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“Sometimes I’ve used my daughters as 
interpreters. For me it’s uncomfortable 
that my daughters find out about my con-
dition before I do. Sometimes I’ve used 
other interpreters, but I’ve noticed that I’ll 
be saying one thing and they’re saying 
something else . . . I have noticed sever-
al times that what I say is not interpret-
ed fully.”

“Language is important, because if we 
don’t speak English fluently, we can’t ex-
plain what we feel. Medical terms are 
very different from the terms we use 
daily. Sometimes the doctors start ask-
ing questions and we don’t understand 
what they’re asking. For me, language is 
a barrier.”

“Once I went to a hospital in the San Fer-
nando area. I had an emergency with 
my son, who had a fever . . . After I had 
waited a long time, I said in English, ‘I’m 
leaving. Just because you see my Lati-
na face and I didn’t speak English—but 
I do, and I also have insurance.’ . . . So 
the doctor came right away to help me 
. . . I thought, ‘Too bad that when [these 
people] see patients who don’t speak 
English, who look different, of a different 
color, they value them less.’”

— Focus group participants

A
mericans spend vast sums on 
health care every year, far out-
stripping expenditures in other 
industrialized nations.1 Yet the 
United States lags well behind 

other industrial countries in health 
metrics such as life expectancy, in-
fant mortality, and access to insurance 
coverage, indicating that too many 
Americans do not have adequate ac-
cess to health care.2 Thus, despite in-
creased health spending and signals 
from the American people that out-of-
pocket cost remains the largest single 
barrier to equitable health, the global 
health standing of the United States 
has actually slipped in recent decades.3 
Given that US residents with a limited 

entities, [must] have an adequate op-
portunity to provide input.”10

The findings of our study provide a 
nuanced understanding of published re-
search that indicates that limited Eng-
lish proficiency is a barrier to access in 
institutions and programs that receive 
federal funds. Our hope is that by pre-
senting stakeholders’ input we can aid 
future efforts to close the equity gap.

BAC KGROUND:  LE P  L AT IN OS AS 

A  VULNE RABLE  POPUL AT ION

Almost 52 million Latinos lived in the 
United States in 2011 (a 48 percent in-
crease over 2000), meaning that rough-
ly 17 percent of the US population is 
now Latino.11 However, a dispropor-
tionate three in ten of the nation’s poor 
are Latino, and a greater share of La-
tinos live in poverty than any other 
racially defined group.12 Latinos and 
African Americans also continue to lag 
well behind in home ownership, the 
largest single source of wealth for mid-
dle-class Americans: only 44 percent 
of black Americans and 46 percent of 
Latinos own homes, compared to 58 
percent of Asian Americans and 72 
percent of white Americans.13 The 
connection between wealth and health 
is well established and is exemplified 
by the positive correlation between in-
come and insurance coverage.14

In 1986, the landmark Heckler Re-
port attempted for the first time to pro-
duce a federally funded, synthesized 
analysis of minority health in Ameri-
ca.15 The Office of Minority Health 
within the US Department of Health 
and Human Services (HHS) was estab-
lished as an outcome of that study. Since 
then, evidence has accumulated to in-
dicate that although Latino immigrants 
tend to arrive in the United States in 
better-than-average health their health 
deteriorates with time and increased ac-
culturation (though the gap between 
the health of “new immigrants” and 
“settled residents” is closing).16 Re-
search shows, for example, that the 
longer immigrants from Mexico spend 
in the United States, the greater their 
odds of becoming obese, and foreign-
born Latinos have lower rates of obesity 

proficiency in English are more like-
ly to be poor—over one in three have 
family income below the federal pover-
ty level, compared to about one in five 
people who are English proficient—
these persons and their communities 
are at particular risk when it comes to 
the high price of health in America.4

Although there is growing evidence 
that language influences both health 
insurance coverage and the quality of 
health services received, and despite 
the fact that the number of US res-
idents who are limited English profi-
cient (LEP) has increased substantially 
in recent decades, language proficiency 
is still too often overlooked in research 
on health care access.5 This report fo-
cuses on language proficiency as a po-
tential barrier to equitable health care, 
presenting consumer data collect-
ed from two focus groups organized by 
the UCLA Chicano Studies Research 
Center at Mission Community Hospi-
tal in the San Fernando Valley in 2011.

Findings from the study are consid-
ered in the light of the legal history of 
Title VI of the 1964 Civil Rights Act, 
which mandates that institutions that 
receive federal funds must provide eq-
uitable access to their programs and 
services regardless of “race, color, or na-
tional origin,” a stipulation that direct-
ly affects people with limited English.6 
The US Justice Department, respon-
sible for enforcing the Civil Rights 
Act, has stated that Title VI prohib-
its both intentional discrimination 
and “practices that have the effect of 
discrimination.”7

The meaning of “effect” has been of 
central concern in legal cases and exec-
utive orders concerning Title VI.8 Part-
ly because of this ambiguity, the Justice 
Department indicates that “separate 
analyses should be undertaken with re-
spect to each different language group” 
within a given beneficiary class.9 Exec-
utive Order 13166, signed into law by 
President Bill Clinton in 2000, stipu-
lates that in the effort to improve access 
to services for LEP people, “stakehold-
ers, such as LEP persons and their rep-
resentative organizations, recipients, 
and other appropriate individuals or 
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than their US-born offspring (suggest-
ing that the US environment may be 
distinctively “obesogenic”).17 Foreign-
born Latino immigrants actually tend 
to live longer than their US-born Lati-
no counterparts.18

Language fluency and usage var-
ies greatly both across generations of 
Latinos and among Latino subgroups. 
However, the 2010 census indicated 
that 76 percent of US Latinos speak a 
language other than English at home, 
and 35 percent are not fluent in Eng-
lish.19 Among Latinos who are legal 
permanent residents, just 30 percent 
say they speak English “very well” or 
“pretty well.”20

Spanish speakers accounted for 66 
percent of the total US LEP popula-
tion in 2010, dwarfing the next-larg-
est linguistic group, Chinese speakers at 
6 percent.21 California has more than 
twice the LEP population of any other 
state (including Texas, the state with 
the second-highest share) and over a 
quarter of the total LEP population of 
the United States.22 The Los Angeles–
Long Beach metropolitan area is home 
to the nation’s largest Latino popula-
tion, 5.7 million people, largely of Mex-
ican origin, and accounts for 11 percent 
of Latinos nationwide (fig. 1).23

A 2009 study by the School of Public 
Health at the University of California, 
Berkeley, indicated that 6 to 7 million 
Californians—one in five—are LEP, 
meaning they speak English less than 
very well. In Los Angeles, San Francis-
co, Monterey, and Imperial counties, 
one-quarter to one-third of the popu-
lation is LEP.24 In Los Angeles County, 
where we conducted our focus groups, 
Spanish was the primary language spo-
ken in over a quarter (26.5 percent) of 
households in 2007, more than three 
times the rate of the next non-English 
language. To put that number in per-
spective, there are almost five primarily 
Spanish-speaking households for every 
ten primarily English-speaking house-
holds in Los Angeles County.25

Fortunately, language proficiency as 
a barrier to health is now gaining in-
creasing attention and clarity due to its 
widespread implications. The Berkeley 

report, for example, concludes that 
“language barriers contribute to inade-
quate patient evaluation and diagnosis, 
lack of appropriate and/or timely treat-
ment, and other medical errors that 
compromise the safety of LEP patients 
and result in increased medical costs.”26 
Indeed, public health data continue to 
show that LEP individuals face signifi-
cant barriers to accessing health cov-
erage and care compared to those who 
report speaking English very well.27

LEP individuals are more likely to 
have lower levels of education and are 
significantly more likely to be unin-
sured. They are also less likely to seek 
medical care, including preventive ser-
vices, even when they are insured. Per-
haps most tellingly, LEP individuals are 
more likely to report negative health 
care experiences.28

It is important to remember that 
language is one in a broader web of bar-
riers to equitable health care and that 
it should not be considered in isolation. 
The Kaiser Commission on Medicaid 
and the Uninsured notes, “The cumu-
lative effects of race/ethnicity, citizen-
ship status, low education, and poverty 
that frequently characterize the LEP 
population often result in additional 
barriers.”29 These barriers affect every 
aspect of health, from the most basic 
preventive health measures—such as 
access to a clean, healthy environ-
ment for exercise and to high-quali-
ty fruits and vegetables—through care 
and treatment all the way to health 
outcomes.

Our study comes at a time when 
two major developments are having a 

significant impact on health access for 
Latinos in California, especially those 
with limited English skills. One is the 
Patient Protection and Affordable Care 
Act of 2010, also known as the Af-
fordable Care Act (ACA), major pro-
visions of which are set to take effect 
in 2014.30 The other is the state bud-
get of California. We wrote the bulk of 
this report during the 2012–13 fiscal 
year, when the budget included more 
than $1 billion in cuts from health pro-
grams. The 2013–14 budget, which 
was signed into law by Governor Jerry 
Brown on June 27, 2013, is generally 
kinder to health and social services and 
includes Medi-Cal and education ex-
pansions (which include extra funding 
for English language learners and a halt 
to adult education cuts).31 Yet it also 
fails to bring most spending measures 
back to pre-recession levels, signaling 
the ongoing fragility of the state’s eco-
nomic recovery.32 As a result of these 
decisions, which are discussed in more 
detail near the end of this report, Cal-
ifornians and all Americans face criti-
cal new challenges and opportunities 
in the effort to achieve equitable access 
to affordable, high-quality health care.

FOCUS  GROUP  ME THODOLOGY

In light of these trends, and with the 
generous support of the California En-
dowment, the UCLA Chicano Stud-
ies Research Center (CSRC) organized 
a summit at UCLA in fall 2010 on the 
issue of health care access for local 
LEP Latinos. It focused on the inte-
grated goals of increasing access (e.g., 

Figure 1. Latino Population of the Los Angeles–Long Beach Metropolitan Area

Source: Data from 2010 American Community Survey, US Bureau of the Census.
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insurance coverage), efficiency (i.e., 
the effectiveness of actual care), and 
health outcomes.33

One of the participants’ recommen-
dations was to organize focus groups in 
Los Angeles with the goal of gather-
ing information from Latino communi-
ty members regarding access to health 
care for primary Spanish speakers. Ac-
cordingly, the CSRC organized and 
conducted two focus groups at Mission 
Community Hospital’s San Fernando 
Community Campus for Health and 
Education on November 30 and De-
cember 7, 2011.34 This study is intend-
ed as a local, Latino-centric stakeholder 
evaluation of whether discrimination, 
intentional or unintentional, affects 
access to health care programs that re-
ceive federal funds—specifically, in-
surance programs and physical care 
settings such as hospitals and clinics—
and, if so, whether affordable and fo-
cused public policy measures could 
help correct such discrimination.

Focus Group Composition

The two focus groups conducted by 
CSRC had thirteen and nine partic-
ipants, for a total of twenty-two peo-
ple. The first group was entirely female, 
while the second included two men. 
Each group responded to a brief writ-
ten questionnaire and then engaged in 
guided discussions in Spanish, with the 
same questions asked of both groups. 
The sessions lasted two and a half 
hours and were tape-recorded. After-
ward, the recordings were transcribed 
and translated into English for analysis.

Focus group participants were se-
lected on the basis of language profi-
ciency (primary Spanish speakers) 
among people from the city of San Fer-
nando and adjacent areas. One of the 
authors of this report, Roberto Belloso, 
was in charge of conducting the focus 
groups. He has experience conducting 
focus groups as part of other collabor-
ative research projects between differ-
ent academic institutions (including 
UCLA) and the Latino community in 
the San Fernando area. Of the twen-
ty-two participants, a significant major-
ity, fifteen participants, or 68 percent, 
identified Spanish as their primary 

language (figure 2). An even larger 
majority, eighteen participants, or 82 
percent, reported that they prefer to 
speak Spanish at home (figure 3). The 
same number reported that they speak 
less than excellent English (figure 4), 
which, for our purposes, is synonymous 
with the federal government’s self-rated 
guideline for being considered LEP.35 
Thus, a large majority of our focus 
group participants could be considered 
to have limited English proficiency.

Of the twenty-two participants, 
twelve (55 percent) had some form of 
health insurance coverage and ten (45 
percent) were uninsured (figure 5).

Qualitative Content Analysis

To analyze our focus group data, we 
employed conventional qualitative 
content analysis, also known as induc-
tive category development, in which 
we derived coding categories direct-
ly from the transcripts.36 One key as-
pect of this approach was the use of 
established methodologies that al-
lowed us to generate inferences from 
transcripts, freeing us from inflexible 
quantification.

Conventional qualitative content 
analysis follows an iterative process, be-
ginning with the repeated reading of 
the data and the development of the 
coding process. Category develop-
ment involves the derivation of crite-
ria from the data, based on background 
considerations and research objec-
tives.37 This underscores why substan-
tial background research on health care 
developments and trends is indispens-
able for any project concerning equi-
table health care access for local LEP 
Latinos.

As the iterative process progressed, 
transcripts were analyzed for patterns 
and descriptive codes were developed. 
We then looked at the patterns to 
identify the presence of larger themes, 
and categories were revised or removed 
based on their frequency and reliabili-
ty. For our purposes, this involved iden-
tifying barriers to equitable health care 
that were repeatedly mentioned in our 
focus groups (sometimes in response to 
a direct question).

After the inductive process of cat-
egory development, we moved on to 
a deductive process of category appli-
cation.38 In this step we defined how 
texts should be coded after a category 
was established. For example, after in-
ferring from repeated comments about 
interpreter qualifications that there is a 
need for a federal language certification 
program, we returned to the comments 
to delineate the participant’s statement 
(e.g., whether language services are 
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more urgent for nursing staff or for pri-
mary care physicians; whether phone 
and/or TV services are more, or less, or 
just as appropriate as in-person inter-
preter services).

These findings were then com-
pared to pertinent published research 
and, as relevant, to common experi-
ence, which refers to the concerns, 
knowledge, and aspirations that form 
the public domain.39 As it relates to 
health care in America, common ex-
perience involves, among other things, 
discussions in the public domain about 
the relationship between income and/
or wealth and insurance coverage, the 
weighing of cost against the necessi-
ty of care, and the debate over health 
care as a government (public) responsi-
bility. Common experience is therefore 
reflected in widespread public and pri-
vate debate in, for example, the media, 
the political arena, and academia.

Our methodology yielded results 
that proved largely compatible with 
the existing academic research litera-
ture on health care access for LEP La-
tinos, which, although increasingly 
substantial, is still rather young.

Analytic Categories

Working in conjunction with the lead 
investigator, a co-author (not the focus 
group moderator) examined the tran-
scripts for each focus group. Initial 
emphasis was placed on identifying re-
sponses concerning the relationship 
between limited English skills and eq-
uitable health care access in three 
areas: (a) participants’ access to care 
(e.g., insurance coverage); (b) the effi-
ciency of the care they receive (i.e., af-
fordability and quality); and (c) their 
health outcomes, determined from 
their comments regarding common 
negative health indicators and specific 
health conditions that disproportion-
ately affect the Latino community.40

The research team then identified 
three key barriers to equitable health 
care access among the focus group par-
ticipants: (a) lack of coordinated inter-
preter qualification and training across 
health services at both state and federal 
levels; (b) the challenge of improving 
English skills within LEP households 

and communities; and (c) the integrat-
ed system of socioeconomic factors and 
ethnoracial discrimination. Socioeco-
nomic factors (including income and 
wealth inequalities, as well as social 
mobility) and ethnoracial discrimina-
tion together constitute, in our view, 
by far the most significant threat to eq-
uitable health care for LEP Latinos be-
cause it is an integrated system that 
overarches all other barriers to access. 
In other words, it is the root cause of 
most inequities in health.

