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Executive summary 

Cultural competence is an important and recurring topic for healthcare professionals and 

providers, especially in communities that serve diverse clients and patients. This discussion is 

even more critical in institutions that serve predominantly immigrant and minority communities, 

where the relationships between providers and patients/recipients are complex and challenging 

when different cultures and ways of knowing and being converge. Focusing on the Latino 

community in the Twin Cities, the goal of this document is to outline the importance of 

considering cultural competence and incorporating it as a concept in communication strategies 

used by healthcare institutions to engage with this specific population.  

 A qualitative approach, with two focus group discussions, was used to gather opinions 

and reactions about communication materials by potential Latino consumers. In both groups 

participants were female, although they were from different socioeconomic backgrounds.  

Women were the primary sample used because they historically have greater involvement and 

influence in the healthcare decision-making process at home, and are often the main caregivers 

that accompany dependents and family members to healthcare visits. Communication materials 

were mainly print documents, including brochures and handouts, as healthcare institutions tend 

to produce and distribute these in greater volumes, but the focus groups also watched a video on 

maternal health services and reviewed a website from a community hospital. During the 

discussion, and in order to evaluate effectiveness of the communication materials, participants 

were encouraged to talk about how relevant the information was to their needs and preferences; 

the appropriateness of the language (Spanish) used: and how likely were they to use the offered 

services. Towards the end of the focus group, participants discussed the ways in which they 
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actually get information about healthcare services and how they know where to go when they 

need such services. 

 After analyzing their opinions, preferences, and comments, the following three main 

findings were made. The first looks at what is being communicated, and references the language 

and concepts conveyed in the materials. According to the female Hispanic participants, they 

consider it important to create communication strategies that go beyond simply translating 

language, but instead incorporate other cultural factors. For example, the concept of doula, even 

when translated into Spanish, may not be familiar to Latino families looking into maternal health 

services and they may need more context. Of course offering these materials in Spanish is 

imperative, but not just translating the range of services offered. Often times, translations are 

conducted using a mechanical process converting text from English to Spanish, missing some of 

the key cultural uses some of the key words and phrases that exist in Spanish, but not in English.  

The second key finding considers how the information is being conveyed, meaning 

through which mechanisms the information is being related to and by whom. Latinos in the Twin 

Cities rely predominantly on word-of-mouth when they are seeking healthcare services. This 

suggests that in engaging with this specific community, clinics and hospitals need to do 

grassroots work to link services with other community-based institutions in order to gain trust 

from the potential clients. These healthcare institutions could be better at reaching these 

communities if they employed communications officers to liaise with these trusted Latino and 

immigrant serving institutions. 

The third finding looks at to whom the materials are being directed, and how they portray 

and represent these communities in their materials. Communicators from healthcare institutions 

need to be careful and sensitive to how they reference and represent their target population’s 
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economic status. Low-income families are aware of their socioeconomic position and 

circumstances, and thus finding overt references to their poverty in materials used to invite them 

to use health services can be experienced as patronizing and insulting. In summary, while they 

know they experience poverty, they do not have to be reminded of their situation continually 

when trying to find services for themselves and their families. A final finding is in regards to 

gender, and to what sex these materials are designed for. Even though the women participants 

recognized their important and central role in deciding whether or not to use certain healthcare 

services for their family, they point out the necessity of incorporating men and, in general, the 

concept of family into healthcare materials and language. For example, only portraying women 

in images and languages in brochures, reiterates that healthcare provision is only a woman’s job.  

Making communication materials that include men in the responsibility of healthcare provision 

makes the content more appealing and more empowering to the entire family. The concept and 

role of family, or familismo as will be discussed further in this research, is a very specific notion 

among the Latino community, and should be taken into account by healthcare communicators 

when they are designing materials for their target audiences.  In summary, through this research 

on how Latino female participants perceive and respond to key communication materials 

directed at their community, a number of central findings useful for healthcare institutions have 

been identified; these findings consider issues of translation, cultural competence and what 

information is communicated; how this information is communicated by healthcare institutions; 

and how low-income communities and gender are represented in targeting key segments of the 

Latino population.  
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Introduction 

The way healthcare providers interact with immigrant populations through communications 

materials in the United States has caught the attention of researchers at different moments in 

history, especially during the country’s huge waves of immigration. One of the topics most 

studied has been mental health in immigrant communities. There is a notable body of research on 

the relationship between one’s immigrant status and the incidence of mental health, and how 

mental health has shaped the way healthcare is being provided to these communities regardless 

of where they came from and how they came to the U.S. (Chen & Vargas, 2011; Escobar et al., 

1999; Hovey et al., 2000). There is also a significant amount of research on how immigrants 

acculturate to American society and how they adopt eating and nutrition habits from their new 

U.S. home environment. This of course affects their long-term health outcomes (Pérez, 2014), 

but can have negative health consequences for them and their families. 

The U.S. healthcare system has also adapted to serving different communities that have 

immigrated, who have thus helped shape the system as their communities expand and become 

important segments of the nation’s population. These immigration trends and phenomena have 

led to more studies on cultural competence and the way healthcare practitioners treat their 

immigrant patients (Beamon et al., 2006; Jenakovic, 2001; Rees & Ruiz, 2003; & Tseng & 

Streltzer, 2008). While much of this research addresses cultural competence among the providers 

in respect to the patients or users, there is less literature on how cultural competence can affect 

the way hospitals, clinics, insurance companies, etc. communicate with these varying immigrant 

communities. In Minnesota, the Latino community is one of the largest minority populations: 

5.2% of Minnesotans are Latinos/Hispanics (U.S. Census, 2015). According to the U.S. Census 

(2015), 8% of the children enrolled in the school system are Latinos, and this population is 
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projected to grow. Along with other communities, Latinos have shaped the state of healthcare in 

the state, health care providers still lack information and data on what is the best way to 

communicate with this target group. Are hospitals and clinics doing a good job reaching the 

