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Effective physician-patient communication and successful self-management are essential components of high
quality, patient-centered healthcare. Effective communication—interaction characterized by common understanding,
shared decision making, and clear messages—is associated
with higher patient and physician satisfaction, greater patient compliance, improved health outcomes, better informed medical decisions, and reduced healthcare costs.1
Successful self-management requires the patient to play a
central role in monitoring their chronic disease by developing problem solving skills, and establishing clear goals and
specific action plans, supported by physicians and reinforced by access to community resources.2
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Hispanics have greater problems with
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Physician-patient communication is
a fundamental pillar of patient-centered
care, and is especially important in

Challenges to effective
physician-patient
communication and
self-management among
Hispanics
Hispanics face communication

with provider communication than
English-speaking Hispanic or White
counterparts.8 Physician language ability and cultural awareness have been
shown to improve a Hispanic patient’s
primary care experience, and are as-

patient management of chronic disease.

challenges caused by a range of factors

sociated with optimal patient centered-

Supporting the patient’s central role in

at the physician, patient, and office de-

care.6 Although federal standards to
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livery system levels, but the physician’s
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is an essential component of chronic
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appropriate services for persons with

disease self-management . Empower-
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discussion of several key challenges
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case of older Hispanic patients whose

that arise in treating elderly Hispanic
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toward the physician often leads to the

Patient Barriers

assumption that the physician plays the

a) Feelings of Distrust and Disre-

Physician-Patient Communication.

main role in managing disease. Respeto

spect Interfere with Patients’ Adher-

Limited health literacy is increasingly

and fatalistic attitudes toward health

ence to Treatment.

recognized as a major challenge among

may prevent some elderly Hispanics

Patient distrust and perceptions of phy-

elderly Hispanics.

c) Low Health Literacy Affects
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The prevalence of inadequate func-

significant barriers for effective com-

manage disease, resulting in increased

tional health literacy— the inability to
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risk of hospitalization, substandard
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the physician’s time limitations, which
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comes.12, 17, 18
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Strategies to Enhance
Communication and
Self-Management
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information based on prior beliefs.
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10
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9
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support of patient self-management are
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Elderly Hispanic patients with inad-
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cians’ instructions and health messages;
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40)

medical team; and are less likely to

turn may jeopardize the patient’s active

understand their diagnosis, treatment,

involvement in the management of his

I. Create Trust and Positive
Rapport

and follow-up instructions.

or her disease.

Building trust in the physician-pa-

11, 12

Health literacy has significant effects
12
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More-

over, Hispanic elderly patients with
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which in

The organization of the physician
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practice also affects physician-patient
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mended care. A rapport characterized

prehending their healthcare benefits.

increase patient waiting time and create

by courtesy, cordiality, and dignity, in

Physician and Office Efficiency
Barriers

unnecessary, redundant paperwork

which the patient feels recognized as an
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individual, is particularly important for

Communication problems with
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Hispanic patients, who are more likely

Hispanic patients may be accentuated

care. Not having a regular physician is

to report feelings of disrespect from

in situations where time limitations,

an additional factor that contributes to

their physicians than white patients.7
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a) Create a comfortable communica-

tainty may increase stereotypes, biases,

and patient dissatisfaction with care.

tion environment. Providing a

and prejudices at the time of clinical
decision-making.

14, 15
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Together, these barriers make it more
difficult for the Hispanic elderly to

caring, welcoming, and positive
environment will be conducive to

positive interactions with patients.

can encourage Hispanic patients

word-by-word translation. Use

By taking a moment to sit down

to ask questions by taking time

simple and familiar language and

with the patient to greet them and

throughout the visit to solicit pa-

avoid jargon, acronyms, and clini-

establish eye contact, the physi-

tient queries, and by maintaining

cal terms. Speak in short sentences

cian can foster feelings of rapport.

a positive and affirmative attitude

and allow the interpreter to trans-

Creation of a “blame-free” office

in responding to these inquiries.

late to the patient.

environment in which patients feel

Some physicians may consider

comfortable and are confident they

providing patients with prompt

b) Use plain, simple, and clear

will be treated with respect sup-

cards with three essential ques-

language. Patients prefer to receive

ports effective communication.

tions, such as “What is my main

advice in a simple manner. If using

b) Provide adequate time for interac-

problem? What do I need to do?

an interpreter, speak in slow and

tion. Patient satisfaction is related

Why is it important for me to do

simple terms, allowing the inter-

to the amount of time physi-

this?”