After identifying these areas, the re-
search team used consensus methodol-
ogy to develop coding categories that 
were then applied to the transcripts. 
Development of these categories was 
guided by existing public health re-
search on the barriers to health faced 
by vulnerable populations. These stud-
ies increasingly recognize that socio-
economic factors disproportionately 
affect lifespan and health and that ed-
ucation, in particular, is an influential 
determinant of health.41 Our study en-
compasses the hypotheses that support 
this research and presents additional, 
largely qualitative evidence that limit-
ed English skills also contribute to dis-
parities in health.42

Our findings resonate with the Na-
tional Health Law Program’s “Language 
Access in Health Care Statement 
of Principles” and with the National 
Healthcare Disparities Report, 2012, of the 
US Department of Health and Human 
Services.43 Both describe the goal of 
a world in which language barriers do 
not affect health outcomes, contrast-
ing this ideal picture with the current 
system in which appropriate health 
care is distributed both inefficient-
ly and unevenly across populations. 
Notwithstanding the small population 
sample and limited geographic range 
of our focus groups, our research offers 
an up-close, in-depth view of barriers 
to health care from the perspective of 
people who experience them on a daily 
basis. We hope that the findings will 
provoke further discussion of the bar-
riers to care, both in LEP Latino com-
munities and in all communities facing 
disparities in access to health.

FOCUS  GROUP  F I NDI N GS :  HOW 

L AN GUAGE  FUN CT I ONS AS  A 

BARR I E R  TO E QUI TABLE  HEALTH 

C ARE  ACCE SS

The following sections present results of 
our qualitative focus group analysis on 
the three main hurdles to health access 
faced by LEP Latinos: (a) the lack of co-
ordinated interpreter qualification and 
training, (b) the challenge of improv-
ing English skills, and (c) the effects of 
an integrated system of socioeconomic 
factors and ethnoracial discrimination. 
We identify some general findings based 
on survey questions administered to the 
focus groups in writing or orally (partic-
ipants were asked to respond by raising 
their hands). In addition, we include se-
lected quotes from the participants that 
present their experiences, opinions, and 
analysis in their own words.44 There is 
some redundancy in the inclusion of 
quotes because we consider interpret-
er services, improving English skills, 
and socioeconomic factors and ethnora-
cial discrimination to be interconnect-
ed and overlapping concerns and have 
integrated this thinking into our data 
analysis.

Lack of Coordinated Interpreter 
Qualification and Training

Our focus groups relayed numerous ex-
periences with absent or unsatisfacto-
ry interpreter services, highlighting the 
need for a more coordinated, strate-
gic process of interpreter training and 
qualification. Interpreter services can 
be provided in person, over the phone, 
through video interface, or using some 
combination of those options. It is 
worth noting that California has the 
most comprehensive legislation on lan-
guage services of any state, and it con-
tinues to lead the nation in this aspect 
of health care.45 We can therefore infer 
an even greater need for interpreter 
services in states with less-robust poli-
cies on language access. They include 
some with substantial Latino popula-
tions, particularly Texas, which has the 
second-largest Latino population after 
California.

Participants repeatedly pointed 
to a lack of specifically trained (i.e., 
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certified) interpreters at every step 
along the health care path, from re-
ception to diagnosis to treatment to 
discharge and home care (for chronic 
conditions). They emphasized that this 
issue was of major importance to them 
and their health.

Participants testified to the signif-
icant improvement in language ser-
vices for LEP Latinos in recent years, 
which stems in large measure from Cal-
ifornia’s policy efforts in this regard. 
Yet our data also point to the ongoing 
problems caused by a lack of stringent 
state and federal guidelines and regu-
lations for the provision of qualified, 
trained interpreters and translators.

Focus Group Data
Tables 1 and 2 present focus group 
data and selected quotes from partic-
ipants. The interpreter-related issues 
highlighted by the groups included a 
sometimes inappropriate reliance on 
family members, including minors, as 
health interpreters; the general dan-
gers of using untrained interpreters in 
health settings; the need for interpret-
ing services to be available 24/7; and 
the often dependent role that English 
skills play in determining health access 
and outcomes.

Discussion
Health care in the United States re-
lies on a lexicon and knowledge sys-
tem that is esoteric for the average 
citizen. Even for fluent English speak-
ers, understanding the complexities of 
medical diagnoses and treatment rec-
ommendations can be as difficult as un-
derstanding the intricacies of private 
equity firms or collateralized debt ob-
ligations for non-economists. These 
difficulties are compounded for peo-
ple with limited proficiency in English. 
As one of our participants comment-
ed, “Medical terms are very different 
from the terms we use daily.” Not only 
is interpretation necessary, therefore, 
but interpreters benefit from standard-
ized training that enables them to ac-
curately and effectively translate the 
specialized medical terminology used 
by health care providers. This points 
to an urgent need for a coordinated and 

enforceable system of interpreter train-
ing and qualification, potentially at the 
federal level.

Participants in our focus groups 
called for more regularized, streamlined 
interpreter services that are culturally 
sensitive. They pointed out that inter-
pretation was often provided informal-
ly, if at all: “If the doctor doesn’t speak 
Spanish, there’s a nurse who interprets 
for me. If there is no nurse, then I try 
to make myself understood, in my own 
way.” Participants highlighted the un-
reliability of noncertified interpreters, 
particularly in terms of not providing 
full interpretation: “They do not in-
terpret everything we say.” Many had 
relied on friends or family members, 
including children, for interpretation, 
leading to embarrassing and some-
times potentially dangerous situations. 
“Sometimes I have used my daughters 
[as interpreters]. For me it’s uncomfort-
able that my daughters find out [about 
my condition] before I do.”

Taken together, the responses spoke 
to recent trends in language service 
provision in California. These include 
the observation that California’s lan-
guage services have improved dra-
matically: participants indicated that 
there were significantly fewer doctors 
who spoke Spanish years ago. Howev-
er, there is an evident need for more 
educational outreach to dispel funda-
mental misconceptions about language 
services, reflected in one participant’s 
comment that “hospitals are not ob-
ligated to have staff who speak Span-
ish.” Moreover, all participants said 
they worry about the quality of health 
services they receive because of their 
difficulties in communicating effective-
ly. Many participants reported having 
experienced discrimination in health 
care settings, and language was a part 
of this.

In the public discourse on health 
care, a common response to the as-
sertion of a need for improved inter-
preter services is that it would be too 
costly. However, research suggests that 
the long-term savings associated with 
appropriate interpreter services would 
outweigh the short-term cost. A recent 

study found that when a group of Cal-
ifornia hospitals banded together to 
offer interpreter services via phone and 
video, the cost per patient was only $25 
per event.46 With respect to nation-
al costs, a 2002 report from the White 
House Office of Management and Bud-
get (OMB) estimated that it would cost 
the United States $268 million per year 
to offer interpreter services in inpatient 
hospital, outpatient physician, emer-
gency department, and dental visits.47 
The OMB’s estimate, however, “does 
not discount for the costs of language 
services already being provided or for 
reductions in other health costs that 
might occur if there is better patient-
provider communication.” As a result 
of these additional savings, which in-
clude reduced hospitalization and bet-
ter handling of home-based chronic 
conditions, the net costs of expanding 
language services in the near term are 
almost certainly eclipsed by the associ-
ated long-term savings.48

Another way that better interpreta-
tion saves money is by reducing med-
ical malpractice costs. A 2010 study 
conducted by the University of Califor-
nia, Berkeley, School of Public Health 
and the National Health Law Program 
found that health care providers, insur-
ers, and patients bear many direct and 
indirect costs that “could be avoided 
with effective communication. Those 
costs include damages paid to patients, 
legal fees, the time lost when defend-
ing a lawsuit, the loss of reputation and 
patients, the fear of possible monetary 
loss, and the stress and distraction of 
litigation.” The ultimate and unaccept-
able medical cost is, of course, patient 
harm. Thus, the study concluded, “The 
investment in language services is far 
less than the direct and indirect costs 
of not providing language services.”49

The overhauling of the language 
services system could involve a feder-
ally instituted or enforced interpret-
er certification program, as well as the 
creation of further incentives for ex-
isting health practitioners to become 
certified bilingual interpreters. Such a 
system must ultimately reflect the var-
ied needs of LEP stakeholders, many of 
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Table 1. Findings and Statements Regarding Interpreter Services, Focus Group 1

GROUP FINDINGS
When asked whether they personally had experienced discrimination when seeking medical care, 10 of 13 participants raised their hands. 

All participants said that they had received services from people who speak Spanish to some extent.

The majority of participants said that the issue of not fully interpreting everything a patient says remains a major concern. However, a majority said that the provision of basic Spanish language services has 
improved significantly in recent years. 

The majority of participants said that they have used a family member or friend to interpret for them. Sometimes the person doing the interpreting was a child.

All participants said that the quality of services is related to the ability to speak English. This opinion has not changed in recent years even though language services have improved significantly.

All participants indicated that language plays an important role in their health outcomes.

Nine participants said that they did not receive services in Spanish when they first arrived in the United States but that services have improved since then. Given the age of most of our participants, this is a 
testament to the improvement in language services over the years, particularly in California. 

SELECTED QUOTES
“Discrimination comes from the Latino doctors and staff themselves. When Americans hear us speaking English, they say, ‘I understand, I understand.’ On the contrary, Latinos say, ‘I don’t understand. What 
are you saying?’ . . . Then, we feel bad.”

“Once I had a doctor who was trying to speak Spanish, and I asked her, ‘Do you want my daughter to help you?’ And the doctor said, ‘No, no, no. I want to continue practicing Spanish.’”

“I asked my doctor, ‘Why did you learn Spanish?’ The doctor replied, ‘Because I knew that I would provide services to people like you.’ In some cases doctors learn the languages that are spoken in the area 
they work. That is very important.”

“One time, I waited more than an hour, not understanding that they were calling me by my first name. Then, my doctor didn’t speak Spanish. I didn’t understand instructions like ‘don’t walk,’ ‘rest,’ or ‘lie 
down.’ My nephew explained to me the meaning of those phrases.”

“During pregnancy, for example, my doctor—I can’t remember if he spoke Chinese or Japanese—did not speak Spanish or English. He only spoke his language. I don’t know how I was able to understand 
him, but I did. We used body language.”

“They don’t interpret everything we say. There are very few interpreters [who are excellent in relation to interpreting everything we say].”

“It is uncomfortable [to use a relative as an interpreter] because we can’t express ourselves in a direct manner. We have to tell [our situation] to another person.” 

“Those who speak English get services first.”

“I believe that if we speak Spanish, they don’t give us information. They don’t want to waste their time.”

“At the clinics, we don’t receive this type of information [about services available]. We receive this type of information from ‘outside’—at schools or health fairs.”

Table 2. Findings and Statements Regarding Interpreter Services, Focus Group 2

GROUP FINDINGS
Only 4 of the 9 participants said their doctors speak Spanish. The rest said their doctors speak only English. 

Half of the participants said that they are offered services in Spanish before they need to request them.

All participants agreed that when they need Spanish services they always get help.

Participants said that they appreciate a doctor who tries to speak Spanish.

Participants recalled that there were significantly fewer doctors who spoke Spanish years ago.

All participants indicated that they worry about the quality of health services they receive because of their ability to communicate effectively.

All participants indicated that language plays an important role in their health.

All participants agreed that non-English-speaking people are not made aware of all the health services available to them, while the availability of services is made known to those who speak English. 

SELECTED QUOTES
“I don’t think about the language. That’s because if the doctor doesn’t speak Spanish, there’s a nurse who interprets for me. If there is no nurse, then I try to make myself understood, in my own way.”

“Language is important, because if we don’t speak English fluently, we can’t explain what we feel. Medical terms are very different from the terms we use daily. Sometimes the doctors start asking questions 
and we don’t understand what they’re asking. For me, language is a barrier.”

“If there is no interpreter available right away, I have to wait.”

“We feel ‘safe’ [when a doctor or nurse speaks Spanish]. It feels good to know that the doctor understands what we are saying. It helps to give the correct diagnosis. Can you imagine if the doctor doesn’t 
understand us? Or [worse], if the doctor says that he/she understands but in reality doesn’t understand what disease or symptoms we’re talking about? He/she may give us the wrong prescription.”

“One day, there was a lady interpreting for me but I asked her not to do it. I said about 20 words and she just interpreted three words. Also, she was going back and forth [in and out of the room] because 
she needed to interpret for another person as well.”

“Sometimes I’ve used my daughters [as interpreters]. For me it’s uncomfortable that my daughters find out [about my condition] before I do. Sometimes I’ve used other interpreters, but I’ve noticed that I’ll 
be saying one thing and they’re saying something else . . . I have noticed several times that what I say is not interpreted fully.”

“Now that they have more staff who speak Spanish, they offer better services.”

“My son has private insurance and the same doctor [who I see at UCLA] takes care of him. My son [who speaks English] receives a totally different type of care than I receive.”

“If we speak with somebody who speaks Spanish, we will keep asking [follow-up questions], depending on the answers we get. However, if [a provider] speaks English and there is an interpreter, the inter-
preter doesn’t look at you. He/she just turns to you and says, ‘[The doctor] says this and that.’ We don’t have a chance to ask questions or express any doubt we may have.”

“I know that hospitals are not obligated to have staff who speak Spanish* . . . However, it would be easier for hospitals to do that than for people to learn English because [learning English] is a very long process.”
*Note: This is not true for hospitals that receive federal funds and is particularly untrue in California, given its more stringent language service laws. The participant’s statement thus reflects the importance of 
targeted knowledge outreach. 
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whom do not see a primary care phy-
sician consistently. Meeting the needs 
for interpretation will be an uphill bat-
tle, but it is one that our participants 
pointed to as essential to their health.

The Challenge of Improving 
English Skills

Americans view English skills as a key 
component of national identity. A 2007 
survey conducted by Tufts University 
showed that 94 percent of US residents 
believe that being able to speak Eng-
lish is “somewhat” or “very” important 
in determining if someone is consid-
ered a “true” American.50 A May 2011 
study conducted by the Migration Poli-
cy Institute affirmed that English profi-
ciency is a “virtual requirement for full 
participation in U.S. society.”51 When 
the Pew Hispanic Center asked Latino 
permanent residents why they had not 
naturalized, 26 percent, the largest per-
centage for any single response, identi-
fied personal barriers such as a lack of 
English proficiency.52

A common nativist charge against 
non-European immigrants—and Lati-
no immigrants in particular, since they 
are the most numerous group of for-
eign-born—is that they make little or 
no effort to acculturate into American 
society. Language proficiency is com-
monly argued to be a key baseline mea-
surement of such effort.53 Because of 
this lack of personal initiative, the ar-
gument goes, today’s immigrants are 
not following the path of acculturation 
and success trod by the primarily Euro-
pean immigrants that preceded them.54

Immigrants from Spanish-speaking 
nations make up the bulk of the US 
migrant population, and given their 
numbers, they have ample opportu-
nity to speak Spanish while in Amer-
ica. So it is not a great surprise that 
Latin Americans have higher LEP rates 
than other immigrant groups. Howev-
er, multiple studies indicate that the 
Latino population is indeed acquiring 
English proficiency and acculturating 
over time. Perhaps the most notable 
irony of the nativist argument is that 
new Latino immigrants unavoidably 
internalize American acculturation in 

their bodies, often in ways that are det-
rimental to their physical and mental 
well-being.55

The shift to English among contem-
porary immigrants and their descen-
dants is particularly striking when one 
looks at language use across genera-
tions. Analyzing Census Bureau data, 
the Migration Policy Institute found 
that in all ethnoracial groups, the pro-
portion of immigrants who “speak Eng-
lish well” jumps to over 80 percent by 
the second generation (the US-born 
children of immigrants) (figure 6). The 
improvement in English skills between 
the first and second generations is most 
dramatic among Latinos, despite com-
mon misconceptions. The study states, 
“By the third and higher generations, 
close to everyone, regardless of eth-
noracial group, reports speaking only 
English or English very well.”56

These patterns hold among Mexi-
can immigrants, currently the largest 
US immigrant group and the group 
most often criticized in nativist discus-
sions of immigrants’ purported reluc-
tance to assimilate. This is pertinent to 
our study, as Mexican Americans are by 
far the largest LEP Latino community 
in Los Angeles and constituted near-
ly all of our volunteer participants. A 
study published in 2006 showed that 
among immigrants of Mexican ances-
try in Los Angeles who are twenty-five 

years of age and older, only about 25 
percent of the second generation pre-
ferred to speak Spanish at home, while 
4 percent of the third generation and 
3 percent of the fourth generation ex-
pressed the same preference.57

Focus Group Data
Of our twenty-two focus group partic-
ipants, a large majority, nineteen peo-
ple, were born in Mexico (figure 7). 
In addition, a majority of the twen-
ty-two participants immigrated when 
they were over twenty years of age (fig-
ure 8). This is notable because studies 
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Figure 7. Place of Birth

Source: Focus Groups 1 and 2.