Latino community? Are the ways healthcare providers reach out to Hispanics culturally and 

socially appropriate and effective? Are Latinos getting all the health services they need? Is 

awareness of services an outcome of successful communication between healthcare providers 

and potential clients, or should satisfaction with services and materials also be important? This 

study will serve as a starting point for examining these questions and for identifying the most 

appropriate ways to address healthcare communication and messaging with a community that 

keeps growing in size, not just in Minnesota but also in the country as a whole (Pew Research 

Center, 2015). For the purpose of this study, the geographical focus within Minnesota will be the 

Twin Cities as this is where approximately half of the entire Latino population in the state, or 

nearly 140,000 Hispanics, resides, according to the Minneapolis/St. Paul Business Journal 

(2013).  
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Literature Review 

Healthcare Communications in a Diverse Environment  

Healthcare communications is “the study and use of communication strategies to inform 

and influence individual and community decisions that enhance health” through providing 

relevant information to those individuals or communities in order to generate “knowledge, 

attitudes, and practices with regards to health” (Thomas, 2006, p. 1-2). For some scholars, 

healthcare communication materials have to align with different characteristics and needs of the 

audiences, as well as their personalities. For instance, Allen et. al. (2002) points out that 

personalities may differ, and these individual characteristics can affect the way people see and 

interpret messages. Along this point, there are people who are more drawn to visual images, 

while others who prefer reading simple text. This psychological approach to designing messages 

acknowledges that all people are different, which healthcare providers should take into 

consideration when producing communications materials for their clients (Allen et. al., 2002).  

Allen et al. (2012) further states that, “if we can understand those differences we can increase our 

effectiveness” (p. 4) as healthcare communicators and offer better quality messages tailored to 

the intended audience.  

In contrast, there are other scholars that include more elements than just personality in 

their analysis about healthcare communication. For example, Cooper et al. (2003) says, 

“Individuals coming together in medical dialogue bring with them all of their personal 

characteristics, including their personalities, social attitudes and values, race, ethnicity, gender, 

sexual orientation, age, education, and physical and mental health. This applies to the physician 

as well as to the patient” (p. 5). This statement extends to differences beyond solely personality, 

while at the same time considers (good) health communications to be a complex task. Applying 
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this to the U.S., a nation of individuals and communities from diverse backgrounds, potential 

healthcare clients require communications approaches that reflect their different needs and 

interests. This presents a big challenge for healthcare providers, who have to communicate with a 

growing landscape of minority groups.  

This challenge of providing healthcare to different cultural and ethnic demographics has 

been explored to some extent in communications and healthcare research. There is consensus 

around the notion that the U.S. healthcare system is one of the most complicated and expensive 

in the world, and therefore gaining access to this system is also complicated (Aguirre-Molina et 

al., 2001; Wallace et al., 2008). These studies conclude that some groups face a lot of barriers in 

accessing health services in the U.S., and often those barriers are linked to cultural factors and 

lack of knowledge about how the system works. Aguirre-Molina et al. (2001) also separate, in 

the specific case of the Latino community, barriers related to economic status. According to 

recent data in Minnesota the median annual income among Hispanics is $18,000, meaning that 

one out of four Latinos are living in poverty, more than double the proportion of those living in 

poverty in the whole state (Minnesota Compass, 2014). From this standpoint, establishing the 

right communication strategies between healthcare providers and populations that are constantly 

struggling in terms of health access is of growing social relevance and necessity. 

Language 

Another recurrent and critical issue when addressing healthcare communications with 

diverse communities is language. Citing the definition provided by Kramsch (1998), “Language 

is the principal means whereby we conduct our social lives. When it is used in context of 

communication, it is bound up with culture in multiple and complex ways” (p. 3). Based on this 

definition, language is an essential component of our socialization and communication process. 
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If individuals do not know the language spoken in a specific environment, there are chances that 

their process of socialization will be compromised. The Pew Research reported in 2013 that in 

the U.S. almost 35 million Hispanics spoke Spanish at home, an indicator of what language they 

feel more comfortable communicating in. While this indicator does not measure whether or not 

the Spanish speakers are also English speakers, it gives a sense of how important the Spanish 

language is for Latinos in the way they socialize, even though they live in an English-speaking 

country. In this regard, the healthcare system has tried to adapt to the needs of Latinos by 

creating Spanish language materials. As such, when visiting some hospitals and clinics it is 

common to find brochures, posters, videos, or even social media messages in Spanish, especially 

in institutions located in neighborhoods with a large presence of Hispanics. Here is where 

communications come into play. Are those materials appropriate for the Latino community just 

because they are in Spanish? Do Hispanics in the Twin Cities have a good understanding of the 

healthcare system, even if they are explained in their native language? Do they know all the 

services they are eligible for when they access these materials in Spanish? For some researchers, 

language is an important barrier to obtaining health services, but it is not the only one. Thomas 

(2006) frames the language barrier as a bigger barrier to the different ethnic and cultural profiles 

of the U.S. population. “Vast differences are likely to be found with regard to knowledge, 

attitudes and perceptions. These differences are exacerbated by cultural differences unrelated to 

healthcare that may influence their interaction with the healthcare system” (p. 73). 