preter to translate in a culturally

21

appropriate way36. It is valuable for

Providers should allow time for

II. Address Language Barriers
and Low Literacy

questions and answers to increase

There are several ways to improve com-

when addressing their patients,

patient understanding, satisfaction

munication with elderly Hispanics, in

avoiding technical terms or medi-

with the encounter, and compli-

spite of patient language barriers and

cal jargon.

ance with instructions.

low health literacy levels.

cians spend with their patients.

c) Listen to the patient. Hispanics

physicians to use plain language

c) Limit the amount of information

a) Enlist the help of an interpreter.

in each encounter. A helpful tech-

patients are more likely to be dis-

There are several options to

nique for healthcare providers is to

satisfied with the way their health-

provide language assistance in a

limit the topics in each encounter.

care providers listen, explain, show

physician practice, ranging from

Focus only on critical behaviors

respect, and devote time to them

bilingual physicians and/or staff

and avoid complex or unnecessary

than White patients. Physicians

members to staff, contracted, or

information to decrease cognitive

should take the time to listen with

volunteer interpreters. If work-

overload and confusion.23

empathy and interest to the pa-

ing with an on-site interpreter is

d) Use concrete examples. Avoid

tient’s perceptions, concerns, and

not feasible, telephonic interpreter

technical and sophisticated ex-

experiences. Research has shown

services are now becoming more

planations, instead use of specific

that physician support, explana-

broadly available as well[36]. Avoid

and simple examples to illustrate

tions, and clarification are associ-

using family members as transla-

a point. Patients tend to remem-

ated with better health outcomes.

tors since accuracy and confiden-

ber a few concrete messages and

In addition, nonverbal gestures

tiality are compromised. Talk

instructions, rather than detailed

such as head nodding, forward

directly to the patient, not the

background information.

leaning, and uncrossed arms sug-

interpreter. Greet and talk directly

gest physician engagement.

to your patient rather than to the

19

22

d) Encourage patients to ask ques-

interpreter.22 Use trained bilin-

III. Use Print and Multimedia
Materials to Enhance
Understanding

tions. Patients who feel com-

gual and bicultural interpreters.

Messages that providers send in the

fortable asking their physician

Make sure your interpreter uses a

patient encounter can be reinforced

questions are more likely to be

culturally appropriate summary

through use of support materials.

satisfied with their care. Physicians

translation rather than a literal

20

a) Support teaching demonstrations
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with interesting visuals, videos,

have been pre-tested for language

Table 2 (page 41) summarizes strategies

or models. Use visual aids such

and cultural acceptability with

presented in this section.

as posters and learning models to

your target audience. When devel-

demonstrate concepts, procedures,

oping your own materials, involve

using “teach back” to ensure com-

or conditions. Visual aids such as

patients in the review and pre-test

prehension. The physician encoun-

brief video segments, photographs,

for clarity, comprehension, appeal,

ter is a valuable opportunity to

fotonovelas (booklets with photos

affect, and cultural relevance.

both educate patients and ensure

that tell a story), illustrations, or

When translating materials, use a

their comprehension of treatment.

comic books can help to illustrate

universal broadcast Spanish and

Involve patients in an interactive

a medical explanation.

cultural adaptations, avoiding

way by asking them to show, say,

word-by-word translations.

or do something to demonstrate

22

b) Use simple education brochures.
Choose multilingual educa-

25

IV. Support Self-Management

a) Check patient’s understanding

understanding of your instruc-

tional materials that feature plain

Many Hispanics have more difficulties

tions.12 One helpful technique is

language, a large typeface, and il-

with goal setting and action planning,

to ask the patient to summarize

lustrations to support the message.

two critical elements of chronic disease

(“teach back”) the actions to be

Material design should be easy-to-

self-management. They do, however, en-

taken or care instructions you give

read and visually appealing.

joy the benefit of strong family support,

to them.23

21, 22,

24

Educational brochure content

which has been shown to play a central

b) Focus on patient goal setting and

should be limited to a specific

role in effective self-management

action plans. Educate patients to

objective.

activities. The following techniques can

set goals for managing chronic

enhance the physician’s support for his

disease, and support them in the

or her Hispanic patients in these areas.

creation of a treatment plan to

c) Avoid literal translations. Use
bilingual flyers and brochures that

5

see Communication page 39

SCIP
removal: A case report with implica-

surgery significantly reduces the risk of

information to preoperative educa-

tions for nursing. Journal of Clinical

a surgical site infection. Mild periopera-

tional materials.