41%	
  

59%	
  

Under	
  20	
  (9)	
  

Over	
  20	
  (13)	
  

Figure 8. Age at Emigration

Source: Focus Groups 1 and 2.

Figure 6. Proportion of Individuals Age 5 and Over Who Speak Only English or English Very Well, by 
Ethnoracial Group and Generation, 2004

Source: Tomás R. Jiménez, Immigrants in the United States: How Well Are They Integrating into Society? Washington, DC: Migration Policy 
Institute, 2011. Based on data from the March 2004 Current Population Survey of the US Census Bureau.
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demonstrate that younger immigrants 
become fluent in English more quickly 
than older immigrants.58

Of the six participants who rated 
their English skills as good or excellent, 
two grew up in the United States and 
the remaining four immigrated at age 
seventeen or younger. Furthermore, of 
these six, only one received less than 
a secondary (i.e., high school) edu-
cation; this person was also the only 
one of the six who listed her primary 
language as Spanish rather than “bi-
lingual.” These limited data confirm 
research indicating that English accul-
turation within Latino immigrant com-
munities occurs at higher rates among 
immigrants who entered the country at 
a young age and/or received more ex-
tensive education.59

Tables 3 and 4 present focus group 
data and selected quotes on improving 
English skills. Themes include the im-
portance of learning English in general 
and the specific importance of language 
proficiency in health care settings.

Discussion
Contrary to nativist stereotypes, our 
focus groups suggest that LEP Latinos 
are highly aware of the importance 
of learning English and are constant-
ly striving to do so, sometimes at the 
expense of their cultural heritage. “Of 
course it’s a good thing we have our 
language, but we live in this country,” 
one person noted. Our participants 
made clear that they want to improve 
their English skills and are well aware 
of the social benefits of doing so. For 

many, however, learning English has 
been and remains a challenge. “I have 
four children, so I dedicated myself to 
work and taking care of my children,” 
one woman said. “I would have loved 
to go to school [to learn English], but I 
didn’t have that opportunity.” Anoth-
er emphasized that learning English “is 
a very long process.” All participants 
expressed an appreciation of efforts to 
provide low-cost or free language ser-
vices and called for more access to af-
fordable English classes.

Participants suggested that learning 
English would give them more power 
over their health care, particularly in 
terms of responding to treatment per-
ceived to be unjust. One person com-
mented, “Language is very important. I 
remember one of the Anglo nurses who 

Table 3. Findings and Statements Regarding English Skills, Focus Group 1

GROUP FINDINGS
All participants agreed that the quality of health services they receive is related to their ability to speak English.

All participants said they were concerned about the quality of health care they receive because of their ability to communicate properly.

All participants agreed that language plays an important role in their health outcomes.

SELECTED QUOTES
“What about the doctor telling us, ‘Oh good, you are speaking English’? I think that we also must do our part [by learning English].”

“Of course it’s a good thing that we have our language, but we live in this country. Sometimes our community doesn’t make an effort to learn English. This is not fair.”

“Well, for me [the language issue] is different. That’s because I am learning English. I can now communicate a little better. I don’t use an interpreter.”

“I try to encourage families to learn English. This is good not just for them but for their children. English is useful to help our children do homework, to be able to obtain other things. The best thing we can do 
is to prepare ourselves to be able to help our children. This is the only way to prosper and get a good job. We must learn English . . . We must learn to be able to defend ourselves.”

Table 4. Findings and Statements Regarding English Skills, Focus Group 2

GROUP FINDINGS
There were mixed feelings among the participants as to whether the quality of services is related to the ability to speak English.

However, all participants said they were concerned about the quality of health care they receive because of their ability to communicate properly.

All participants agreed that language plays an important role in their health outcomes.

SELECTED QUOTES
“Language is important, because if we don’t speak English fluently, we can’t explain what we feel. Medical terms are very different from the terms we use daily. Sometimes the doctors start asking questions 
and we don’t understand what they’re asking. For me, language is a barrier.”

“I thought that if I knew how to speak English, the doctor would have to pay attention to me [listen to what I have to say].”

“Now that there are more Latinos, they want us to speak ‘English only.’ That is what they want.”

“Language is very important. I remember one of the Anglo nurses who did not treat me right. If I knew how to speak English, I would have defended myself.”

“I know that hospitals are not obligated to have staff who speak Spanish* . . . However, it would be easier for hospitals to do that than for people to learn English because [learning English] is a very long 
process.” 
*Note: This is not true for hospitals that receive federal funds and is particularly untrue in California, given its more stringent language service laws. The participant’s statement thus reflects the importance of 
targeted knowledge outreach.

“I have four children, so I dedicated myself to work and taking care of my children. I would have loved to go to school [to learn English], but I didn’t have that opportunity.”

“I just want to say that, as others have said, I agree that English is important for facing our needs.”

“[Not knowing English] is a barrier for many of us.”

“I also agree that language [English] is the barrier that does not allow us to obtain information about available services.”
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did not treat me right. If I knew how 
to speak English, I would have defend-
ed myself.” Another noted, “If we don’t 
speak English fluently, we can’t explain 
what we feel. Sometimes the doctors 
start asking questions and we don’t un-
derstand what they’re asking. For me, 
language is a barrier.”

All participants agreed that lan-
guage plays an important role in their 
health outcomes. However, there was 
some divergence between the two focus 
groups. In the first, made up of women, 
all participants expressed concern that 
the quality of health care they receive 
may be negatively affected by their 
difficulties with English communica-
tion. In the second, which contained 
two men, there were mixed feelings as 
to whether the quality of services re-
ceived is related to the ability to speak 
English. We do not have enough data 
to say whether gender or other demo-
graphic factors played a role in this di-
vergence of opinion, but it is worth 
noting.

All participants ultimately assumed 
personal and collective responsibil-
ity for improving their English skills. 
“What about the doctor telling us, ‘Oh 
good, you are speaking English?’ I think 
that we also must do our part [by learn-
ing English],” one person said. They 
stressed the importance of language ac-
culturation as a means to secure a bet-
ter life for their children. For families 
to prosper, “we must learn English,” 
one person emphasized.

Unfortunately, access to affordable 
English language instruction has been 
increasingly restricted in the wake of 
the economic crash that began in 2007. 
Public disinvestment in the California 
educational system left the state near 
the bottom in national rankings of ed-
ucation spending as a share of a state’s 
economy, and this has had direct con-
sequences for English language instruc-
tion. In an October 2011 report, the 
California Budget Project wrote,

California schools with large 
numbers of English language 
learners and students from low-
income families face significant 
challenges. Yet, despite research 

that shows English language 
learners and students from low-
income families are more costly 
to educate, California spends less 
than other states that have fewer 
of these students. Moreover, most 
spending measures do not ac-
count for the additional resources 
required to educate students from 
low-income families and English 
language learners. As a result, the 
spending gap between California 
schools and the rest of the US 
does not reflect the resources re-
quired to adequately educate Cal-
ifornia’s diversity of students.60

Adult education, perhaps the sin-
gle most important source of affordable 
English as a second language (ESL) 
classes, also experienced unprecedent-
ed budget cuts in California. Spending 
declined well over 50 percent follow-
ing the economic crash, though the de-
mand for classes continued to outpace 
supply.61 High school completion, ESL, 
and career preparatory programs serve 
over 140,000 adult students in Los 
Angeles alone.62 EdSource, an educa-
tion nonprofit, reported in 2012 that 
twenty-two of the state’s thirty largest 
school districts had made major cuts to 
adult programs in the preceding year; 
one district had eliminated adult edu-
cation completely.63

California’s 2013–14 budget offers 
additional resources for educating Eng-
lish learners and students from low-
income families. It also promises to 
protect adult education from cuts for 
the next two years and includes $25 
million in planning grants.64 Despite 
these positive aspects, the new bud-
get does not restore the funding that 
was available before the crash, serious-
ly hampering the efforts of low-income 
LEP adults who are trying to improve 
their English proficiency.

If ESL classes are not available 
or are price-prohibitive (particular-
ly given Latinos’ general economic 
standing), then access to language ed-
ucation, especially for recent immi-
grants, is essentially cut off. Because 
this may effectively lock in a key aspect 
of inequality in health access for LEP 

Latinos, the limited availability of ESL 
classes may itself constitute a barrier to 
health care.

Despite the obstacles, Latinos, in-
cluding our focus group participants, 
are making strides in their English 
language education both within sin-
gle lifetimes and, most significantly, 
across generations.65 We would argue 
that, as is the case with interpreter ser-
vices, policy efforts to provide for af-
fordable and accessible English classes 
would lead to the improvement of all 
aspects of health care, from access to 
affordability to outcomes.66 Curtailing 
access to English instruction is a prime 
example of public policy that prioritiz-
es short-term savings at the expense of 
long-term benefits for individuals and 
the broader society.67

The Effects of Socioeconomic 
Factors and Ethnoracial 
Discrimination

Our focus group sessions reflected the 
reality that language proficiency can-
not be considered within a public pol-
icy vacuum. As we have seen, the 
issue of language as a barrier to health 
is closely connected to specific policy 
concerns, such as the need for a fed-
erally certified interpreter certifica-
tion program and the availability of 
low-cost English classes. Even more 
significant, however, are the structur-
al factors, both political and econom-
ic, that shape one’s experience with 
the health care system. Chief among 
these is what we refer to as the inte-
grated system of socioeconomic factors 
and ethnoracial discrimination.

Our participants’ comments affirm 
what public health research is increas-
ingly finding: socioeconomic factors in-
fluence many key measures of health 
and lifespan, and nonwhites are ham-
pered in their pursuit of equitable 
health care by racism, affecting their 
mental as well as physical health.68 
Nearly every aspect of health is shaped 
by income and wealth, and education 
is a particularly powerful determinant: 
higher levels of education are associat-
ed with better health and longer life, in 
part because of the impact of education 
on future earnings and wealth.69
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Unfortunately for Americans, par-
ticularly vulnerable Americans, the na-
tion is now about as unequal in terms 
of wealth and income as it was during 
the Great Depression, though we bene-
fit from a higher standard of living and 
a stronger social safety net.70 The Unit-
ed States also ranks near the bottom of 
OECD nations in terms of social mo-
bility across generations.71 Wealthy 
Americans rarely struggle with exorbi-
tant health costs in the same ways that 
poor Americans do, in part because 
they are more likely to be covered 
by top-tier private health insurance. 
When integrated with related indica-
tors such as education, geographic loca-
tion, and race/ethnicity, affluence itself 
significantly improves the chances of 
positive health outcomes.72

Important new scholarship has fo-
cused on the strong correlation be-
tween affluence and political influence. 
Princeton professor Martin Gilens, for 
example, compared the policy prefer-
ences of earners in the top, middle, and 
bottom income brackets with subse-
quent policy outcomes, based on thou-
sands of survey questions conducted 
between 1964 and 2006. He concludes 
that American citizens are vastly un-
equal in their influence over policy 
making: “In most circumstances, afflu-
ent Americans exert substantial influ-
ence over the policies adopted by the 
federal government, and less well off 
Americans exert virtually none.” Gile-
ns also found that inequality in policy 
influence is growing.73

Our focus group participants repeat-
edly referred to their lack of influence 
and the difficulty of making their voic-
es heard, both directly and indirectly. 
For example, our participants repeat-
edly noted the difficulty of filing health 
care–related complaints in English.

The impact of socioeconomic factors 
on health care is particularly worrisome 
because of the spread of poverty in the 
United States. A September 2012 re-
port from the Pew Research Center 
indicated that the percentage of Amer-
icans who self-identify as being in the 
lower-middle or lower class has risen 
from a quarter of the adult population 

to about a third in the previous four 
years. Latinos led the march into the 
lower brackets, with 40 percent self-
identifying as in the lower-middle or 
lower class in 2012 compared to 30 
percent in 2008, a remarkable 10 per-
cent difference.74

Perhaps most relevant here, the self-
identified lower classes report being 
less happy and less healthy than their 
more affluent counterparts, and the 
stress levels they report are higher than 
those of adults who are not poor. Pew 
found that people in low socioeconom-
ic brackets are four times as likely to 
report being in subpar health as afflu-
ent people, three times as likely to be 
unhappy, and twice as likely to be fre-
quently stressed. “By significant mar-
gins, those in the self-identified lower 
classes say they are less satisfied than 
others with their family life, housing, 
education, and finances. On many re-
sponses, the gap between the lower and 
middle classes is much larger than that 
between the middle and upper classes.” 
When it comes to health care, 45 per-
cent of those who identified themselves 
as being in the lower-middle or lower 
class had difficulty paying for medical 
care for themselves or their families, 
while just 18 percent of middle-class 
adults and 11 percent of upper-class 
adults faced a similar problem.75

Our focus group participants indi-
cated that language proficiency rep-
resents a serious barrier to equitable 
health care access. Because of the cor-
relations between limited English pro-
ficiency, poverty, and ethnoracial 
difference, the language barrier must 
be seen as thoroughly integrated within 
a larger system of socioeconomics and 
race/ethnicity. Discrimination based on 
language proficiency does not simply 
constitute a violation of the intent of 
Title VI of the 1964 Civil Rights Act, 
it also interacts with other socioeco-
nomic and ethnoracial factors to con-
tribute to inequalities in health.

Focus Group Data
Of the twenty-two focus group partici-
pants, over half (twelve) had less than 
a secondary education (figure 9).76 
All of those participants were born 

abroad, with eleven of the twelve born 
in Mexico. Although we did not ask 
participants for income or wealth infor-
mation, studies show that educational 
attainment is a key barometer of future 
socioeconomic status. As a result, we 
used education data as a (loose) proxy 
for socioeconomic status.

Of the twelve respondents with less 
than a secondary education, seven re-
lied on low-income, state-sponsored 
health insurance (often for emergency 
care), while the other five were with-
out any insurance coverage (figure 10).

As noted earlier, twelve of the twen-
ty-two participants had some form of 
health insurance coverage and 10 
had none. The majority of those who 
were insured reported that they re-
lied on Medi-Cal, California’s version 
of Medicaid (figure 11). One partici-
pant, shown in the figure as covered by 
“other insurer,” listed a public hospi-
tal in the San Fernando Valley as her 
provider, and the focus group facilitator 
surmised that this patient is also likely 
covered by Medi-Cal. Only two partici-
pants were enrolled in a major, private 
insurance plan (Kaiser); both of these 
individuals had at least some college 
education.