In regards to Thomas’ findings that ethnicity and culture are factors that affect how 

people interact with the healthcare system, it is important to highlight the idea of cultural 

competence. This concept has been largely investigated as a necessary competency for 

healthcare providers that work with diverse communities. For instance, Betancourt et al. (2014) 
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talk about the necessity of fighting health disparities, and the answer for this inequity gap is 

cultural competence. Jenakovich et al. (2001) define cultural competence as, “a set of congruent 

behaviors, attitudes, and policies that come together in a system, agency, or among professionals 

that enables effective work in cross-cultural situations” (p. 6).  In 2003, Rees & Ruiz published a 

report for The Henry J. Kaiser Family Foundation where there is a compilation of definitions on 

cultural competence. All of these definitions discuss the behavior and attitude of the healthcare 

practitioners towards the patients, and highlight the accommodations and knowledge the 

practitioners have to possess in order to improve the quality of the services they provide with the 

intention of reducing health disparities (Rees & Ruiz, 2003). The reasoning is simple: 

practitioners with high cultural competence are likely to offer higher quality health services to 

diverse communities. 

One author who in the recent history of healthcare has elevated awareness on the 

importance of cultural competence is Anne Fadiman. In her book “The Spirit Catches You and 

You Fall Down” (1997), she explains how a Hmong family struggled at the beginning of the 

1980’s to provide appropriate treatment to their child that suffered epileptic attacks. In her story, 

Fadiman describes how the healthcare system in California was not able to connect with and 

meet this Hmong family’s needs. It is worth remembering that during the 70’s and 80’s, the U.S. 

government granted refugee status to a large number Hmong families who were collaborators 

with the American military during the Vietnam War. The Hmong were resettled in different 

locations, mostly California, Minnesota, and Wisconsin, and at the time the book was written the 

phenomenon of Hmong resettlement in the U.S. was still relatively new. Language issues were 

just one part of the problem. Understanding each other’s beliefs and religions, and negotiating 

medical authority among U.S. doctors who perceived they were superior to the patients in terms 
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of knowledge and education were some of the obstacles presented in this book. This is what 

cultural competence tries to combat, these different positionings of professional and social 

dominance. At some point, the writer describes that not even having interpreters was enough to 

create a bridge between the doctor’s instructions and the Hmong family’s cultural beliefs and 

practices. Fadiman’s book became an essential work on cultural competence and now every new 

student of the Yale School of Medicine is required to read it (The New York Times, 2012). 

Thanks to this shift in the discussion, some academics are now linking cultural competence with 

ethics in the healthcare practice, acknowledging that “minorities often receive a lower quality of 

health care than do their white counterparts” (Betancourt et al.. 2014, p. 144), which facilitates 

health disparities based on cultural and ethnic differences, as well as economic.  “Cultural 

competency is therefore a mechanism to ensure the observance of consumer rights, such as the 

right to respect and nondiscrimination,” (Brach & Fraserirector, 2000, p. 183), and is considered 

a necessity for closing the healthcare provision gap.  

While other authors agree with this same view of cultural competence from a 

practitioner’s perspective (Ahmed & Bates, 2012; Beamon, 2006; Jeffreys, 2016; Tseng & 

Streltzer, 2008), there is little research suggesting that healthcare institutions should incorporate 

cultural competence into their communication strategies and materials in order to reach diverse 

communities. 

Health Beliefs Model and Reasoned Action Theory  

The intention of this research is to analyze the reaction of some Latinos in the Twin 

Cities towards communications materials created by healthcare providers. Several authors have 

used the Health Beliefs Model (HBM) to explain the process of decision- making when receiving 

healthcare services. The HBM was created at the beginning of the 1950’s by Godfrey 
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Hochbaum, Stephen Kegels, and Irwin Rosenstock. This theory proposes “that, in general, 

behavior depends on how much an individual values a particular goal and on his or her judgment 

that a particular action will achieve that goal,” (Poss, 2001, p. 2). This model is based on self-

identifying perceived susceptibility to a specific health condition, perceived seriousness of the 

illness, perceived benefits of taking action, barriers to taking action, and cues to action or 

information that triggers the health behavior (Rosenstock, 1974). Romano & Scott (2014) 

conducted a study to investigate how to use the HBM to reduce obesity among African-

American and Hispanic populations. In their findings, one of the main aims is to engage 

Hispanics in healthy behaviors based on cultural perceptions of what a healthy weight is in the 

U.S. and what healthy eating patterns are in the U.S. Their impetus of studying Hispanics and 

African-Americans is that they are typically from lower socioeconomic statuses and therefore 

likely are overweight and have unhealthy eating habits (Romano & Scott, 2014). Even while 

these authors mentioned the cultural component in their research, there are other researchers that 

have found that the cultural gap is not integrated as an overarching factor in the HBM. For 

instance, Jane Poss (2001) states that, “another criticism of the HBM is that it does not account 

for normative or cultural factors that may be important in explaining health-seeking behavior. 

Although Rosenstock states that a person’s beliefs about risk-reducing behaviors are 

undoubtedly influenced by the norms and pressures of his or her social groups, a normative 

concept is not explicitly included in the HBM,” (p. 3). However, this argument did not stop 

Romano & Scott from building a cultural connection with the HBM theory. 

There is another behavioral theory that presents similar characteristics to the HBM. This 

is the Theory of Reasoned Action (TRA), introduced by Fishbein and Ajzen in 1975. According 

to this theory, people move towards action following five steps starting with having an attitude; 
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then evaluating the perceived norms (what is accepted in the environment, what are the 

expectations of my actions); thereafter moving towards perceived behavioral control or how 

capable an individual is in making a decision; then showing a behavioral intention; and finally 

ending up with a specific behavior, which represents the final action (Fishbein & Ajzen, 1975). 

In an effort to include the cultural perspective, which for some authors is clearer in the TRA, 

Jane Poss (2001) proposes a model combining the aspects of HBM and the TRA that highlight 

the normative component of the behavior. Applying these concepts to the Hispanic population 

and its relationship with the decision-making process, there is a clear connection between the 

cultural background and the tendency of using one healthcare service over another. 

