused on pre-
ventive care and ongoing chronic 
disease management and therefore 
may not align with the core goals of 
primary care providers. Indeed, prior 
research has found that Latinos with 
diabetes are more likely to rely on 
same-day appointments rather than 
planned visits, a pattern that was in-
dependently associated with poorer 
diabetes-related risk factor control.28

	 Communication during primary 
care visits was influenced by patient 
deference to physician expertise and 
a pragmatic view that visits are sched-
uled to address symptomatic prob-
lems. This common frame resulted 
in patients tending to defer their own 
questions until the end of the visit if 
there was time and to expect tangible 
solutions to symptomatic problems. 
This view of primary care also tend-
ed to lead to a lack of visit prepara-
tion given the expectation that the 
provide would (and should) set the 
visit agenda. Given the limited time 
available during visits, efforts to edu-
cate patients in the importance and 
value of preparation and proactive 
communication with their provid-
ers may represent a promising strat-
egy to ensure more productive dia-
betes primary care management.14,29

	 Culture has a complex and varying 

impact on how patients experience 
and collaborate with their medical 
care. Prior research has highlighted 
the negative consequences of cultur-
ally discordant care. For example, 
Elderkin-Thompson reported that 
cultural metaphors not compatible 
with biomedical concepts or not con-
gruent with clinical expectations were 
associated with lack of communica-
tion between physician and patient.30 
Our results add to the growing body 
of literature indicating that better un-
derstanding of cultural/language bar-
riers in Latino patients could improve 
the patient-provider relationship 
and could thereby lead to improved 
health outcomes.31,32 Further work 
focused specifically on the role of cul-
ture, and on strategies to incorporate 
and leverage its influence, is needed. 
Indeed, as Rocque and Leanza found 
in a systematic review of communica-
tion in primary care, more than half 
of the published studies of language 
discordance did not explore cultural 
aspects relating to this experience.33 
	 Our results must be considered 
within the context of the study design. 
Because we used qualitative methods, 
our results should be considered as 
hypothesis-generating. In addition, 
while our interest was focused on the 
role of cultural constructs, several of 
our medically relevant findings do 
not easily fit within these constructs. 
We believe that the insights we gained 
can guide further work in developing 
primary care innovations related to 
visit preparation and education for 
Latino diabetes patients, their provid-
ers, and staff. Our constant compara-
tive method focused on identifying 
key themes related to communication 
and visit expectations. Other qualita-
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tive methods, such as ethnographic 
or phenomenological approaches, 
may have yielded different insights. 
In addition, we enrolled Latino pa-
tients with health insurance who were 
members of an integrated care system. 
Patients in other health settings may 
have different communication barri-
ers. However, in limiting our study to 
insured members, we are able to focus 
on potential barriers beyond the well-
recognized problems resulting from 
inadequate access to health care.34

	 Our findings may have useful im-
plications for efforts to improve the 
primary care of Spanish-speaking 
patients with poorly controlled type 
2 diabetes. As with any patient, La-
tino patients wish to be treated with 
respect and will stay with a language 
discordant provider and struggle 
through communication hurdles 
when they feel that the provider is 
understanding and respectful. This 
situation, in turn, places increased 
responsibility on the role of other 
care team members and on family. 
To the extent that these others lack 
medical expertise, carefully managing 
these side channel communications is 
key to avoid communication errors. 
	 In the domain of visit expecta-
tions, we identified the common ex-
pectation that physicians are “experts” 
and should therefore control the visit 
agenda. When patients initiate the 
visit, it is often to address an imme-
diate, generally symptom-driven con-
cern. These factors make a poor fit for 
the primary care framework of longi-
tudinal preventive care and chronic 
diabetes management. We recom-
mend that efforts are needed by both 
patients and providers to understand 
to others’ cultures. For example, pro-

viders need to understand prevalent 
cultural beliefs that influence patient 
behavior before and during visits, and 
patients need to understand the cul-
ture and expectations of primary care. 
This recommendation is concordant 
with a systematic review by Ashton et 
al of pre-visit coaching that found that 
such coaching may be a useful strat-
egy for reducing disparities in care.35

Conclusion

	 As Latino patients with diabetes 
grow in number, supporting effec-
tive patient-provider communication 
during time-limited visits becomes 
increasingly important. Our results 
underscore the importance of Span-
ish-speaking Latino patients’ cultural 
expectations in framing their inter-
actions with primary care providers. 
Interventions to help Latino patients 
prepare for visits by eliciting their 
priorities and concerns may repre-
sent one potential strategy to support 
more productive visit encounters to 
help align patients with the model of 
prevention and asymptomatic disease 
management that are foundations of 
primary care. Recognizing the clinical 
implications of these culturally influ-
enced visit expectations is an impor-
tant step toward educating patients 
and providers in how to develop 
more collaborative care relationships.
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