When asked to self-rate their health, 
over three-quarters of our participants 
(seventeen people) rated their health 
as either acceptable, not good, or poor. 
Only five people rated their health 
as good, and none reported excellent 
health (figure 12).

Of the ten people who relied on 
(or was surmised to rely on) Medi-Cal, 
three ranked their health as not good 
and five as acceptable. The remaining 
two ranked their health as good.

Among the ten people without any 
insurance coverage, the breakdown was 
similar, but it skewed slightly toward 
worse health. One participant report-
ed poor health, and three reported that 
their health was not good. Five report-
ed acceptable health, and one reported 
good health (figure 13).

By contrast, the two participants 
covered by a major private insurance 
plan reported their health as good. 
As noted, they were also the only 
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participants in our focus groups who 
had attended college. Thus, our find-
ings likely align with those in the PEW 
study.77

With respect to English proficien-
cy, only four participants identified 
their English skills as excellent. We 
consider this rating to be comparable 
to HHS’s self-rated language proficien-
cy of speaking English “very well,” the 
level below which HHS considers an 
individual to be LEP (figure 4).78 Of 
those four participants, two were cov-
ered by Medi-Cal, one had private in-
surance, and one was uninsured. Of the 
eighteen remaining participants, who 
indicated that they speak less than ex-
cellent English, nine lacked insurance 
coverage altogether and eight relied on 
Medi-Cal (figure 14). Only one of the 
eighteen participants who qualified as 
LEP was covered by a major private in-
surer, though it should be noted that 
she self-rated her English as “good,” 
considered herself bilingual, and had a 
college education.

Delving deeper, we compared Eng-
lish proficiency with education and 
found similar trends. Three out of the 
twenty-two participants spoke excel-
lent English (self-rated) and had at-
tained at least a secondary education. 
Two of these three were born in the 
United States, while the third immi-
grated from Mexico at the age of four 
and thus had the opportunity to accli-
mate to US culture during early child-
hood. Of these three participants, one 
had private insurance, one had state-
sponsored insurance, and one was un-
insured (figure 15).

By contrast, of the eleven partici-
pants who attained less than secondary 
education and spoke less than excel-
lent English, six relied on state-spon-
sored, low-income insurance, and the 
remaining five were uninsured (fig-
ure 16).79 Furthermore, of these eleven 
participants, all were born abroad and 
all but one in Mexico.

When we equate our language pro-
ficiency standards to those of the fed-
eral government, a significant majority 
of our participants (82 percent) is clas-
sified as LEP. Of that group, all but 

one were either uninsured or relied 
on Medi-Cal. This makes the increase 
in health access under the Afford-
able Care Act, and a strengthening of 
state-level Medicaid plans such as Me-
di-Cal, all the more meaningful. It also 
highlights the ongoing need for strong 
health care cost controls in the Ameri-
can health care system.

Tables 5 and 6 present findings and 
selected participants’ comments relat-
ed to socioeconomic factors and eth-
noracial discrimination. Given that 
this barrier to health encompasses 
many interrelated factors, many of the 
quotes and trends are broader in scope 
than those discussed in the previous 
sections.
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Table 5. Findings and Statements Regarding Socioeconomic Factors and Race, Focus Group 1

GROUP FINDINGS
At least half the participants reported that they use urgent care clinics.
10 of 13 participants raised their hands when asked, “Have you personally experienced some kind of discrimination when you seek medical services?” 
At least 8 participants agreed that some providers have a negative attitude toward Medi-Cal.
At least 4 participants reported having chosen an urgent care clinic over the emergency room because of cost and, moreover, selecting a specific clinic based on its copayment cost.
All participants agreed that the quality of the services they receive is related to the ability to speak English.
All participants agreed that they were concerned about the quality of health care they receive because of their ability to communicate properly.
At least 3 participants said they had taken the time to submit a complaint about the quality of their health services.
At least 10 participants had a complaint but never expressed or filed it.

SELECTED QUOTES
“In general the clinics are expensive . . . If I get a cold, I just deal with it. I don’t go to the clinic. I simply go to Target and get Tylenol or something that can help.”
“I speak English, so I haven’t had any issues with communication. Once I went to a hospital in the San Fernando area. I had an emergency with my son, who had a fever of 103 degrees. After I had waited 
a long time, I said in English, ‘I’m leaving. Just because you see my Latina face and I didn’t speak English—but I do and I also have insurance.’ . . . So the doctor came right away to help me . . . I thought, 
‘Too bad that when [these people] see patients who don’t speak English, who look different, of a different color, they value them less.”
“They discriminate against us when they ask, ‘What insurance do you have?’ and we answer, ‘Medi-Cal.’ Many times when I take my children to the clinics and I mention Medi-Cal, they don’t provide my 
children with the care that they should . . . I took my daughter in July for a checkup; then, by the end of the year, she started showing diabetes symptoms. So I took her back to the clinic and they didn’t want 
to do any tests because they had already done the physical exam. They said that Medi-Cal would not cover [those tests].”
“The copayment [influences my decision of where to go for medical care]. Like she said, I prefer to go to urgent care and pay $20 than to the emergency room where I would have to pay $100.”
“One day my neighbor took my husband to the hospital. They found my husband on the street, so it was an emergency . . . When I arrived at the hospital they still had not taken care of him. I told the staff 
that he had Emergency Medi-Cal. The lady that was checking in the computer said, ‘This Medi-Cal coverage is not good for you because he works. He must have his own insurance.’ . . . She then told us, ‘You 
know what? You come to this country to steal. You have no right to have Medi-Cal.’ I was shaking and very mad. She turned to her coworker and said, ‘These Latinos come here to create a nuisance.’. . . [A 
secretary at Human Resources later] confirmed that we had Medi-Cal.” 
“As far as insurance, I believe there must be some reforms. My father-in-law has a truck business. He had an accident in downtown LA and one of his arms was completely destroyed. They took him to a hos-
pital. He couldn’t talk due to his pain. They didn’t give him any painkillers. They wanted to see his insurance first. They had him sitting in a wheelchair and did nothing. He was bleeding and they were ready 
to cut his hand because it was the less expensive thing to do. They didn’t know that he had good insurance, Blue Cross . . . The reason why they didn’t help him in the first place was because they saw he was 
Latino. He looked so dirty due to his work . . . they discriminated due to his appearance. They didn’t look in his pockets . . . There should be a reform so that everybody has the same opportunity.”
“Years ago, [we received] excellent services because my children had private insurance. Unfortunately, my husband changed his job and we couldn’t pay the private insurance. It was too expensive. My chil-
dren then got Medi-Cal. My oldest son was moved to Kaiser. Each of them goes to a different clinic. The service is not so satisfactory.”
When asked whether available services are made known at urgent care clinics: “At the clinics, we don’t receive this type of information. We receive this type of information from ‘outside’—at schools or health fairs.”
“[Communication is the] problem with our community. It’s not that they don’t listen to us. We have to write letters, but some people don’t want to take the time to do that. Yes, they listen. Yes, they implement the 
changes. We must insist and not back down . . . They listen because it is not to their advantage to have a bad record.” Another participant: “Yes, but again [the ability to write a complaint] is influenced by language.”
“They should provide services—not free, because we don’t value them—but low-cost, to prevent diseases. If we can’t afford medical care, we don’t go to checkups. Then we go and find out that we already 
have diabetes and it’s too late. They should make it possible for those who have no resources to get services . . . Medi-Cal is cutting benefits. Before, Medi-Cal used to cover Tylenol; now I have to pay for it. 
For the health of our children we buy it, no matter how hard it is. But for us [adults] we always say, ‘Later, later.’ Then, we realize it’s too late. I hope they will offer insurance programs at low cost. We need 
opportunities for adults. My children have Medi-Cal but I don’t. I only have Medi-Cal for emergencies. So, I wonder, ‘Should I throw myself under a truck so that they take care of me?’”

Table 6. Findings and Statements Regarding Socioeconomic Factors and Race, Focus Group 2

GROUP FINDINGS
At least 6 participants indicated that they use public clinics run by Los Angeles County.
Only 1 participant reported having a primary care physician.
All participants agreed that doctors often allow too little time for visits.
All participants agreed that they were concerned about the quality of health care they receive because of their ability to communicate properly.
All participants indicated that language plays an important role in their health.
All participants agreed that non-English-speakers are not made aware of all the services that are available to them, while the availability of services is made known to those who speak English.

SELECTED QUOTES
“I go to private clinics . . . I won’t be able to continue because I have been unemployed for about six months.”
“I also couldn’t continue with an eye surgery I needed because I couldn’t afford to pay.”
“I have always paid for my care and for my medicine. But my husband had a stroke. Neither of us has a job, so it’s not possible for us to go to a hospital. It would be too expensive.”
“I go to places [where] I have to wait eight hours. It’s an emergency! But they still make me wait eight hours. I ask them, ‘Why do I have to wait eight hours?’ It’s the system . . . I don’t want to have emergencies.”
“I believe the way they treat us and the services we receive determine where to go. If we receive bad service [and] have to wait 8, 10, 12 hours at the emergency room, feeling bad, [this is not a good thing].”
“Besides the problem with the language, we have another problem: they don’t care about us. I believe that those who answer the telephone should receive a course in human relations. Also, the people who 
are at the front desk, they think that we go to the clinics or hospitals to beg. They treat us as if we are objects.”
“I have had bad experiences with the county. Since I started using county services, those people have made me feel like I’m begging for those services. Many times, I left [county facilities] crying. They don’t 
understand that their salaries come out of the same funds that the government uses to provide us health assistance. They underestimate us. They look down on us.”
“I believe the reason why we don’t [file complaints] is because we don’t use this system in the countries that we come from . . . We don’t exercise our right because of lack of information, not knowing, or 
choosing not to argue.”
“[Not knowing English] is a barrier for many of us. However, I have seen some changes. Those changes are due to the fact that there are many Latinos in this country. There are more than 50 million Latinos, 
approximately—30 million who are Mexican and more from other countries. Let us hope that Spanish continues ‘growing’ for the well-being of all of us.”
“I also agree that the language [English] is the barrier that does not allow us to obtain information about available services . . . I think that there are politicians in control of resources that they don’t want to 
share. They just want to advance in their political careers. Some people are selfish. There are people [in the community] with different needs.” 
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Discussion
Our focus group data are consistent 
with the findings of many recent public 
health studies concerning LEP commu-
nities and, more specifically, LEP La-
tino communities. Chief among them 
is the disproportionate impact that so-
cioeconomic factors have on equitable 
health care access, with language pro-
ficiency serving as a key mediator and 
barrier. Our participants confirm that 
English proficiency, ethnoracial factors, 
income, and type of insurance cover-
age affect Latinos’ ability to receive 
health services, especially services that 
are affordable, efficient, and oriented 
to prevention.

At least four people mentioned that 
they selected a care location based on 
copayment cost, and sometimes not 
seeking care at all: “In general the clin-
ics are expensive . . . If I get a cold, I 
just deal with it. I don’t go to the clin-
ic. I simply go to Target and get Tylenol 
or something that can help.” This deci-
sion may not cause harm when the ill-
ness is really a cold, but the practice of 
foregoing care can have negative con-
sequences when a health problem is 
more serious. A vicious cycle can result 
when health care is cost prohibitive: 
untreated conditions worsen, leading 
to a reliance on costly emergency care: 
“I go to places [where] I have to wait 
eight hours. It’s an emergency! But 
they still make me wait eight hours. I 
ask them, ‘Why do I have to wait eight 
hours?’ It’s the system . . . I don’t want 
to have emergencies.” In turn, overreli-
ance on emergency care drives up pro-
vider costs.

Participants noted the stresses that 
result from the stigma of poverty and/
or poor English skills and demon-
strated a nuanced awareness of how 
socioeconomic and ethnoracial fac-
tors affect their access to health care. 
When asked if they personally had ex-
perienced discrimination when seeking 
medical care, ten of the thirteen par-
ticipants in one focus group raised their 
hands. One person’s story was telling: 
“My father-in-law has a truck business. 
He had an accident in downtown LA 
and one of his arms was completely 

destroyed. They took him to a hospi-
tal. He couldn’t talk due to his pain. 
They didn’t give him any painkill-
ers. They wanted to see his insurance 
first. They had him sitting in a wheel-
chair and did nothing. He was bleed-
ing and they were ready to cut his hand 
because it was the less expensive thing 
to do. They didn’t know that he had 
good insurance, Blue Cross. . . . The 
reason why they didn’t help him in 
the first place was because they saw he 
was Latino. He looked so dirty due to 
his work . . . they discriminated due 
to his appearance. They didn’t look in 
his pockets. . . . There should be a re-
form so that everybody has the same 
opportunity.”

Our participants spoke about direct 
experiences with racism, even when 
language proficiency was not at issue. “I 
speak English, so I haven’t had any is-
sues with communication. Once I went 
to a hospital in the San Fernando area. 
I had an emergency with my son, who 
had a fever of 103 degrees. After I had 
waited a long time, I said in English, ‘I 
am leaving. Just because you see my La-
tina face and I didn’t speak English—
but I do and I also have insurance.’ . . . 
So the doctor came right away to help 
me . . . I thought, ‘Too bad that when 
[these people] see patients who don’t 
speak English, who look different, of a 
different color, they value them less.” 
Notably, concerns about discrimination 
existed independent of the race and 
ethnicity of health personnel. In fact, 
multiple focus group participants said 
they perceived discrimination by Lati-
no health staff in particular.

Another theme was the stigma of 
public health insurance. At least eight 
participants agreed that some provid-
ers have a negative attitude toward 
Medi-Cal. “They discriminate against 
us when they ask, ‘What insurance do 
you have?’ and we answer, ‘Medi-Cal.’ 
Many times when I take my children 
to the clinics and I mention Medi-Cal, 
they don’t provide my children with 
the care that they should.”

Participants seemed to lack access 
to care that focuses on prevention and 
lifestyle, in part for language reasons. 

All participants agreed that non-Eng-
lish speakers are not made aware of 
all the services that are available to 
them, while the availability of servic-
es is communicated more clearly to 
those who speak English. When asked 
whether available services are publi-
cized at urgent care clinics, one per-
son said they are not: “At the clinics, 
we don’t receive this type of informa-
tion. We receive this type of infor-
mation from ‘outside’—at schools or 
health fairs.”

Language proficiency was also cited 
as a barrier to seeking remedies for poor 
treatment and inefficient health deliv-
ery: “[Communication is the] problem 
with our community. It’s not that they 
don’t listen to us. We have to write let-
ters, but some people don’t want to 
take the time to do that. Yes, they lis-
ten. Yes, they implement the changes. 
We must insist and not back down. . . . 
They listen because it is not to their 
advantage to have a bad record.”

Participants’ responses supported a 
now widely accepted public health hy-
pothesis: that people with less educa-
tion and lower English proficiency tend 
to have poorer-than-average health 
(figure 14).

The Los Angeles County Depart-
ment of Public Health divides Los 
Angeles County into eight Service 
Planning Areas (SPAs). Our focus 
groups were conducted in SPA 2, the 
San Fernando Valley. Data from the 
2010 census show that 39.1 percent of 
residents in SPA 2 were Latino. In ad-
dition, 45 percent of adults were not 
born in the United States, and 23.8 
percent of adults spoke mostly Spanish 
at home.80 However, pockets of wealth 
within SPA 2 give the area a lower 
poverty rate than Los Angeles Coun-
ty as a whole and skew many of the so-
cioeconomic and ethnoracial metrics 
we might use to evaluate the link be-
tween socioeconomic/ethnoracial sta-
tus and health.