Acculturation/Assimilation 

Since one’s culture plays a key role in the decision-making process, it is important to 

mention that in general minority groups that arrive in the U.S. experience a process called 

acculturation, a term largely studied to explain how immigrants adapt to their new homes. To 

better understand this term, Amelia Siatkowski (2007) defines acculturation as  

a multidimensional concept involving the interaction between two cultures and the 

process of change that occurs as a result of the interaction. Through the process of 

acculturation, an individual learns to adapt by integrating some of the beliefs and values 

of the new culture, while maintaining some of the beliefs and values of the original 

culture (p. 322).  

This is a key concept for this research, since the Latino population in the U.S., or at least a good 

number of them, have experienced some degree of acculturation.  

There is an agreement among scholars that Hispanics with lower levels of acculturation 

are less likely to have health insurance and more likely to have a lower economic status than 
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those with higher levels of acculturation (Perez, 2014; Siatkowski, 2007; Vaeth and Willett, 

2005). At the same time, these same authors also agree on one interesting point: higher levels of 

acculturation are related to negative health outcomes, such as fat intake, obesity, and also 

smoking. Of course, the health insurance index (likelihood of having insurance) also increases 

with higher levels of acculturation, but individuals who participated in this body of research have 

reported that they suffer greater health issues. In regards to learning a new culture, another key 

component of this process is assimilation, in which the newcomers acquire the elements of their 

new culture, but also how the new culture assimilates to the presence of these new individuals. 

Different research has shown that, in some cases, full assimilation does not happen until the 

second or even third generation of descendants starts to emerge (Brown & Bean, 2006).  

These concepts and processes can be related to the data on Latinos living in Minnesota. 

Nearly 26% of Hispanics residing in Minnesota do not have health insurance (Pew Research 

Center, 2014). This percentage is higher than the national data of uninsured individuals of this 

same group, which was of 16% by 2015 (U.S. Census, 2016). According to the notion of 

acculturation previously discussed, if higher levels of acculturation are related to higher access to 

health insurance, then there is a continuum ranging from those that do not understand the system 

and do not access health insurance to those that understand the system and can make informed 

choices on health care services and insurance.  Among the 26% of uninsured Latinos living in 

Minnesota, there is likely a considerable segment who are not fully acculturated, meaning that in 

general they do not understand the healthcare process very well, and they face significant 

language and other barriers in accessing services. To provide further context, 60% of Hispanics 

living in Minnesota are U.S.-born, while 40% are foreign born. It is not surprising, therefore, that 

50% of those foreign-born Hispanics are uninsured (Pew Research Center, 2014). As such, this 
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leaves a huge segment of the population who are potential targets for healthcare communicators 

seeking to expand their Latino clientele.  

Studies about different ethnic groups and their processes of acculturation find that 

another way to measure the level of acculturation is language (Deyo et al., 1985; Schuman, 1986; 

Yi, 1995). The Pew Research Center (2014) reports that 63% of Hispanics in Minnesota still 

speak a language other than English at home. Morales et al. (1999) point out that Latino clients 

tend to be more satisfied with the communication from healthcare providers when they have 

greater English proficiency--therefore satisfaction with communication and proficiency in 

English move in parallel directions.  This research concludes that Spanish-speaking Latinos are 

more dissatisfied with the communication used by health providers than English-speakers 

Latinos and White Americans, even when having an interpreter with them. This supports what 

was previously explored: language is an important element of cultural assimilation, but it is not 

the only thing to take into account when communicating with non-English speakers populations. 

Hence, this is why it is important to consider what Schutt & Mejía (2016) mention about this 

topic: “differences in health care satisfaction can alter patterns of health care utilization and so 

affect health outcomes” (p. 1). In summary, translation of healthcare and communications 

materials into Spanish is not sufficient in reaching the needs of Latino communities--the process 

of effectively communicating with this population involves understanding their beliefs, attitudes, 

and perceptions. These concepts were exposed by Anne Fadiman in her book The Spirit Catches 

You and You Fall Down, where obviously barriers and oversights of language, religion, cultural 

practices, and cultural competence from the U.S. doctors’ side had serious health consequences 

to the patient and the family and also considered as important components in the Health Belief 

Model and the Theory of Reasoned Action. 
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In this regard, researchers have studied the term satisfaction in respect to health care. 

Wallace et al. (2008) concluded in their study that Hispanics with more English proficiency 

demonstrate more autonomy in the decision-making process about their own healthcare than 

those who identified themselves as Spanish speakers; “English responders were still significantly 

more likely to report positively about aspects of communication dynamics with healthcare 

providers than Spanish responders” (p. 455). This research also shows that English-speaking 

Hispanics were more satisfied with the services they received and they were more likely to report 

positive interactions with their healthcare providers. Spanish speakers were more likely to be 

dissatisfied and felt disconnected from their providers. Even when Wallace et al. (2008) focus 

mostly on language, they also pointed out that the higher the income and the higher the level of 

education, the better chances to ask for information in English and, in consequence, the better 

outcome in terms of their interaction with healthcare providers; “In most cases, it was the 

Spanish speakers who reported more difficulty with health care interactions and decision-making 

autonomy” (p. 456-457). Morales et al. (1999) conclude that Latinos with just Spanish 

proficiency are more dissatisfied with healthcare providers’ communication than Latinos that 

speak more English and than non-Latino whites. English-speaking Latinos rate better in 

satisfaction, but not to the same extent as white participants, who are for the most part satisfied 

with the communication from healthcare providers (p. 413). Interestingly enough, the authors 

highlight that English-speaking Latinos do not face the language barrier (as Spanish-speaking 

Latinos do), but they may face more cultural barriers in comparison with non-Latino whites (p. 

410). These results refer back to the concept of acculturation, explored earlier in this literature 

review and the notion that the more a person has acculturated to the U.S., and the better their 

English competencies, the greater their access to and satisfaction with healthcare provision.   
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Method 

The main aim of this study is to evaluate the quality and effectiveness of healthcare 

providers’ communication with the Latino community in the Twin Cities through focus group 

discussions. The research approach is to gather participants’ perspectives, attitudes, and opinions 

about communication materials after allowing the opportunity to review and digest the materials. 