Nursing, 5, 79-84.

tive hypothermia, common during sur-

continued from page 13

• Utilize posters highlighting “No

gery, promotes surgical site infections

Shave Zone” throughout the

caster, K. (2006). Preoperative hair

by triggering vasoconstriction, which

hospital.

to reduce surgical site infection. The

decreases subcutaneous oxygen tension.
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Communication
resources (i.e. peer support groups,

and values as well. Failing to uphold or

reach their health goals. An action

classes, community centers/groups)

respect Hispanic cultural values in the

plan—a set of clear and realistic

and form partnerships with com-

clinical setting can have negative effects

self-care goals agreed upon by the

munity groups to support physi-

on the encounter, leaving the patient

physician and patient—is a vital

cian recommendations. Lay health

dissatisfied and potentially less adherent

component of chronic disease care.

workers can provide valuable

to treatment. Understanding the core

Research has shown that Hispanic

services to the Hispanic elderly

Hispanic cultural values of familism,

elderly patients may need extra

in need of assistance, and can

respect, and simpatía, and their role

support in these activities.

complement physician recommen-

in the clinical encounter can enhance

dations by supporting adherence

physician-patient communication.

continued from page 22

5, 26

c) Provide emotional support.
Incorporate Hispanic family mem-

to treatment.

a) Incorporate family support.
Familism is a core Hispanic

emotional support and practical

V. Incorporate Cultural Values
into Patient Care

assistance to the patient. Their

Communication is an important

loyalty and connectivity to the

engagement in the patient’s treat-

dimension of patient-centered care, the

family, including a strong iden-

ment will impact the success of

degree to which care is responsive to,

tification with the family. Even

patient disease management.

and driven by patient preferences and

among acculturated Hispanics,

values. Communicating effectively ne-

familism is still a strong and

community resources. Organize

cessitates not only a common language,

prevalent attitude, compared to

information about community

but a common understanding of culture

white non-Hispanics.28 Hispanics

bers, who often provide strong

2

d) Engage family and identify

27

cultural value that emphasizes
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derive support from their family,

polite and considerate can help

via phone or mail may reinforce

and often consult relatives in mak-

physicians ensure simpatía in the

the importance of preventive

ing medical decisions. Supporting

clinical encounter.

screenings to patients, and can

and facilitating family involvement

VI. Improve Patient Access

strengthen patient-physician trust.4

with medical decisions, and creat-

a) Reduce office waiting time. Same-

Establishing this trust and familiar

ing time for this involvement can

day appointment scheduling and

relationship with the patient

enhance care and outcomes for

pre-planned visits can reduce office

increases the likelihood they will

Hispanic patients.

waiting time and enhance quality

return for regular care and follow

of communication. “Advanced

recommended treatment.

b) Maintain respect and elicit patient

30

feedback. Respect or respeto is

access” scheduling requires a phy-

another very important value for

sician practice to leave a majority

Hispanic patients, who traditio-

of daily appointment slots open,

Recommendations

nally defer to others on the basis

granting appointments to patients

Improved physician-patient communi-

of such qualities as age, authority,

as they call. To reduce backlog, it

cation and self-management should be

or social status. Respeto towards a

is important to start each appoint-

considered health care quality improve-

provider may prevent the patient

ment on time. Although switching

ment priorities for physicians working

from asking questions, to avoid

to “advanced access” scheduling

with elderly Hispanics. Poor commu-

disagreement. Hispanic patients

involves a significant commitment

nication and inadequate self-manage-

have a great amount of respect for

of time and practice reorganiza-

ment compromise healthcare access,

their physicians, but also expect

tion, physicians who have suc-

accentuate healthcare disparities, and

mutual respect, especially when

cessfully implemented this system

exacerbate chronic illness in the older

their physician is younger. To

attest to the increased patient

Hispanic population.

ensure mutual respeto, providers

and physician satisfaction, and

should consider using formal gree-

improved continuity of care.

in establishing effective physician-pa-

tings such as “Buenos Dias” (Good

b) Be prepared for the visit. Being

tient communication and promoting

29

30

Physicians can play an active role

Morning) or “Buenos Tardes”

prepared for the patient visit with

successful self-management, in turn,

(Good Afternoon), and take time

pre-established forms, protocols,

improving patient satisfaction, continu-

to listen and elicit patient ques-

and educational materials, as well

ity of care, and clinical outcomes. The

tions regarding diagnosis and

as sufficient time to deliver quality

strategies to enhance communication

treatment.

care can create opportunities to

and self-management presented in this

focus more on effective communi-

article can reduce the barriers to better

cation with the patient.

healthcare for Hispanic elderly patients

d) Understand simpatía and maintain
courtesy. Simpatía means “kindness”, and refers to the expectation