A more striking example of this link 
is found in the data for SPA 6, South 
Los Angeles, which includes the com-
munities of Athens, Compton, Cren-
shaw, Florence, Hyde Park, Lynwood, 
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Paramount, and Watts. Within Los 
Angeles County SPA 6 contains the 
highest percentage of residents who 
speak mostly Spanish at home (51.7 
percent), ranks second in terms of over-
all Latino population (67.7 percent), 
and ranks third in terms of adults who 
are foreign-born (50.2 percent). Black 
Angelinos make up 28.5 percent of 
SPA 6 residents, the highest concen-
tration of blacks in the eight SPAs and 
well above the county average of 8.5 
percent. Together, Latinos and blacks 
make up a remarkable 96.2 percent of 
the population of SPA 6.

SPA 6 has the highest rate of pov-
erty in Los Angeles County, 31.1 per-
cent, which is 13.1 percentage points 
higher than the county average. For 
comparison, in 2011 the national La-
tino population had a poverty rate 
of 23.2 percent (about 9 percentage 
points higher than the overall US rate) 
and black Americans had a poverty 
rate at 25.8 percent (about 11 percent 
higher than the overall rate). Only Na-
tive Americans and Alaskan Natives 
had a higher poverty rate, a testament 
to the ongoing struggles these commu-
nities face.81

Tellingly, SPA 6 leads, or is close to 
leading, Los Angeles County in most 
causes of preventable death. It ranks a 
close second, for example, in coronary 
heart disease deaths, the number one 
cause of preventable death in the coun-
ty and nationwide. SPA 6 also leads or 
places a close second in many negative 
aspects of general health, including 
the percentage of adults and children 
who report their health as fair or poor, 
the average number of days per month 
in which adults limited their daily ac-
tivities due to poor physical or mental 
health, and the average number of un-
healthy days experienced per month 
(table 7).

As we saw in our focus groups, so-
cioeconomic and ethnoracial factors 
appear to be strongly correlated with 
self-reported health in South Los An-
geles. In addition to having the highest 
levels of poverty in Los Angeles Coun-
ty, SPA 6 was also home to the high-
est percentage of uninsured adults and 

children and the highest percentage of 
adults who reported experiencing dif-
ficulty in accessing health care. With 
respect to education, SPA 6 led the 
county in the percentage of the pop-
ulation with less than a high school 
education and was last in terms of the 
percentage with a college degree or 
higher. It also had the second-highest 
unemployment rate, at 15.5 percent.

SPA 6 also lags behind county av-
erages in measures of the “built envi-
ronment,” which evaluate the presence 
and use of infrastructure, which in 
turn has a major impact on preventive 
health and lifestyle factors. In addition, 
SPA 6 contains the lowest percentage 
of residents who feel that their neigh-
borhood is safe (64.4 percent, nearly 
20 percentage points below the county 

average), the lowest percentage who 
report that children have a safe place 
to play (68 percent), and the lowest 
percentage who report that it is easy 
to get fresh fruits and vegetables (77.9 
percent). Access to healthy, fresh pro-
duce is particularly important for pre-
ventive health as research continues 
to indicate that eating fewer than five 
servings of fruit and vegetables each 
day is linked with a higher chance of 
dying early.82

This also has a significant impact 
on children, whose bodies are still de-
veloping and who thus are more sus-
ceptible to the ill effects of their 
environment. The US Environmen-
tal Protection Agency has documented 
that Latino children are almost twice 
as likely to be hospitalized for asthma 

Table 7. Profile of South Los Angeles: SPA 6 Rankings among All Eight SPAs in Los Angeles Countya

DEMOGRAPHICS
#1 — Percentage of adults who mostly speak Spanish at homeb 

#1 — Percentage of population in povertyc 

#1 — Percentage of adults with less than a high school educationb 

#2 — Percentage of adults who are unemployed and looking for workb

#2 — Percentage of population that is Latinod 

#3 — Percentage of adults who are foreign-bornb 

GENERAL HEALTH 
#1 — Percentage of adults whose health is fair or poorb 

#1 — Percentage of children with no regular source of health careb 

#1 — Average number of poor mental health days in the past month reported by adultsb 

#1 — Percentage of adults who are uninsuredb 

#1 — Percentage of children who are uninsuredb

#1 — Percentage of adults who experience difficulty in accessing health careb 

#8 — Percentage of adults who think their neighborhood is safeb

#8 — Percentage of adults who report it is easy to get fresh produce (fruits and vegetables)b

PREVENTABLE DEATH
#1 — Deaths related to homicide (ages 15–34)e

#1 — Deaths related to strokee

#2 — Deaths related to coronary heart diseasee

#2 — Deaths related to diabetese 
a Los Angeles County is divided into eight Service Planning Areas (SPAs). SPA 6, South, includes the communities of Athens, Compton, 
Crenshaw, Florence, Hyde Park, Lynwood, Paramount, and Watts.
b Self-reported data collected in 2011 from adults and parents or guardians by the Los Angeles County Department of Public Health, Office 
of Health Assessment and Epidemiology. 
c Data collected in 2011, prepared for Urban Research, LA County Internal Services Department. “Poverty” is defined as having a household 
income of less than 100 percent of the federal poverty level. 
d Data estimate of the April 1, 2010, resident population of the United States, by county, by the US Bureau of the Census.
e Data collected in 2009 by the Los Angeles County Department of Public Health, Office of Health Assessment and Epidemiology. Two SPAs 
did not report homicide data.
Source: Los Angeles County Department of Public Health, Office of Health Assessment and Epidemiology, Key Indicators of Health by 
Service Planning Area (Los Angeles: County Department of Public Health, 2013).
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as white children. The agency noted 
that asthma is a complex disease with 
a number of causes, including heredity, 
but that “racial and ethnic differences 
in the burden of asthma may be related 
to social and economic status, access to 
health care, and exposure to environ-
mental triggers.”83

The barriers to equitable health care 
experienced by our focus groups, par-
ticularly the LEP participants, can be 
placed in perspective by looking at 
SPA 6. This area, which has the high-
est percentage of Spanish speakers in 
Los Angeles County, is also home to 
some of the worst socioeconomic con-
ditions, including those related to 
health care access, poverty, education-
al achievement, and access to preven-
tive health resources such as healthy 
food and a safe neighborhood. Just as 
our focus groups indicated that LEP La-
tinos tend to self-rate their health as 
poorer than non-LEP Latinos, and that 
education and English proficiency cor-
relate with wealth and health, data 
from SPA 6 show that socioeconomics 
and ethnoracial discrimination have 
substantial influence over access to eq-
uitable health care. Both data sets mir-
ror national trends, which show that 
Latino Americans (like African Amer-
icans and Native Americans) remain 
disproportionately likely to experience 
both poverty and lower health stan-
dards. It seems fair to conclude that in 
Los Angeles County, just as in the na-
tion as a whole, one’s ability to speak 
English “very well” has a concrete and 
nuanced impact on access to equitable 
health care.

UPDATE :  RECENT  PO L ICY 
IN I T IAT IVES  AND TH E IR  IMPACT 
ON HEALTH  ACCES S  F O R  L EP 
L AT IN OS

Major health policy developments 
took place after our focus groups were 
conducted and this report went to 
press that will affect LEP Latinos both 
statewide and nationally. These in-
clude the US Supreme Court’s deci-
sion to uphold the constitutionality 
of President Barack Obama’s land-
mark Affordable Care Act and the 

California legislature’s approval of 
Governor Jerry Brown’s 2012–13 and 
2013–14 budgets. As a result of these 
developments, LEP Latinos, as well as 
all Californians, face new challenges 
and opportunities on the path toward 
accessibility, affordability, and quality 
in health care.

Federal Level

Prior to the Supreme Court’s landmark 
ruling on June 28, 2012, which upheld 
the constitutionality of the ACA, the 
US Department of Health and Human 
Services stated that the health care 
overhaul law had already extended 
health insurance to a substantial num-
ber of racial and ethnic minorities by 
allowing young adults to stay on their 
parents’ insurance plans through age 
twenty-six. The agency indicated that 
approximately 1.3 million young mi-
nority adults, 736,000 of them Latino, 
had been able to obtain health insur-
ance as a result of the plan since 2010. 
At that time HHS Secretary Kathleen 
Sebelius stated, “We are making strides 
in giving every American regardless of 
race or ethnicity a fair shot at quali-
ty, affordable health care coverage. Be-
cause of the law, more and more young 
adults can breathe a little easier know-
ing they have health coverage.”84

When the Supreme Court upheld 
the ACA, many advocates for low-in-
come and minority people applauded 
the effort to make health care more 
accessible and affordable. Latinos and 
African Americans are expected to 
see further substantial gains in insur-
ance coverage as the ACA’s central 
provisions are implemented in 2014. 
According to a report by the Urban 
Institute, the ACA’s coverage expan-
sions will significantly reduce discrep-
ancies in baseline insurance coverage, 
offering the greatest assistance to those 
with low and moderate incomes, de-
spite ongoing concern from commu-
nity service providers that a lack of 
information and resources is already 
erecting obstacles as providers prepare 
Latinos to enroll in public or subsidized 
health insurance.85 Yet given the close 
correlations between income, race, 
and ethnicity, just over 48 percent of 

the nearly 24 million people likely to 
gain health insurance will be people of 
color.86 As a substantial number of LEP 
Latinos have low or moderate incomes, 
this is an important development for 
this population.

As part of the ACA, all states, in-
cluding California, have the option 
to expand their Medicaid programs, 
with 100 percent of funds for the ini-
tial expansion and no less than 90 per-
cent after that coming from the federal 
government.87 California is one of the 
states that have chosen to accept this 
federal help and expand its Medicaid 
program. According to the California 
Health and Human Services Agen-
cy, at least 1.6 to 1.9 million Califor-
nians are expected to join Medi-Cal as 
a result.88

However, while the bill’s passage is 
widely regarded in the public health 
community as an improvement over 
the status quo, it falls short in signif-
icant respects. For one, the individu-
al mandate, which requires individuals 
to purchase still-costly private health 
insurance beginning in 2014, pro-
vides a federal subsidy to some but not 
all purchasers. There is no guarantee 
that the private plans offered will be 
affordable. Given the socioeconomic 
trends for Latinos, especially LEP La-
tinos, this is a significant concern for 
this population. Moreover, even after 
2014, as many as 29 million Americans 
are expected to remain without any in-
surance coverage; in addition to un-
documented immigrants, they include 
people who are eligible for, but not en-
rolled in, Medicaid.89

Advocacy groups also argue that 
the federal poverty level, to which the 
new health care subsidies are pegged, 
is too low, given the national and re-
gional cost of living. Under the ACA, 
families that earn up to 138 percent of 
the federal poverty level ($26,951 for 
a family of three in 2013) will be el-
igible for Medicaid.90 For households 
that earn from that threshold up to 400 
percent of the federal poverty level, 
subsidies will be available. If the pov-
erty line is set unrealistically low when 
these changes to Medicaid take effect 
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on January 1, 2014, many needy fam-
ilies will be excluded from the pro-
gram, and the subsidies offered them 
may not be sufficient to make cover-
age affordable. This constitutes an ad-
ditional barrier to health that results in 
a serious underreporting of inequities 
in health access, particularly in states 
that refuse to expand Medicaid.

It is important to note that the 
ACA offers no benefits—whether in 
the form of a federal subsidy or Med-
icaid eligibility—to undocument-
ed immigrants. Millions of Latinos in 
the United States live in mixed immi-
gration status families in which some 
members are US citizens and oth-
ers are not. As a result, states with 
high ethnic minority populations will 
have to make strong efforts to clari-
fy that taking advantage of subsidies 
for those who are eligible will not lead 
to negative contact with immigration 
authorities.91

Just as important for the Latino 
LEP community, the law does not di-
rectly address the root causes of mi-
nority health disparities, including 
high health care costs, a problem that 
the ACA mostly likely will not solve. 
The Massachusetts health reforms, on 
which the ACA was modeled, dramati-
cally increased health insurance cover-
age in that state (Massachusetts had a 
6 percent uninsured rate in 2010 com-
pared to an 18 percent national aver-
age). But they did little to address the 
structural causes, and consequenc-
es, of high health costs. Massachusetts 
has the highest individual market pre-
miums in the country, and per capita 
health spending there remains 15 per-
cent higher than the national aver-
age.92 While the individual mandate 
is predicted to lower premium rates in 
the short term as insurers sign up mil-
lions of young and healthy residents 
who previously went uninsured, high-
er premiums could well return once in-
surers have a better handle on the new 
market.93

Nor does the ACA address the 
many barriers to quality health care, 
highlighted by our focus group partic-
ipants, that are rooted in inequality 

and discrimination in the society at 
large. These include discrimination 
by health care providers based on lan-
guage, appearance, or type of insurance 
coverage; scarcity of providers that will 
accept public insurance and provide 
adequate time for health interactions; 
lack of qualified interpreters to bridge 
the language gap; overcrowding and 
long wait times; low-quality care and 
lack of preventive care, and so forth.

Still, advocates like Lisa Clemans-
Cope, a health economist at the Urban 
Institute’s Health Policy Center, say 
the ACA is a step in the right direc-
tion: “There are a lot of numbers here 
so it may be hard to process. But we’re 
talking about at least 25 percent of un-
insured Latinos and 59 percent of un-
insured African Americans becoming 
insured. That’s huge.”94

Ultimately, the impact of the ACA 
on the nation’s LEP Latino popula-
tion will be decided in large measure in 
California. Clemans-Cope notes that 
the impact of the ACA on Latinos de-
pends how the law is implemented in 
two states: “That’s Texas and Califor-
nia, because over half of all Latinos 
live there.”95 In 2009, both states had 
lower than average enrollment among 
those eligible for the children’s ver-
sion of Medicaid, indicating that both 
states have issues with outreach and 
education.96 As of late July, Texas had 
still refused to expand its version of 
Medicaid.

State Level

On June 27, 2012, one day prior to the 
Supreme Court’s decision to uphold 
the ACA, California’s Democratic gov-
ernor, Jerry Brown, signed the state’s 
2012–13 budget bill into law. That 
budget reflected the fragility of the 
California economy as well as the mo-
mentum toward balanced budgets and 
cautious austerity among policy mak-
ers. “This budget reflects tough choic-
es that will help get California back on 
track,” Brown said in a statement fol-
lowing the signing.97

Governor Brown’s 2012–13 budget 
aimed to close a projected $15.7 billion 
shortfall in the state budget by means 
of $16.6 billion in budget “solutions.” 

This was done largely through reduc-
tions in state spending ($8.1 billion), 
additional revenues ($6.0 billion, near-
ly all tied to a temporary tax increase 
approved by California voters in No-
vember 2012), and loan repayment ex-
tensions ($2.5 billion).98 That state 
budget bill, and the $8.1 billion in 
spending cuts in particular, were not 
fully reversed by the more generous 
2013–14 budget and will thus contin-
ue to have a significant and most likely 
negative impact on the prospect of eq-
uitable health care access for LEP Lati-
no communities in the state.