Two focus groups were conducted: one with 12 participants and a second with eight. 

The women in the first focus group were recruited from a nutrition class held at a 

community center in Minneapolis. The participants were part of a Supplemental Nutrition 

Assistance Program-Education (SNAP-Ed) class that met five times prior to the focus group 

discussion. All women were adult mothers from low-income families, foreign-born immigrants; 

and the majority of them (with the exception of one woman) have US-born children. To 

understand some of the reasons why participants attend these types of nutrition classes, Garcia-

Huidobro et al. (2016) conducted a study of such community-based health interventions for 

Latino immigrant families.  Their research findings explain how, from the cultural perspective, 

Latino men in general see themselves as providers for their families (they work, they bring 

economic resources to their homes), while women primarily take care of their households and 

children. Health-related care for family and children are part of these homemaking tasks 

culturally assumed as women’s responsibilities. To exemplify these gendered responsibilities, 

Garcia-Huidobro et al. cited what one of the interviewees in their research said, “Many fathers 

tell women: ‘You go (to the class), because you are the mother, you are the one in charge of 

raising the kids. I am the provider, I only bring money so nothing is missing at home” (p. 64). 

Researchers used this quote as an example of how, in some occasions, traditional concepts 

predominate in a large number of Latino families. Gender roles in the Latino community are not 
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the primary focus of this thesis, but they are important contextually in explaining why Latina 

women tend to be more involved than Latino men in health-related activities for their families, 

such as nutrition classes and even deciding what health services and providers should be used. 

Wittmann-Price (2004) studied women’s processes of decision-making on healthcare issues, and 

stated that “decision-making for women is a significant nursing concern as women make the 

majority of healthcare decisions for themselves and family members” (p. 438).  

A second focus group discussion was conducted subsequently with another group of 

mothers. Like the first group, these mothers belong to families that qualify as low-income, 

however the main sociocultural difference was that either they or their husbands were graduate 

students, thus their low-income status is likely to be temporary while they are students but they 

will have more economic and social mobility once they have completed their degrees. All of 

these Latina moms have US-born children and are either recipients of social services such as 

WIC (Women, Infant, and Children) or SNAP (Supplemental Nutrition Assistance Program), 

formerly known as food stamps. Eight participants were in this focus group. In order to 

promote a more in-depth discussion during the analysis of printed materials, participants 

were divided into smaller groups (three to four per group). First, small groups were given a 

batch of flyers with the same printed materials to discuss, and each group took notes on 

their conversations. Then, the women came back together into the larger group to talk 

about the ideas discussed in the smaller groups. Participants received a $25 gift card from a 

local supermarket as an incentive for voluntarily attending the focus group discussion. 

Measures 

Language and translation. As it has been mentioned in the literature review, 

translation of materials from English to Spanish is one of the most commonly used ways that 
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healthcare providers attempt to reach Latino communities and promote access to their services. 

Most of the major clinics, hospitals, and other healthcare providers in the Twin Cities that serve 

Latinos have translated their communications materials to make their services available for 

Spanish-speaking individuals. In the focus group discussion guide there was one question asking 

if the Spanish used in the materials, either in the printed text, website, or video, was clear and 

understandable. The intention of this question was to identify whether the Spanish used was 

accessible or, on the contrary, if it was creating another barrier between healthcare providers and 

participants. The participants discussed whether or not the Spanish was appropriate and 

sufficient in helping them understand what services were being provided.  

 
Representation. Since language/text is not the only component of communication 

materials, the focus group discussion also had a separate question asking if they felt they were 

represented in, and could relate, the Latinos portrayed in the materials. For the use of this study, 

representation is tied to cultural competence, since it is encompassing ethnicity, socioeconomic 

status, and also cultural values (family composition, gender roles, different ways of using and/or 

engaging with the services offered). In this regard, the focus group participants evaluated if there 

were references to the Latino community in the communication materials, beyond the use of 

Spanish. The question for discussion said, “Do you feel represented in, and by, the images and 

words in the content? Why? Why not?” 

Attitudes towards information/services. The question “Is the information relevant 

to you and your needs? Why? Why not?” was at the same time trying to measure attitudes 

towards the service offered.  Namely it was trying to gauge whether the materials motivated 

participants to seek more information about, or use, the services offered in the communication 

materials. As well as the representation measurement, this section would provide an idea about 
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how cultural competent an institution is trying to be. After the discussion, the women were 

asked, “how likely would you be to use the services of any of these hospitals and clinics? Why? 

Why not?” In the case of the printed materials, namely the brochures, handouts, and invitations 

to health-related events and learning opportunities, the question solicited whether they would 

take the printed product to peruse the information. For the promotional video from a local 

hospital on maternal health services, the question gathered whether or not they would consider 

this provider for maternal care.  

There was also a question about how to make the information more appealing (“What 

could you do to make these materials more understandable to all Spanish speakers?”). The 

objective was to explore if there were ways to improve the content and better tailor it to the 

intended audience. In this specific point, the responses gave an approximate indication of how to 

improve the content, but cannot be considered as conclusive due to the limited sample and 

demographics in these focus groups. However, because the responses started to reach a 

saturation point where the suggestions began to align across the two groups, the findings are 

considered qualitatively to be useful and relevant for the intent of this research.  