40

29

31

c) Follow up with patients and

and help physicians deliver the highest

that a physician will be polite and

strive for consistency. Hispanic

standards of service in a culturally ap-

positive, even in stressful situati-

patients who know the name of

propriate manner. These techniques can

ons. If the physician does not de-

their provider and receive care

be useful stepping-stones in a journey

monstrate simpatía, a patient may

at a consistent location are more

towards ensuring high quality care not

be dissatisfied with care, and may

likely to obtain preventive screen-

only for the Hispanic community, but

be less likely to adhere to treat-

ing and be satisfied with the care

also for all patients, regardless of race or

ment and follow-up. Maintaining

they received. Following up with

language ability.

a positive attitude and being very

patients regarding test results

CAHQ Journal, Quarter 3, 2007

32

References
1. Collins KS, Hughes DL, Doty MM,

7. Blanchard J, Lurie N. R-E-S-P-

fronting Racial and Ethnic Dispari-

E-C-T: patient reports of disrespect

ties in Health Care. Washington,

Ives BL, Edwards JN, Tenney K.

in the health care setting and its

DC: National Academy Press; 2002.

Diverse Communities, Common

impact on care. J Fam Pract. Sep

Concerns: Assessing Health Care

2004;53(9):721-730.

Quality For Minority Americans:

8. Morales LS, Cunningham WE,

16. Feldman DS, Novack DH, Gracely
E. Effects of managed care on
physician-patient relationships,

The Commonwealth Fund; March

Brown JA, Liu H, Hays RD. Are

quality of care, and the ethical

2002. 523.

Latinos less satisfied with com-

practice of medicine: a physician

munication by health care pro-

survey. Arch Intern Med. Aug 10-24

man H, Grumbach K. Patient

viders? J Gen Intern Med. Jul

1998;158(15):1626-1632.

self-management of chronic disease

1999;14(7):409-417.

2. Bodenheimer T, Lorig K, Hol-

in primary care. JAMA. Nov 20

17. Baker DW, Gazmararian JA, Wil-

9. Gazmararian JA, Baker DW, Wil-

liams MV, et al. Functional health

liams MV, et al. Health literacy

literacy and the risk of hospital ad-

3. Heisler M, Bouknight RR, Hay-

among Medicare enrollees in a man-

mission among Medicare managed

ward RA, Smith DM, Kerr EA.

aged care organization. JAMA. Feb

care enrollees. Am J Public Health.

The relative importance of physi-

10 1999;281(6):545-551.

Aug 2002;92(8):1278-1283.

2002;288(19):2469-2475.

cian communication, participa-

10.Williams MV, Parker RM, Baker

18. Berkman N, DeWalt D, Pignone

tory decision making, and patient

DW, et al. Inadequate functional

M, et al. Literacy and Health Out-

understanding in diabetes self-man-

health literacy among patients at

comes. 1. Rockville, MD: Agency for

agement. J Gen Intern Med. Apr

two public hospitals. JAMA. Dec 6

Healthcare Research and Quality;

2002;17(4):243-252.

1995;274(21):1677-1682.

2004. Prepared by RTI Interna-

4. Otero-Sabogal R, Stewart S, Sabo-

11.Bass PF, 3rd, Wilson JF, Griffith

gal F, Brown BA, Perez-Stable EJ.

CH, Barnett DR. Residents’ abil-

Evidence-based Practice Center

Access and Attitudinal Factors Re-

ity to identify patients with poor

under Contract No. 290-02-0016.

lated to Breast and Cervical Cancer

literacy skills. Acad Med. Oct

Rescreening: Why are Latinas Still

2002;77(10):1039-1041.

Underscreened? Health Educ Behav.
June 1, 2003;30(3):337-359.
5. Fisher L, Chesla CA, Skaff MM, et

12. Ad Hoc Committee on Health

tional-University of North Carolina

19.Merrill RM, Allen EW. Racial and
ethnic disparities in satisfaction
with doctors and health providers

Literacy for the Council on Sci-

in the United States. Ethn Dis. Fall

entific Affairs AMA. Health

2003;13(4):492-498.

al. The family and disease man-

literacy: report of the Council on

agement in Hispanic and Euro-

Scientific Affairs. JAMA. Feb 10

PD. Physician-patient communica-

pean-American patients with type

1999;281(6):552-557.

tion in the primary care office: a

2 diabetes. Diabetes Care. Mar
2000;23(3):267-272.
6. Fernandez A, Schillinger D, Grumbach K, et al. Physician language
ability and cultural competence.

13.Schillinger D, Grumbach K, Piette

20. Beck RS, Daughtridge R, Sloane

systematic review. J Am Board Fam

J, et al. Association of health literacy

Pract. Jan-Feb 2002;15(1):25-38.

with diabetes outcomes. JAMA. Jul

21. Pfizer. Clear Health Communica-

24-31 2002;288(4):475-482.
14.Levinson W. In context: physician-

tion Initiative.: Pfizer.; September
2003.