In particular, the finalized 2012–13 
budget included more than $1 billion 
in cuts from health programs, includ-
ing Medi-Cal—the very program into 
which many low-income LEP Latinos 
will be channeled by the ACA.99 “In 
one of the most controversial moves,” 
the Los Angeles Times reported, “law-
makers are eliminating the Healthy 
Families program, shifting the nearly 
900,000 poor children it covers into 
Medi-Cal over the course of a year. 
The decision is expected to save $13 
million in the new fiscal year, with sav-
ings increasing to $73 million two years 
from now.”100

Eliminating new enrollment for 
Healthy Families is having a notice-
able impact on Latino residents and 
LEP Latino communities in particular. 
Chad Silva, policy director at the La-
tino Coalition for a Healthy Califor-
nia, noted that Latinos constituted 46 
percent of Healthy Families beneficia-
ries statewide and 82 percent of ben-
eficiaries in Los Angeles (or around 
165,000 children).101 Healthy Fam-
ilies was unique because it provided 
health access for young people whose 
families earned too much to qualify 
for Medi-Cal but who could not oth-
erwise afford private insurance. Final-
ly, Healthy Families was supported by a 
two-to-one federal matching program, 
and thus the savings that came from its 
elimination were doubly offset by lost 
federal aid.102

The 2013–14 budget, signed into 
law by Governor Brown on June 27, 
2013, is generally kinder to health 
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and social services. As the California 
Budget Project points out, the budget 
“marks a significant turning point in 
California’s fiscal outlook, thanks to 
additional revenues approved by vot-
ers last November as well as gradual-
ly improving economic conditions in 
the state,” noting, however, that “pov-
erty and long-term unemployment are 
still high in the wake of the Great Re-
cession, while the social safety net and 
critical employment services remain 
weakened by recent years’ spend-
ing cuts.”103 In particular, the current 
budget offers expanded Medi-Cal el-
igibility and increased spending for 
K-12 schools, community colleges, the 
California State University, and the 
University of California. It also offers 
some modest improvements to pub-
lic services that were severely cut in 
the 2012–13 budget and that direct-
ly impact the LEP Latino communi-
ty. These services include child care 
and preschool as well as CalWORKS, 
which provides cash assistance to low-
income families while parents try to 
find work.

While an increasing number of Cal-
ifornians recognize that the state econ-
omy is beginning to rebound, more 
than seven in ten continue to describe 
the economy as being “in bad times” 
and only 38 percent say that the state 
is going in the right direction.104 The 
massive cuts made in the 2012–13 bud-
get shortened the time that poor Cal-
ifornians (who are disproportionately 
Latino) could remain in the workfare 
program and reduced payments for 
child care, preschool, and college. 
The 2012–13 budget reorganized Me-
di-Cal to cut costs and integrated the 
Healthy Families program into Medi-
Cal. Whether these cuts can be offset 
in 2013–14 and beyond will rely pri-
marily on how widely the state’s eco-
nomic recovery is shared.

Additional Focus: The ACA and 
California’s LEP Latinos

A timely joint study from the Univer-
sity of California, Berkeley, and UCLA 
focuses attention on the ACA’s proba-
ble impact on California’s LEP Latino 
communities. The report confirms that 

millions of previously uninsured Cal-
ifornians will gain coverage by 2019, 
primarily as a result of the predicted 
expansion of Medi-Cal and the avail-
ability of federally subsidized private 
coverage through Covered California, 
California’s version of the state health 
exchanges, created under the ACA, 
that are designed to provide consumers 
with easy access to competitive health 
insurance plans.105

According to the UC Berkeley-
UCLA study, the number of uninsured 
Californians under 65 will decrease by 
an estimated 1.8 to 2.7 million by 2019, 
depending on outreach efforts.106 Of 
those expected to gain coverage, simi-
lar numbers will be funneled into Me-
di-Cal and private plans. As a result of 
these coverage expansions, between 89 
and 91 percent of nonelderly Califor-
nians are predicted to have health care 
under the ACA, compared to 84 per-
cent without the law.107

However, 3 million to 4 million Cal-
ifornians under the age of 65 could re-
main uninsured even after the ACA is 
fully implemented. Of the Californians 
expected to remain uninsured, almost 
three-quarters will be US citizens or 
lawfully present immigrants, a stagger-
ing two-thirds (66 percent) will be La-
tino, and nearly three in five adults will 
be LEP.108 To place those figures in per-
spective, adults who speak English very 
well are expected to see a 44 percent 
reduction in uninsured rates, while LEP 
adults are expected to see a reduction 
of only 25 percent. Thus, while base-
line insurance coverage among Cali-
fornia’s LEP communities (which are 
predominantly Latino) is set to im-
prove by an impressive 25 percent, the 
share of uninsured people who are LEP 
is actually expected to increase, from 
47 percent pre-ACA to 51 percent 
post-ACA.109 Thus, LEP Latinos may 
be disproportionately left behind when 
it comes to insurance gains under the 
ACA, just as they are currently disad-
vantaged in equitable access to insur-
ance coverage.

It is also important to note that al-
most all of those expected to remain 
ineligible for coverage under the ACA 

due to immigration status will be La-
tino (95 percent) as well as LEP (80 
percent). The Berkeley-UCLA model 
further predicts that a majority of unin-
sured Californians who will be eligible 
for no-cost or subsidized private cover-
age but fail to enroll will be Latino (64 
percent) and LEP (54 percent). Of this 
group, 62 percent will be residents of 
Los Angeles and other Southern Cal-
ifornia counties, which is particularly 
relevant to our study. Likewise, 57 per-
cent will have household incomes at or 
below 200 percent of the federal pover-
ty level, a socioeconomic bracket that, 
as reported earlier, Latinos occupy at 
disproportionate levels both statewide 
and nationally.110

To conclude, under the baseline 
ACA the number of uninsured Cali-
fornians is expected to fall from almost 
6 million to barely over 4 million, an 
impressive improvement; with effec-
tive outreach and enrollment mea-
sures, that number can drop further to 
around 3 million. LEP adults, who are 
overwhelmingly Latino, are expected 
to see a 25 percent reduction in lack 
of insurance coverage. However, two-
thirds of Californians who remain un-
insured will be Latino, and nearly 
three in five uninsured adults will be 
LEP. And regardless of language pro-
ficiency and ethnicity/race, the pre-
dicted 2.3 million Californians at or 
below 200 percent of the federal pov-
erty level who will remain uninsured 
will continue to need a strong health 
safety net.111

As a reform, the Affordable Care 
Act is a meaningful improvement for 
ethnic minorities as measured in base-
line access to health care. However, it 
appears to do less to actively reverse 
the cost trends that keep the United 
States spending around twice as much 
per capita as other wealthy countries, 
and it leaves many people—especial-
ly LEP people—behind. In addition, 
the 2013–14 state budget, while more 
generous to social and health spend-
ing than previously, does not promise 
an equitable recovery in income and 
wealth in California.
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CON CLUS IONS AN D 

RECOMMENDAT ION S

“All Americans should have equal 
access to high-quality care.”

— National Healthcare Disparities 
Report, 2012112

Health care remains a fiscal albatross 
for many Americans. Over 60 percent 
of all personal bankruptcies in America 
involve medical bills, and a strong ma-
jority of those individuals are insured at 
the onset of their health crisis.113 Un-
fortunately, despite predicted gains in 
basic health access under the ACA, 
the price of health care in America is 
projected to remain extremely high. 
According to the Centers for Medicare 
and Medicaid Services, health spend-
ing will continue to climb to $4.6 tril-
lion by 2020, far outpacing the growth 
of the US economy. If that happens, 
health spending will account for near-
ly 20 percent of US gross domestic 
product (GDP), far and away the high-
est such percentage among OECD na-
tions.114 It is no coincidence that the 
Bureau of Labor Statistics notes that 
ten of the twenty fastest-growing oc-
cupations are related to health care,115 
or that the pharmaceutical and health 
care products industries, combined 
with organizations representing doc-
tors, hospitals, nursing homes, health 
services, and health maintenance or-
ganizations, have spent over $5.3 bil-
lion since 1998 on federal lobbying 
efforts, a figure that dwarfs the $1.5 bil-
lion spent by the defense and aerospace 
industries.116

The high cost of health care has an 
especially severe impact on people in 
vulnerable, low-income communities, 
who are disproportionately likely to be 
Latino, and LEP Latino in particular. 
An analysis of census data by the Rob-
ert Wood Johnson Foundation found 
that “families in the lowest income 
quintile contributed more than 20 per-
cent of their income to health care ex-
penditures. All other families, regardless 
of their income group, contributed only 
15–16 percent.”117 This burden of cost 
often results in lower rates of insurance 
and increased reliance on state health 

plans. Of our twenty-two focus group 
participants, of whom only four self-
rated as having excellent English, ten 
were uninsured. Another ten relied on 
low-income, state-sponsored insurance 
plans. Major private insurers covered 
only two of our participants. One of 
the latter was born in the United States 
and the other arrived as a child; both 
had at least some college education and 
good or excellent English skills. The 
three barriers we focused on here—in-
terpreter services, English language in-
struction, and the integrated system of 
socioeconomics and race—were chosen 
both for their redundancy within our 
focus groups and for their relevance in 
contemporary public health research. 
In telling their stories, our participants 
returned repeatedly to the question of 
cost, which research finds to be a key 
gatekeeper of the health care system 
(and a symptom indicating the need for 
major health service restructuring). Re-
cent research has documented the high 
cost associated with hospitalization of 
LEP patients and neonatal care for LEP 
mothers and the costly and potentially 
dangerous realities of miscommunica-
tion in the emergency room, particu-
larly for children.118 Providing context 
for our focus group findings, public 
health research therefore demonstrates 
the numerous ways in which we as a so-
ciety already bear the consequences of 
denying equitable health care to LEP 
populations.

The long-term economic benefits 
of providing such care have already 
been noted, though more research on 
the cost-benefit relationship is needed. 
The OMB’s 2002 Report to Congress 
assessed the benefits and costs of Exec-
utive Order 13166, which sought to im-
prove access to institutions for people 
with limited English proficiency. The 
OMB states, “Almost all individuals, 
LEP and non-LEP, need to access the 
health care system at multiple points in 
their lives. Making these interactions 
more effective and more accessible 
for LEP persons may result in a multi-
tude of benefits, including: increased 
patient satisfaction, decreased medi-
cal costs, improved health, sufficient 

patient confidentiality in medical pro-
cedures, and true informed consent.” 
The report concluded, “The benefits of 
language-assistance services for partic-
ular LEP individuals, while not read-
ily quantifiable in dollar units, can be 
significant.”119 Additional research in-
dicates that provision of enhanced in-
terpreter services does not significantly 
increase hospital operating costs, while 
it does reduce ER visits and costs and 
improves overall patient satisfaction.120

Ultimately, longitudinal health 
outcomes remain the most meaning-
ful measure of a health system. We 
asked our participants to self-rate their 
health, and our data support existing 
research on the correlation between 
self-reported health and socioeco-
nomics/ethnoracial discrimination. Of 
the twenty participants who relied on 
state-sponsored coverage or who had 
no insurance at all, seven reported 
their health as not good or poor, only 
three reported being in good health, 
and none reported excellent health. 
The human and economic cost of poor 
health affects not only these individ-
uals and their families, but also their 
communities and the society at large.

Our focus group participants repeat-
edly stressed the importance of com-
petent interpreter services and the 
potentially frightening consequences 
of inappropriate interpretation, not to 
mention the detrimental impact of long 
waits for such services. All participants 
indicated that language plays an impor-
tant role in their health outcomes, and 
a majority of participants in one group 
specifically cited the issue of inaccurate 
interpretation as a major concern.

Participants also stressed their de-
sire to improve their English skills, es-
pecially for the sake of their children, 
but they also noted the challenges of 
working toward that goal. Unfortu-
nately, cutbacks in the provision of af-
fordable English classes are making this 
even more difficult for participants and 
other LEP Latinos.

As we analyzed our focus group data, 
the significance of socioeconomic fac-
tors and ethnoracial discrimination 
surfaced again and again. A majority 
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of participants indicated that they were 
discriminated against when receiving 
medical services or had experienced a 
negative attitude on the part of health 
care providers toward Medi-Cal. This 
barrier was also evident in the partici-
pants’ overreliance on ER care and in 
their widespread fear or reluctance to 
file complaints related to health care. 
Perhaps the simplest indicators of the 
importance of socioeconomics and eth-
noracial discrimination was the uni-
versal declaration by our focus group 
members that language plays an im-
portant role in their health, and the 
near-universal belief that non-English 
speakers are not made aware of the ser-
vices available.

Since inequality and discrimination 
are at the root of disparities in health, 
a complete and lasting solution must 
involve widespread efforts to close the 
growing income, wealth, and mobility 
gap and to erase discrimination based 
not only on race but also on ethnicity, 
language, and gender. This is of course 
a long-term proposition, touching on 
many facets of public policy. Mean-
while, several specific and more easily 
implemented steps can make a differ-
ence in the short term. They are:
•	 Establish state and federal mandates 

for stringent training and qualifica-
tion of medical interpreters.

•	 Establish federal mandates for the 
appropriate provision of interpreter 
services.121

•	 Expand access to English as a second 
language classes at low or no cost, 
particularly for adults.
The National Health Law Program’s 

statement of principles on language ac-
cess in health care, endorsed by nu-
merous national health organizations, 
includes the following principles that 
overlap closely with our own findings:
•	 “Mechanisms should be developed 

to establish the competency of those 
providing language services, includ-
ing interpreters, translators, and bi-
lingual staff/clinicians.”122

•	 “Access to English as a second lan-
guage instruction is an addition-
al mechanism for eliminating the 

language barriers that impede access 
to health care.”123

•	 “The responsibility to fund lan-
guage services for LEP individuals in 
health care settings is a societal one 
that cannot fairly be visited upon 
any one segment of the public health 
or health care community.”124

We see tremendous opportunity in a 
future project that would create an in-
novative methodology to gauge Title 
VI compliance at the local level, and 
we are currently seeking grant funding 
for such a proposal. The project would 
develop a set of replicable indicators or 
metrics (akin to the health code letter 
grade system for California food estab-
lishments) that could help determine 
whether institutions such as health 
care providers are in compliance with 
the mandates of Title VI. Our pro-
posed model borrows from the Nation-
al Committee for Quality Assurance’s 
Multicultural Health Care Distinc-
tion program, an evaluation program 
designed to help health care organiza-
tions monitor and reduce health care 
disparities among racial and ethnic mi-
norities. The program highlights the 
activities of health plans that provide 
culturally and linguistically appropriate 
services aimed at reducing disparities in 
care. Our project would offer a “tool-
kit for compliance” that would place 
the implementation of the evaluative 
program into the hands of consumers. 
It could be used by nonprofit commu-
nity groups and individuals to evalu-
ate their local health providers based 
on standardized criteria. In the case of 
noncompliant providers, such a sys-
tem would produce constructive nega-
tive publicity and a prompt to action; 
a failing grade could, for example, help 
constitute grounds for government-led 
discovery, that is, for legal action to in-
duce appropriate compliance with Title 
VI. All hospitals and health centers re-
ceiving federal funds are supposed to be 
accountable to the public; this project 
could prove a useful tool for further im-
proved accountability.

The development of such a score-
card system would require an intensive 
meta-analysis of available public health 

research as well as programs and stan-
dards like those in the Multicultur-
al Health Care Distinction program. 
It would be based on previous federal 
mandates from Democratic and Repub-
lican presidents as well as guidelines is-
sued by the US Department of Justice, 
which outline four “reasonable mea-
sures” when it comes to addressing LEP 
concerns under Title VI: “the number 
or proportion of LEP persons in the el-
igible service population, the frequen-
cy with which LEP individuals come in 
contact with the program, the impor-
tance of the service provided by the pro-
gram, and the resources available to the 
recipient.”125 These policies, which re-
sulted from community-led demands for 
equal access to health, voting, and ed-
ucation, reflect the United States’ his-
toric leadership in designing norms and 
standards for the recognition and pro-
tection of human rights.126 The United 
States was instrumental in the adoption 
of the Universal Declaration of Human 
Rights by the UN General Assembly in 
1948. This document states that every 
person has “the right to a standard of 
living adequate for the health and well 
being of himself and of his family, in-
cluding food, clothing, housing and 
medical care and necessary social ser-
vices.”127 Denial of equitable access 
to health care violates our core val-
ues as a nation, particularly in the con-
text of America’s rich immigrant past, 
and future Title VI enforcement guide-
lines—such as the scorecard system we 
propose—should explicitly incorporate 
support for universal human rights, par-
ticularly considering the transnation-
al character of the United States’ LEP 
population.128 In short, efforts in this 
arena should guarantee equal access to 
an inclusive and responsive democracy.