Preferred communication used. The last part series of three questions explored the 

preferred means of communication for obtaining information about healthcare services or 

providers. In this section, the first question asked was, “At present, how do you get information 

about health care services and providers?” Since the answers for this question could potentially 

generate more than one mode of communication (printed materials, Internet, social media, etc.), 

the next question was, “What is your preferred way to receive information about health services 

and providers?” Opinions gathered in this section served as recommendations for which forms of 

communication materials were most useful and effective, and how they should be disseminated.   
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Findings 

Visual Representation/Imagery  

Participants criticized materials when the pictures, or illustrations, used did not 

correspond and align with the text. There was a general feeling that the photos, often times, were 

there just to take up space, but that they did not exactly complement or enhance the text. “The 

text sometimes does not match the photo,” expressed one woman in the first focus group. 

Another general observation related to how attractive/appealing the materials were to the 

audience was: “The information is good, but it lacks colors. If I see it, I will not pay attention to 

it because it is not attractive. If something catches your attention at first, then you wonder 

‘what’s that about?’ and you take it.” In general, participants criticized brochures where text was 

predominant and took up most of the space. They seem to value the content, but they suggested 

and preferred designs that combined images, colors, and text to make content more 

understandable and digestible. “The one [brochure] from the state [MNSure] is the best material. 

It has colors, there is not much text, and the information is separated,” said one participant. 

Another added, “The information is separated by colors, so it is divided, and your mind can 

focus on one thing at a time.” Most mothers (in both focus groups) agreed with this idea, and 

pointed out that when they see a lot of text in some of these materials, they do not take them or 

do not pay attention to them, even though they recognize that the information might be relevant. 

“I like the MNSure one because is direct, gets to the point, has colors, and it’s very well 

organized,” concluded one of the respondents. This is not to suggest that preference for less text 

is an exclusive cultural characteristic of the Latino community, as preference of images over text 

can be noted across communications research and populations, but this observation was an 

important topic of discussion and has such been included in this analysis. 
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It was also clear through these discussions that the participants already recognized the 

institutions, such as the hospitals, clinics, and insurance agencies, providing the healthcare 

services they were reviewing. That was the case with WIC, for example. The WIC brochure was 

well designed, according to their comments, but the logo was not visible on the first page. Once 

they realized that WIC was sponsoring this promotional brochure, they criticized the fact that it 

was not clear which institution was disseminating the brochure from the beginning, and they 

therefore recommended that healthcare institutions identified themselves transparently on the 

front page so potential clients know where it is coming from. For these Latino mothers, the brand 

was an important element in considering whether or on not to use these services, and institutions 

should clearly brand their services. “I think they should include the WIC logo on the front, 

because you see the pamphlet and you don’t know who is soliciting you to participate in their 

programs,” expressed one woman already had knowledge about this specific provider. 

Including the brand, logo and name, on the first page or at the beginning of the 

communication platform was important for helping audiences understand where the information 

was coming from, but the other reason was to generate trust among the target population. “I’m 

interested in this brochure because I think the information is important, but I don’t know if I 

would take it because it does not say where it is coming from,” was one of the opinions 

regarding this topic. It is important for institutions to identify themselves transparently in their 

communication with the Latino community as part of the initial engagement process.  

Cultural Representation and Values 

Representation of the family. One of the main complaints in both focus groups was that 

in almost all of the printed materials (text and photo), and the video, the image of a mother(s) 

and her children were represented as the targets. Most of the participants understood why this 
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was the case, since they acknowledged that mothers are typically the ones who have more 

contact with these materials and healthcare decision making, but both groups agreed that the 

concept of family used was limited, especially in the printed documents. “Most of the things we 

have seen are pictures of mothers and kids, but where are the men? I would like to see more 

families, because it looks that it [health care services] is just a matter for women.” For this 

segment of population, the presence of family seems to be important, but they questioned the 

way gender roles were being perpetuated. In both focus groups, all the respondents were coming 

from two-family households (none of them were single mothers), where a male figure was 

present at home. “I do not see the men in some pictures. Some of them have families, but in 

general it looks like men are not present,” one woman added to the conversation. They agreed on 

having mothers and children in brochures from WIC, since that institution serves specifically 

women and their children, but they questioned why the other agencies did not do more to 

encourage the participation of fathers in the health of their families through the language and 

images used in their materials.  

Another family-related issue brought up when participants were talking about advertising 

was the extra services that are being offered by healthcare providers to attract participants. The 

first focus group agreed that childcare was a very important feature that would be a deal maker 

or breaker for them when considering whether or not to participate in different healthcare 

sponsored activities. “Sometimes clinics organize workshops or other activities that I would like 

to attend because I think they are important, but I cannot make it because I have to take care of 

my children. If they announce that they will have childcare, I might consider going,” was one of 

the opinions expressed. In regards to the discussion around childcare, it was clear that Latino 

families are generally interested in getting engaged in many of the activities promoted by clinics, 
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hospitals, community centers, etc., and these events are indeed a way for healthcare providers to 

form better relationships with Hispanic families, but this linkage may not happen when variables 

such as childcare are not considered in the design and planning of such activities. It was noted 

that some institutions offered food as an incentive to attract participants to their health-related 

activities, but it was unanimous that offering food is good, but not necessarily the main 

motivation for attending events of this nature. Childcare, on the other hand, is seen as a vital 

need in this community. “Instead of offering food, they should better offer childcare. If I am 

interested in the information, I would go regardless of whether they give food or not. Meanwhile, 

I would not definitely go if there is not childcare,” expressed one mother.  

How well the family was considered in the design of materials was connected to the issue 

of how well represented participants thought the Latino community was in the communications 

materials analyzed; findings were generated through the question, Do you feel represented in 

these materials?  Responses started out by discussing the type of Spanish used (which will be 

treated more in depth in the next section), but even when the text was in Spanish respondents did 

not necessarily feel represented when the people in the pictured did not look Latino. One 

participant mentioned, “There are no Latinos in these pictures, the people do not look like us.” 