An exploratory study of commu-

patient communication and man-

nication with Spanish-speaking

aged care. J Med Pract Manage.

guez ME. Addressing Language

patients. J Gen Intern Med. Feb

Mar-Apr 1999;14(5):226-230.

Access Issues in Your Practice: A

15. IOM. Unequal Treatment: Con-

Toolkit for Physicians and Their

2004;19(2):167-174.

22. Chen AH, Ramos E, S M, Rodri-

CAHQ Journal, Quarter 3, 2007

41

Staff Members: California Academy

Materials for Diverse Communi-

of Family Physicians; 2005.

ties: Suggestions Learned from the

23. Rothman RL, DeWalt DA, Malone
R, et al. Influence of patient literacy
on the effectiveness of a primary

tional Academy Press; 2001.
28. Sabogal F MG, Marin B.V. Perez-

Field. Health Education Quarterly.

Stable E.J. Hispanic Familism

1996;23:S123-S141.

and Acculturation: What Changes

26. Fisher L, Gudmundsdottir M,

and What Doesn’t? Hispanic

care-based diabetes disease man-

Gilliss C, et al. Resolving disease

Journal of Behavioral Sciences.

agement program. JAMA. Oct 13

management problems in European-

1987;9(4):397-412.

2004;292(14):1711-1716.

American and Latino couples with

29. Flores G. Culture and the patient-

24.Pfizer. Pfizer Clear Health Com-

type 2 diabetes: the effects of ethnic-

physician relationship: Achieving

munication Initiative.: Pfizer.;

ity and patient gender. Fam Process.

cultural competency in health care.

September 2003.

Winter 2000;39(4):403-416.

The Journal of Pediatrics. January

25.Sabogal F, Otero-Sabogal R, Pasick

27. IOM. Crossing the Quality Chasm:

RJ, Jenkins CNH, Perez-Stable

A New Health System for the 21st

EJ. Printed Health Education

Century. Washington D.C.: Na-

2000; 136:14-23.
30. Murray M, Tantau C. Same-day
appointments: exploding the access

Table 1: Techniques to Enhance Communication with Hispanic Elderly
Goals
Techniques
• Create a comfortable communication environment.
Create Trust and Positive • Provide adequate time for interaction.
• Listen to the patient
Rapport
• Encourage patients to ask questions
Address Language
Barriers and Low
Literacy

Use Print and
Multimedia Materials to
Enhance Understanding
Support SelfManagement
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• Enlist the help of an interpreter
• Talk directly to the patient, not the interpreter
• Use plain, simple, and clear language
• Limit the amounts of information in each encounter
• Use concrete examples
• Support teaching with visuals, videos, or models
• Use simple education brochures
• Avoid literal translations
• Check patient’s understanding using “teach back” to
ensure comprehension
• Focus on patient goal setting and action plans
• Provide emotional support
• Engage family and identify community resources

Incorporate Cultural
Values into Patient Care

• Incorporate family support
• Maintain respect and elicit patient feedback
• Understand Simpatía and maintain courtesy

Increase Patient Access
to Care

• Reduce office waiting time
• Be prepared for the visit
• Follow up with patients and strive for consistency
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Table 2: Physician Support of Self-Management for Hispanics
Chronic Disease
Self-Management:
Focus Areas for Communication with
Key Dimensions
Hispanic Elderly
Patient Role Definition2
Patient-centered care emphasizes the
central role of the patient in managing
their chronic illness.
Patient Support33
Support patient self-management in
an informed and proactive manner.

• Empowerment—Patient plays central role in managing their disease.
Provide extra support to Hispanic patients for accepting this role.

• Assessment—Identify Hispanic core cultural values and attitudes, and
how these may present barriers to self-management
• Goal Setting and Action Planning—Provide extra support to help
patient set goals and treatment plan to reach goals.
• Emotional Support—Incorporate Hispanic family members.
• Follow Up—Ensure positive and respectful patient interactions to
increase likelihood of follow up for recommended treatment.

• Provide Condition-Specific Information and Disease Management
Strategies to the patient in plain language, using concrete examples,
Patient Education: Programs and Tools
and limited amounts of information at one time.
Provide patient with culturally
appropriate tools and educational
material.
Organize Resources
Organize resources to support
and facilitate successful patient selfmanagement.
34

• Internal Resources—Redesign office systems to increase access.
• Community Resources—Organize information about and form
partnerships with community groups. Consider lay health workers.
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