The National Health Law Program, 
like Executive Order 13166, specifical-
ly calls for stakeholder input in assess-
ing and improving LEP services within 
the context of health care. It is our sin-
cere hope that our focus group data and 
analysis provides such input and that 
it helps us move closer to the goal of 
equitable access to high-quality health 
care for all.
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APPENDIX

Appendix Table 1. Findings and Statements Regarding Interpreter Services, Focus Group 1

SELECTED QUOTES
“When I take my 10-year-old with me, she interprets for me. When I don’t take her with me, I ask for 
an interpreter.”

“Discrimination comes from the Latino doctors and staff themselves. When Americans hear us speak-
ing English, they say, ‘I understand, I understand.’ On the contrary, Latinos say, ‘I don’t understand. 
What are you saying?’ . . . Then, we feel bad.” 

“Once I had a doctor who was trying to speak Spanish, and I asked her, ‘Do you want my daughter to 
help you?’ And the doctor said, ‘No, no, no. I want to continue practicing Spanish.’”

“I speak Spanish and English. I took my girl to the [hospital] and waited an hour. The doctor was 
talking and laughing with the nurse. Then, he came to see my daughter and he was mad like never 
before. He asked me, ‘Do you speak Spanish or English?’ I replied, ‘Both.’ Then he rolled his eyes and 
asked my why I had brought my daughter.” 

“About eight years ago, my mother died. I fainted. I had diabetes at that time. I was taken to a 
hospital. They asked me if I spoke English. I didn’t answer. I could hear what they were saying. They 
said: ‘[She came] just because her mother died.’ I told them that I spoke English . . .They didn’t check 
my glucose. They didn’t take my blood pressure . . . I was going to sue the hospital because they 
didn’t do anything. When I got the bill, they were charging for checking my glucose and ‘everything.’ 
I went back to the hospital and gave them a document showing that I was going to sue them. I told 
them I was the one that checked my glucose with my own machine. I had a level of 570. I was seven 
months and three weeks of pregnancy. Now my daughter was born with a pulmonary problem. I could 
say that it was your fault. I told them I recorded when they were laughing. That was not true but I 
told them I recorded it. Like I said in this country when they think that we don’t speak English—I 
mean—when I spoke English at that time, they wanted to transfer me to another hospital in helicop-
ter. I told them ‘No, thank you. I will go driving.’”

“In general, thank God, in the places where I go the doctors speak Spanish. There was only one time 
when my husband got sick, nobody spoke Spanish, and I didn’t understand.”

“When I came to the U.S. they didn’t provide me with services in Spanish.” (9 people indicated that 
they did not receive services in Spanish when they first arrived in the United States.)

“I asked my doctor, ‘Why did you learn Spanish?’ The doctor replied, ‘Because I knew that I would 
provide services to people like you.’ In some cases doctors learn the language that is spoken in the 
area they work. That is very important.”

“Approximately 20 years ago, one of the first things I experienced was that they changed my name. 
In Mexico I am known by my middle name. When I came to the US, they called me by my first name. 
One time, I waited more than an hour, not understanding that they were calling me by my first name. 
Then, my doctor didn’t speak Spanish. I didn’t understand instructions like ‘don’t walk, ‘rest,’ or ‘lie 
down.’ My nephew explained to me the meaning of those phrases.” 

“In my case, thank God, I didn’t have any problem because my sister-in-law would go with me and 
serve as my interpreter.”

“One day a doctor told me that my daughter had ‘roseola y chibolitas.’ I told him that I didn’t know 
the meaning of roseola or chibolitas. The doctor said, screaming, ‘I am talking to you in Spanish.’”

“During pregnancy, for example, my doctor—I can’t remember if he spoke Chinese or Japanese—
didn’t speak Spanish or English. He only spoke his language. I don’t know how I was able to under-
stand him, but I did. We used body language.”

“They thought I didn’t understand what they were telling me. They told me that my barrier was the 
language. They also said there was nothing else they could do for my daughter. My point is that they 
thought I didn’t understand. They thought I had a problem with the language.”

“The first time I went to Holy Cross they sent me a nurse that spoke Spanish when I told them that I 
didn’t speak English. The second time I went they didn’t send anybody.”

“The first time I went to Holy Cross they sent me a nurse that spoke Spanish when I told them that I 
didn’t speak English. The second time I went they didn’t send anybody.”

“It is very common that [medical staff] say they don’t speak Spanish even when they do. The recep-
tionists do that more than anybody else . . . One day we went to a clinic with my sister-in-law . . . [The 
staff member] looked at me and said, ‘Uhh, these little Mexicans’ and left. She covered her badge so 
that we couldn’t see her name.”

“One problem is that the interpreter interprets whatever he or she wants.” “They don’t interpret everything we say. There are very few interpreters [who are excellent in relation 
to interpreting everything we say].” 

“Every single time, I need a relative.” “Sometimes I need an interpreter via telephone. I have called the Healthy Families Program. I made 
many calls. The problem is that they told me to leave a message. They offered to call back in Spanish 
but they didn’t.”

“It is uncomfortable [to use a relative as an interpreter] because we can’t express ourselves in a 
direct manner. We have to tell [our situation] to another person.”

“The fact that there is another person present means there is no confidentiality.”

“For me it’s bad. They don’t give me an interpreter. When I take my son [for medical care], they 
don’t do anything. I have to say ‘bad’ because my son continues the same [no improvement], but 
they always send the bill.”

“Those who speak English get services first.”

“Yes, language plays an important role in our health outcomes.” (All participants shared this opinion.) “Yes, they let us know” (about availability of language services).

“At the clinics, we don’t receive this type of information [about services available]. We receive this 
type of information from ‘outside’—at schools or health fairs.”

“I believe that if we speak Spanish, they don’t give us information. They don’t want to waste their 
time.”

“[The ability to write a complaint] is influenced by the language.” “When they call me to pay the premium for Healthy Families, they have an interpreter. However, 
when I need an interpreter at the clinic, they don’t find anyone to help me.” 

GROUP FINDINGS
When asked if they personally had experienced discrimination when seeking medical care, 10 of 13 participants raised their hands. 

All participants said that they had received services from people who speak Spanish to some extent.

Most members of the focus group indicated that the issue of not interpreting everything a patient says has remained the same, even though provision of basic Spanish language services has improved 
significantly. 

Most participants said that they use a friend or family member to interpret for them.

Some participants indicated that they have used a child under age 18 to interpret for them.

All participants agreed that the quality of services is related to the ability to speak English, and that this has not changed over the years even though language services have improved.
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Appendix Table 2. Findings and Statements Regarding Interpreter Services, Focus Group 2

SELECTED QUOTES
“I don’t think about the language. That’s because if the doctor doesn’t speak Spanish, there’s a nurse 
who interprets for me. If there is no nurse, then I try to make myself understood, in my own way.”

“Language is important, because if we don’t speak English fluently, we can’t explain what we feel. 
Medical terms are very different from the terms we use daily. Sometimes the doctors start asking 
questions and we don’t understand what they’re asking. For me, language is a barrier.”

“The clinic I go to always has an interpreter. But I had an experience that I didn’t like . . . I thought 
that if I knew how to speak English, the doctor would have to pay attention to me [listen to what I 
have to say].”

“Not all places offer interpreting services.”

“There are cases in which the nurse does not interpret to the doctor all the exact words we want them 
to say.”

“Here in San Fernando, I exercise my rights. I speak up. I don’t know if I speak good English but I do 
the best I can to defend myself.”

“If there is no interpreter available right away, I have to wait.” “[Years ago] there were fewer doctors who spoke Spanish. Now there are more doctors who speak 
Spanish.” 

“Now that there are more Latinos, they want us to speak ‘English only.’ That is what they want.” “First of all, when they answer the telephone, they don’t speak Spanish.”

“When they tell us to call to make an appointment, I call and get an answering machine (and always 
in English).”

“In general, it is not very common to find doctors who speak Spanish.”

“We feel ‘safe’ [when a doctor or nurse speaks Spanish]. It feels good to know that the doctor under-
stands what we are saying. It helps to give the correct diagnosis. Can you imagine if the doctor doesn’t 
understand us? Or [worse], if the doctor says that he/she understands and in reality doesn’t under-
stand what disease or symptoms we’re talking about. He/she may give us the wrong prescription.”

“About three weeks ago, I had to get some test done. I was seen by a nurse from the Philippines who 
spoke English but I couldn’t understand anything. I asked for help.”

“I feel more comfortable with an interpreter [knowing that the doctor understands my medical condi-
tion better] . . . I told [the doctor] about [the need for an interpreter] when he tried to explain about 
the A1C test [for diabetes].”

“One day, there was a lady interpreting for me but I asked her not to do it. I said about 20 words and 
she just interpreted three words. Also, she was going back and forth [in and out of the room] because 
she needed to interpret for another person as well.”

“I used an interpreter when I had health insurance. It was a good experience.” “Now that they have more staff who speak Spanish, they offer better services.”

“Sometimes I’ve used my daughters [as interpreters]. For me it’s uncomfortable that my daughters 
find out [about my condition] before I do. Sometimes I’ve used other interpreters, but I’ve noticed 
that I’ll be saying one thing and they’re saying something else . . . I have noticed several times that 
what I say is not interpreted fully.”

“When the nurse comes in to interpret (supposedly), I don’t like the way she interprets, so I try to 
make myself understood.”

“The services have improved [over the years].” “The quality is the same. Physicians don’t care whether patients speak English or not. They are profes-
sionals. At least, I haven’t witnessed a difference.”

“In my case, the doctor who takes care of me at UCLA has a private office too. My son has private 
insurance and the same doctor takes care of him. My son [who speaks English] receives a totally dif-
ferent type of care than what I receive.”

“Since I started using county services, those people have made me feel like I’m begging for those 
services. Many times, I left [county facilities] crying . . . They look down on us.”

“Even if the person speaks English, he or she may not understand the medical terminology that the 
doctors use. Doctors should consider using simple terms.”

“If we speak with somebody who speaks Spanish, we will keep asking [follow-up questions], depend-
ing on the answers we get. However, if [a provider] speaks English and there is an interpreter, the 
interpreter doesn’t look at you. He/she just turns at you and says, ‘[The doctor] says this and that.’ 
We don’t have a chance to ask questions or express any doubt we may have.”

“Language is important and it can have an effect on our health and everything.” “Language is very important. I remember one of the Anglo nurses who didn’t treat me right. If I knew 
how to speak English, I would have defended myself.”

“I know that hospitals are not obligated to have staff who speak Spanish . . . However, it would be 
easier for hospitals to do that than for people to learn English because [learning English] is a very 
long process.”

GROUP FINDINGS
Only 1 participant reported having a primary care physician.

4 of the 9 participants said their doctors speak Spanish. The rest said their doctors speak only English. 

Half of the participants said that they are offered services in Spanish.

All the participants who need Spanish services said that they always get help.

1 participant stated that she had to wait for language assistance.

Participants said that they appreciate a doctor who tries to speak Spanish.

The participants believe that one of the differences is that years ago, there were many fewer doctors who spoke Spanish.

All participants indicated that they worry about the quality of health services they receive because of their ability to communicate effectively.

All participants agreed that language (knowing how to communicate in English) has always played an important role in health.

All participants agreed that non-English-speakers are not made aware of all the health services available to them. 

All participants said that the availability of services is made known to those who speak English, however.
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Appendix Table 3. Findings and Statements Regarding English Skills, Focus Group 1

SELECTED QUOTES
“What about the doctor telling us, ‘Oh good, you are speaking English’? I think that we also must do 
our part [by learning English].”

“Of course it’s a good thing that we have our language, but we live in this country. Sometimes our 
community doesn’t make an effort to learn English. This is not fair.”

“Well, for me [the language issue] is different. That’s because I am learning English. I can now com-
municate a little better. I don’t use an interpreter.”

“I try to encourage families to learn English. This is good not just for them but for their children. 
English is useful to help our children do homework, to be able to obtain other things. The best thing 
we can do is to prepare ourselves to be able to help our children. This is the only way to prosper and 
get a good job. We must learn English . . . We must learn to be able to defend ourselves.”

GROUP FINDINGS
All participants agreed that the quality of services is related to the ability to speak English.

All participants said they were concerned about the quality of health care they receive because of their ability to communicate properly.

All participants agreed that language plays an important role in their health outcomes.

Appendix Table 4. Findings and Statements Regarding English Skills, Focus Group 2

SELECTED QUOTES
“Language is important, because if we don’t speak English fluently, we can’t explain what we 
feel. Medical terms are very different from the terms we use daily. Sometimes the doctors start 
asking questions and we don’t understand what they’re asking. For me, language is a barrier.”

“I thought that if I knew how to speak English, the doctor would have to pay attention to me [listen to what 
I have to say].”

“Now that there are more Latinos, they want us to speak ‘English only.’ That is what they want.” “The language is very important. I remember one of the Anglo nurses who didn’t treat me right. If I knew 
how to speak English, I would have defended myself.”

“I know that hospitals are not obligated to have staff who speak Spanish. We have an obligation 
to speak English. However, it would be easier for hospitals to do that than for people to learn 
English because [learning English] is a very long process.”

“I have four children, so I dedicated myself to work and taking care of my children. I would have loved to 
go to school, but I didn’t have that opportunity.”

“I just want to say that, as others have said, I agree that English is important for facing our 
needs.”

“[Not knowing English] is a barrier for many of us.”

“I also agree that language [English] is the barrier that does not allow us to obtain information 
about available services.”

GROUP FINDINGS
There were mixed feelings among the participants as to whether the quality of services is related to the ability to speak English.

All participants said they were concerned about the quality of health care they receive because of their ability to communicate properly.

All participants agreed that language plays an important role in their health outcomes.
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Appendix Table 5. Findings and Statements Regarding Socioeconomic Factors and Race, Focus Group 1

SELECTED QUOTES

“If it is an emergency, I go to the emergency room, but they ask me, “Do you have insurance?” 
So sometimes I end up not going. I take Tylenol or something because I don’t want to go to the 
emergency room.”

“I have not used urgent care clinics. I have noticed that children or adults who don’t have insurance 
tend to ‘prescribe for themselves.’”

“In general the clinics are expensive . . . If I get a cold, I just deal with it. I don’t go to the clinic. I 
simply go to Target and get Tylenol or something that can help.”

“I have many friends who visit a curandero because they don’t have money to pay [a medical doc-
tor]. Or they go to a sobador, because going to a chiropractor costs them $200 instead of $10–$20 
with the sobador.” [A curandero is a traditional healer, and a sobador is a kind of lay chiropractor.]

“They should provide services—not free, because we don’t value them—but low-cost, to prevent 
diseases. If we can’t afford medical care, we don’t go to checkups. Then we go and find out that 
we already have diabetes and it’s too late. They should make it possible for those who have no 
resources to get services . . . Medi-Cal is cutting benefits. Before, Medi-Cal used to cover Tylenol; now 
I have to pay for it. For the health of our children we buy it, no matter how hard it is. But for us 
[adults] we always say, ‘Later, later.’ Then, we realize it’s too late. I hope they will offer insurance 
programs at low cost. We need opportunities for adults. My children have Medi-Cal but I don’t. I only 
have Medi-Cal for emergencies. So, I wonder, ‘Should I throw myself under a truck so that they take 
care of me?’”