She was referring to a website with recommendations in Spanish for what to do to practice 

weight lifting. In the picture accompanying the article, there were two men: one White and one 

African-American. The information was interesting and very well written, but most mothers did 

not find any value for them and/or their children in knowing about weight lifting. While Latinos 

can indeed be light skinned (White) or African-American, the absence of more brown-skinned 

Latinos suggested that the models in the photos were not Latinos. As the majority of the Latinos 
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living in the Twin Cities are Mexican or Ecuadorian, with smaller populations of light-skinned 

and Afro-Latinos, they did not necessarily relate racially to the photos.   

There was another family-related topic that brought questions up and put another 

discussion on the table, the “doula.” After watching a video from one local hospital, participants 

started asking what a doula is. Some of the mothers who had lived longer in the U.S. explained 

to the rest of the group what a doula is. One of them even contextualized the doula by link the 

concept socioculturally to what is commonplace in the Latino community, “In our culture, we 

have our mothers, a close friend, or a sister helping us during the delivery. Having a doula seems 

to be something good, but at the beginning it is difficult to understand [their role] because we are 

not used to this.” Some mothers expressed that they never heard this term before. Once someone 

in the room explained what a doula was, they were interested in getting more information 

regarding this services, but simply translating/using the term without contextualizing the concept 

within the culture of Latinos was lost on a good number of participants.  

Language. Participants in general gave credit to healthcare institutions for making the 

effort to offer information in Spanish, or when they provided a telephone line for Spanish-

speaker participants, but at the same time there was a perception that the waiting time for these 

lines was longer than if they just chose to wait for the customer service in English. “The problem 

is that when you pick the Spanish line, they make you wait for a long time, more time than if you 

wait for the person who speaks to you in English,” said one of the respondents. In this specific 

point, at least five more participants in the first focus group agreed, “Sometimes I have waited 

more than 30 minutes,” contributed another mother. In the second focus group, this topic also 

came up. The difference with this second group was that in general the participant’s English 

proficiency was higher than with the participants in the first focus group. “We wait longer in the 
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line for Spanish, that is why sometimes I prefer to do it in English,” stated one participant from 

the second group. As it was explained before with the literature by Morales et al. (2009) and 

Wallace et al. (2008), language proficiency is a factor in how one rates their satisfaction with 

healthcare services. Level of proficiency also plays into the process of acculturation, having 

influence on the way immigrants access services and how they interact with their new 

environment; the higher their proficiency the more options and services they can access and the 

more satisfied they tend to be.   

Especially in the second focus group, with the women that have some university-level 

education, one important issue they identified was the difference between “proper” Spanish 

[meaning commonplace and technically correct in Spanish] versus “translated” Spanish [which 

translates English word-for-for without contextualizing]. The topic came up in the conversation 

because the materials used the term “champion,” which in English can refer to someone with 

mastery of some skill or knowledge and/or leadership aptitudes. In the Spanish version analyzed 

in the focus group, the translated term used was “campeón”, which does not have the same 

meaning or use in Spanish; campeón only means the winner of a race or competition and does 

not have this double meaning that the English word has. “I read that headline and I don’t 

understand. It is obvious that they have literally translated the word “champion,’ but I read it and 

it does not make any sense to me in Spanish,” said one participant. In this focus group, at least 

four communications materials were found using direct translations from English to Spanish, 

without interpreting and considering what would be the best term to use in Spanish. 

Another issue with healthcare information is the medical vocabulary implemented to 

offer benefits and/or services. Perez (2014) incorporated in her study the term “health literacy,” 

which refers to an individual’s ability to understand information on healthcare services and 
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benefits. In both focus groups, health literacy came up in the discussions about the 

communications materials analyzed. Participants agreed that the vocabulary used by healthcare 

institutions is often complicated. “They should use more common words,” respondents 

recommended. Additionally, participants said that sometimes they have trouble interpreting 

acronyms. In Spanish the use of acronyms exists, but not in the same extent as in English. There 

were some participants in the first focus group that did not know what LGBTQ means. In this 

specific case, participants recognized that using the rainbow (pride) flag would be more universal 

than the acronym, but they also presented the option of clarifying what acronyms stand for. 

Other terms that came to play were MRI (Magnetic Resonance Imaging), CT Scan (Computed 

Tomography Scan), DOB (Date of Birth), etc., often found in promotional materials from 

healthcare institution, and which are not necessarily translated into Spanish and means that a 

good number of readers may not understand what they mean.   

The less text the better (less is more). Materials with smaller amounts and clustering of 

text solicited more favorable responses overall than those that were text-heavy. The brochures 

with the most positive feedback were one from MNSure and one from WIC. These materials had 

a very simple design, few words, and they were offering really useful resources for low-income 

populations in a way that respected the demographics and backgrounds of the individuals and 

that represented their families respectfully (included men in the family photos and had people 

that looked like the majority of the Latinos in the focus groups). While it was clear that the 

services were for people from low-income backgrounds, the institutions did not highlight or 

accentuate or tokenize their poverty in the content. There were also references on how to contact 

these institutions for further consultations in English and Spanish, so both groups were pleased 

with the elements included in the design.  
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For both focus groups, communication materials with solely words yielded more negative 

response. Again, participants said that the information seemed to be important, but they did not 

have time or interest when they saw the mass of text. There were exceptions, however, and 

participants acknowledged that in some print communications text is necessary. One mother 

from the second focus group explained, “There are people that are better with words and others 

that don’t want to read because they are better with pictures or graphics.” She was in part 

referring to visualization preferences, but she was also alluding to different literacy levels among 

the participants. It was clear that some of the materials were better suited to audiences with 

higher literacy levels and some brochures that tried to communicate information to readers with 

varying literacy levels. To address this dilemma of amount and level of language, participants 

recommended creating a more visual version with short explanatory sentences and larger pictures 

or drawings evoking what they wanted clients to understand and gain from the materials.   