“I speak English, so I haven’t had any issues with communication. Once I went to a hospital in the 
San Fernando area. I had an emergency with my son, who had a fever of 103 degrees. After I had 
waited a long time, I said in English, ‘I’m leaving. Just because you see my Latina face and I didn’t 
speak English—but I do, and I also have insurance.’ . . . So the doctor came right away to help me 
. . . I thought, ‘Too bad that when [these people] see patients who don’t speak English, who look 
different, of a different color, they value them less.”

“Discrimination comes from the Latino doctors and staff themselves. When Americans hear us speak-
ing English, they say, ‘I understand, I understand.’ On the contrary, Latinos say, ‘I don’t understand. 
What are you saying?’ . . . Then, we feel bad.”

“They discriminate against us when they ask, ‘What insurance do you have?’ and we answer, ‘Medi-
Cal.’ Many times when I take my children to the clinics and I mention Medi-Cal, they don’t provide 
my children with the care that they should . . . I took my daughter in July for a checkup; then, by 
the end of the year, she started showing diabetes symptoms. So I took her back to the clinic and they 
didn’t want to do any tests because they had already done the physical exam. They said that Medi-
Cal would not cover [those tests].”

“The copayment [influences my decision of where to go for medical care]. Like she said, I prefer to 
go to urgent care and pay $20 than to the emergency room where I would have to pay $100.”

“I speak Spanish and English. I took my girl to the [hospital] and waited an hour. The doctor was 
talking and laughing with the nurse. Then he came to see my daughter and he was mad like never 
before. He asked me, ‘Do you speak Spanish or English?’ I replied, ‘Both.’ Then he rolled his eyes 
and asked me why I had brought my daughter.”

“One day my neighbor took my husband to the hospital. They found my husband on the street, so it 
was an emergency . . . When I arrived at the hospital they still had not taken care of him. I told the 
staff that he had Emergency Medi-Cal. The lady that was checking in the computer said, ‘This Medi-
Cal coverage is not good for you because he works. He must have his own insurance.” . . . She then 
told us, ‘You know what? You come to this country to steal. You have no right to have Medi-Cal.’ I 
was shaking and very mad. She turned to her coworker and said, ‘These Latinos come here to create 
a nuisance.’ . . . [Later the secretary at Human Resources] confirmed that we had Medi-Cal.” 

“About eight years ago, my mother died. I fainted. I had diabetes at that time. I was taken to a 
hospital. They asked me if I spoke English. I didn’t answer. I could hear what they were saying. They 
said: ‘[She came] just because her mother died.’ I told them that I spoke English . . . They didn’t 
check my glucose. They didn’t take my blood pressure . . . I was going to sue the hospital because 
they didn’t do anything. When I got the bill, they were charging for checking my glucose and 
‘everything.’ I went back to the hospital and gave them a document showing that I was going to sue 
them. I told them I was the one that checked my glucose with my own machine. I had a level of 570. 
I was seven months and three weeks of pregnancy. Now my daughter was born with a pulmonary 
problem. I could say that it was your fault. I told them I recorded when they were laughing. That 
was not true but I told them I recorded it. Like I said in this country when they think that we don’t 
speak English—I mean—when I spoke English at that time, they wanted to transfer me to another 
hospital in helicopter. I told them ‘No, thank you. I will go driving.’”

“In general, thank God, in the places where I go the doctor speaks Spanish. There was only one time 
when my husband got sick, nobody spoke Spanish, and I didn’t understand.”

“When I came to the US, my son was seven months old. I then got pregnant. They [medical person-
nel] wanted me to abort the second baby. I was feeling tired. I wasn’t feeling really bad, I was just 
tired. I was four months pregnant. They gave me a paper and told me to go to a clinic. When I 
arrived, they told me to lie down. I asked why? And they told me that I needed to lie down because 
they needed to perform an abortion. I told them they were crazy and left.”

“I take my son to Kaiser. They take excellent care of him. But I take my other four children to 
another place [where I have] to make an appointment in person. In this place, the staff are busy, 
answering the telephone and so forth. If I call on the telephone, I end up waiting an hour and I have 
to hang up.”

“One time I was feeling very sad. I guess I was depressed. Everything hurt me. I went to the doctor 
and checked my glucose, my liver, the pap smear, and everything. They told me that I had to pay 
for certain tests because Medi-Cal didn’t cover everything. So I paid, and the doctor told me, ‘You 
are sick in the head.’ Why couldn’t the doctor say that I had a problem with my nerves, that I was 
stressed? . . . Sometimes we go to the doctor as a preventive measure and they interpret that as an 
exaggeration on our part . . . This clinic is one block from my house but I don’t want to go there. I’d 
rather go to another clinic that is farther but provides me better service.”

“Two years ago, my husband was diagnosed with cancer. He started going to clinics. He has insur-
ance from his job but he had to cover part of the total cost . . . When he went to his appointments, 
he would be told, ‘The doctor did not come to work today’ or ‘The machine broke down.’ . . . Time 
passed. The cancer advanced . . . When they decided to do the biopsy, it was too late. The cancer 
had spread in his body. There was nothing they could do. If they had treated him when he started 
to feel bad, maybe they could have done something. But they didn’t take care of him because of his 
insurance. When he was hospitalized, nobody made an effort to communicate with me . . . So I think 
there is still negligence because of language and because of insurance.”

“I think that it is prohibited for the medical staff to provide information about the availability of 
programs. They say, ‘Go to this place or that place but don’t say I told you.’ Then, we find out and 
receive help from other places. Doctors don’t talk about the different types of assistance. That’s why 
bad things can happen to us, because we don’t have money.”
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SELECTED QUOTES

“As far as insurance, I believe there must be some reforms. My father-in-law has a truck business. 
He had an accident in downtown LA and one of his arms was completely destroyed. They took him 
to a hospital. He couldn’t talk due to his pain. They didn’t give him any painkillers. They wanted to 
see his insurance first. They had him sitting in a wheelchair and did nothing. He was bleeding and 
they were ready to cut his hand because it was the less expensive thing to do. They didn’t know that 
he had good insurance, Blue Cross . . . The reason why they didn’t help him in the first place was 
because they saw he was Latino. He looked so dirty due to his work . . . they discriminated due to 
his appearance. They didn’t look in his pockets. There should be a reform so that everybody has the 
same opportunity.” 

“Now we hear that doctors can see you even if you don’t have insurance. That is a lie. They tell us 
to sign attesting that we have insurance. For example, if I didn’t sign stating that we had insurance, 
they wouldn’t take care of my husband.”

“My father had an experience with a doctor from Asia. Before saying anything to my father, just by 
looking at him, the doctor said, ‘Can we get an interpreter?’”

“It is very common that [medical staff] say they don’t speak Spanish even when they do. The recep-
tionists do that more than anybody else . . . One day we went to a clinic with my sister-in-law. I knew 
that this [staff member] spoke Spanish but she denied it. I heard her talking in Spanish with another 
person. I told her to give me her name to report her. She looked at me and said, ‘Uhh, these little 
Mexicans’ and left. She covered her badge so that we couldn’t see her name.”

“I try to encourage some families to learn English . . . We must learn to be able to defend 
ourselves.”

“Years ago, [we received] excellent services because my children had private insurance. 
Unfortunately, my husband changed his job and we couldn’t pay the private insurance. It was too 
expensive. My children then got Medi-Cal. My oldest son was moved to Kaiser. Each of them goes to 
a different clinic. The service is not so satisfactory.” 

“[The quality of services is related not only to] the language but to our appearance.” When asked about whether services are made known: “At the clinics, we don’t receive this type of 
information. We receive this type of information from ‘outside’—at schools or health fairs.” 

“I believe that if we speak Spanish, they don’t give us information. They don’t want to waste their 
time.” 

“We are aware [of available services] through other places or our relatives, but not through the 
clinics.” 

“I haven’t really had issues with the services . . . However, one time I had an appointment for my 
son and we needed to register. There was a very long line to sign in . . . I told the supervisor that we 
had been waiting for 15 minutes and the line was long. I told her that two of her staff had gone to 
lunch. I also said that we pay enough money through the insurance for them to take care of us. Very 
quickly, four people came to assist us.”

“[Communication is the] problem with our community. It’s not that they don’t listen to us. We have 
to write letters, but some people don’t want to take the time to do that. Yes, they listen. Yes, they 
implement the changes. We must insist and not back down . . . They listen because it is not to their 
advantage to have a bad record.” Another participant: “Yes, but again [the ability to write a com-
plaint] is influenced by language.”

“The reason I filed a complaint is because I need to show them that just because I don’t speak 
English, this doesn’t mean I don’t know as much as they do. They think they know too much.”

“We should not stop with one opinion from one provider. We should look for different opinions. We 
should not let the language stop us.” 

“I haven’t had much of a problem with the language. My problem has always been that I don’t have 
a lot of time . . . I would rather prescribe for myself than go to the clinic where I will waste three 
hours.”

“[We would like to have] a telephone line where we can complain.”

“Providers should not be good to us just to bill us. They should be able to provide good services, to 
help us in an emergency. I notice that when they call me to pay the premium for Healthy Families, 
they have an interpreter. However, when I need an interpreter at the clinic, they don’t find anyone 
to help me.”

“There are many children without insurance. If they go to the doctor, they are denied services. They 
should help those people who live on the street [the indigent/homeless].”

GROUP FINDINGS
At least half the participants reported that they use urgent care clinics.

10 of 13 participants raised their hands when asked, “Have you personally experienced some kind of discrimination when you seek medical services?” 

At least 8 participants agreed that some providers have a negative attitude toward Medi-Cal. 

At least 4 participants reported having chosen an urgent care clinic over the emergency room because of cost and, moreover, selecting a specific clinic based on its copayment cost. 

All participants agreed that the quality of the services is related to the ability to speak English. 

All participants agreed they were concerned about the quality of health care they receive because of their ability to communicate properly. 

At least 3 participants said that they had taken the time to submit a complaint about the quality of their health services. 

At least 10 participants had a complaint but never expressed or filed it. 

Appendix Table 5. (cont.)
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Appendix Table 6. Findings and Statements Regarding Socioeconomic Factors and Race, Focus Group 2

SELECTED QUOTES
“I have several conditions: high blood pressure, high cholesterol, and my heart. I already had open 
heart surgery. It has been very difficult for me to obtain assistance from the government.”

“I go to private clinics. I pay . . . I won’t be able to continue because I have been unemployed for 
about six months.”

“I also couldn’t continue with an eye surgery I needed because I couldn’t afford to pay.” “I have always paid for my care and for my medicine. But my husband had a stroke. Neither of us 
has a job, so it’s not possible for us to go to a hospital. It would be too expensive.”

“I have a son with depression . . . He is 23 and can’t get help. I can’t help him because I am not 
working.”

“I go to places [where] I have to wait eight hours. It’s an emergency! But they still make me wait 
eight hours. I ask them, ‘Why do I have to wait eight hours?’ It’s the system . . . I don’t want to have 
emergencies.”

“I believe the way they treat us and the services we receive determine where to go. If we receive bad 
service [and] have to wait 8, 10, 12 hours at the emergency room, feeling bad [this is not a good 
thing].”

“I exercise my rights. I speak up. I don’t know if I speak good English but I do the best I can to 
defend myself.”

“My brother had insurance with Kaiser. He got really sick, so I took him to Kaiser. He had lost his job 
and there were only 21 more days left on his insurance coverage. They said that my brother didn’t 
qualify because he needed a long treatment. I told them he still had 21 days, so they could still see 
him. They said, ‘No, this is not the county. We don’t have [social] programs. This is a private place.”

“I have always suffered from sinusitis. A private doctor told me, ‘You have a serious problem; you 
need surgery; you have cysts inside your nose.’ She told me this in less than three minutes. She told 
me she needed to perform the surgery immediately. I asked her how much the surgery would cost 
and she said $6,000. I said, ‘No, I’ll be back.’ I left and went for a second opinion. They [the second 
provider] told me nothing.” 

“Now that there are more Latinos, they want us to speak ‘English only.’ That is what they want.” “When they answer the telephone [when one calls to set up an appointment] they don’t speak 
Spanish. Second, to get an appointment, it takes at least three months.”

“Besides the problem with the language, we have another problem: they don’t care about us. I believe 
that those who answer the telephone should receive a course in human relations. Also, the people who 
are at the front desk, they think that we go to the clinics or hospitals to beg. They treat us as if we 
are objects.”

“When they tell us to call to make an appointment, I call and get an answering machine (and always 
in English). I am having a problem right now. My husband needs a doctor who speaks Spanish. He has 
Blue Cross. I called and a young lady helped me. She tried to find a doctor who speaks Spanish and 
could not find any. How is that possible?” 

“I had insurance. I called and they gave me an appointment but I had to wait 30 days. [I decided] to 
go to the emergency room. They were upset with me. They told me not to do that again.”

“I was waiting to pick up my medicine at Olive View [county hospital]. Usually there is a long wait. We 
have to wait a couple of hours . . . I was in pain. I told them I couldn’t wait . . . I sat down but I felt 
bad, bad. Finally, I fainted. I lost consciousness . . . I had not eaten anything. So they took me to the 
emergency room. My son and I were so disappointed to see that the staff from the pharmacy didn’t 
move at all.”

“I have had bad experiences with the county. Since I started using county services, those people have 
made me feel like I’m begging for those services. Many times, I left [county facilities] crying. They 
don’t understand that their salaries come out of the same funds that the government uses to provide 
us health assistance. They underestimate us. They look down on us.”

“I have had a complaint about a health program. As I mentioned before, I have received medical bills. 
I sent the application for the program and I am still waiting. I got a call from a social worker. She 
told me to go to the office to do this and that . . . I told her that I knew about the bill and that I have 
already applied . . . The social worker replied in a rude manner . . . I actually went to the office to let 
them know that a person had called me . . . They confirmed that I had to wait . . . So, this is a case of 
very bad communication. I was upset with the person who called me.”

“I believe the reason why we don’t [file complaints] is because we don’t use this system in the coun-
tries that we come from . . . We don’t exercise our right because of lack of information, not knowing, 
or choosing not to argue.”

“When I had my first baby, 11 years ago, they treated me very badly. I complained but it didn’t go 
beyond that . . . I felt that I was ignored.”

“[Not knowing English] is a barrier for many of us. However, I have seen some changes. Those 
changes are due to the fact that there are many Latinos in this country. There are more than 50 mil-
lion Latinos, approximately—30 million who are Mexican and more from other countries. Let us hope 
that Spanish continues ‘growing’ for the well-being of all of us.”

“I also agree that the language [English] is the barrier that does not allow us to obtain information 
about available services . . . I think that there are politicians in control of resources that they don’t 
want to share. They just want to advance in their political careers. Some people are selfish. There are 
people [in the community] with different needs.” 

“Sometimes, we feel bad and they tell us to call [to set up an appointment] at 7:30 a.m., but nobody 
answers. So it’s better to go to the emergency room.”

GROUP FINDINGS
At least 6 participants indicated that they use public clinics run by Los Angeles County. 

Only 1 participant reported having a primary care physician.

All participants agreed that doctors often allow too little time for visits. 

All participants agreed they were concerned about the quality of health care they receive because of their ability to communicate. 

All participants agreed that language (knowing how to communicate in English) has always played an important role in their health. 

All participants said they thought that non-English-speakers are not made aware of all the services that are available to them, while the availability of services is made known to those who speak English. 
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