Socioeconomic labels and representation. Low-income families are aware of their 

socioeconomic situations. There was a sense in the focus groups that they do not want to be 

reminded about their situation through communication materials from the same institutions 

offering them services. In one of the brochures there was a headline saying, “Poverty of 

nobody,” to which participants reacted with an uncomfortable feeling that they were being 

labeled in a negative way. Some of the respondents even suggested rephrasing this concept using 

more positive words, such as “Opportunities for everybody.” “It [the phrase ‘poverty of nobody’ 

sounds morally degrading, it makes you feel small. After seeing that word [poverty], I don’t 

know if I want to go [to this event/service].” Another participant added, “Why do they have to 

call me poor. I might be poor, but I feel good emotionally, and maybe them calling us that makes 

people feel bad.” The opinions regarding this point were stronger in the first focus group than in 



 29 

the second one, in which participants are likely temporarily low-income and have the education 

levels to obtain better jobs and change their socioeconomic status when they have completed 

their schooling. 

 

Access to Information and Attitudes 

Internet and the word-of-mouth. When participants need health services, they mention 

several options for obtaining this information. The first focus group leaned more towards Internet 

searches, while for the second focus group email correspondence seemed to be more accepted as 

a mode of learning about services. This difference is likely related to the way both groups access 

their health insurance: while in the first group the majority look for affordable care, sometimes 

free services, the second group of participants were more likely to be insured through students’ 

services at the University of Minnesota. As such, they are subscribed to an email server where 

they get information directly that their addresses their needs. Further research should be 

conducted to better understand this specific topic on how to best convey healthcare information 

for the different segments of the population. Even when Internet search and email were 

mentioned as one of the first contacts with the health system in Minnesota, both groups agreed 

that word-of-mouth was the most important influencer in the decision-making process about 

where to go or even what services to get. “I had a bad experience in one hospital, so I gathered 

information with some of my friends and I ended up in a good hospital,” one mentioned.  

The women who were participating in the focus groups have used a diverse range of 

health services either for themselves or for their children. The ones who have been more time in 

Minneapolis/St. Paul know better where to go, depending on their situations, than the newer 

immigrants, and speak with authority when emitting an opinion about what hospitals offer better 
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benefits in respect to others. This situation brings the concept of acculturation back into the 

discussion, since it seems that people with more knowledge of the system have better results in 

using healthcare services than those that do not know the environment well. One important thing 

to consider is that family support is a key component for those that are new to this geographic 

area or do not have enough English skills. Relatives that have lived in Minneapolis/St. Paul often 

serve as interpreters for members of the family with low English proficiency levels. So, for 

example, when creating communications materials, family members (extended and immediate) 

should be taken into consideration in the images/texts/contexts in order to better reflect the 

realities of the Latino audience. In this regard, it is important to realize that the community and 

extended-family support is a key element for newcomers in identifying the health services they 

need.  

Related to word-of-mouth notion, there was another element during the conversation in 

the focus groups that brought the discussion back to the amount of text in materials. While 

brochures are still one of the preferred ways of getting information, according to most of the 

respondents this form of communication tends to have too much text and too little images. The 

challenge here is for the communicators to learn how to prioritize relevant information for the 

target community. “There are people that do not like to read, so for those we should have a 

brochure with less words and more pictures,” suggested one mother. But for those occasions 

when text dominates and it is difficult to avoid text, one of the participants mentioned while 

grabbing one of the brochures that was text-heavy, “I think all the information here is relevant, 

but I had some confusion about what they [the healthcare provider] is offering. I think this 

material has to be shared by someone that is going to explain to you the brochure and its 

information.” This specific participant introduced the concept of having a representative from 
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these institutions share this textual information with the community through the word-of-mouth 

style a promotor de salud would use. A promotor de salud is a type of social worker who speaks 

Spanish and who works shifts in some clinics and hospitals to inform the Latino community 

about services available—they combine oral and text information. According to the perception of 

the participants in the focus groups, these promotores are not always sync with doctors, nurses, 

and interpreters, but when they are present clients are generally more satisfied. While providing 

promotores may pose a cost to the institution, or some-level of coordination in the case these 

promotores are volunteers, it provides an important opportunity for communications departments 

in health institutions that want to implement cultural competence in their marketing and 

communication processes. These promotores de salud are usually seen as trustworthy, not just 

because they speak Spanish, but because they provide the information people need in the 

moment they need it. Some social workers already make these kinds of connection, liking 

services to potential clients, but it is also something to be considered from the communications 

perspective, since the idea is to offer services in an appropriate manner for the Latino 

community. This solution integrates communication materials with cultural components that 

make information more suitable and tailored to the needs of the target population.   

Video as a communication material. Both focus groups watched a video produced by a 

local county hospital promoting its birth center. The content was well received in both focus 

groups. In terms of favorable attitudes towards the service, people were in general willing to use 

the information provided. The narrator was speaking in a clear and neutral Spanish, according to 

the focus groups, but some participants pointed out that there were fragments where it seemed to 

them that there was a direct translation from an original text written in English. The audio at the 

end of the video invited viewers to take a tour at the hospital so potential clients could see more 
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in depth what was being offered in the video. “I feel motivated for taking the tour, because I see 

some interesting things, but I probably would like to ask some questions on-site,” was one of the 

comments. One participant, when she saw a positive reaction towards the video among the other 

participants, clarified: “I think the video is good, but I know that hospital and I can tell [you] that 

some things are not accurate. Some services are not offered anymore, but you would not know 

that if you don’t go.” In this case, her experience in this institution served as a contrast to what 

the video was presenting to the clients. As it was mentioned, experience and word-of-mouth is an 

important element to consider, but most importantly, content and actual services offered need to 

be aligned on the same page; videos that present services that are no longer offered are not 

transparent and honest. In the second focus group, nobody knew by experience about his 

hospital, so the reactions were positive towards the respectful language used and the services 

offered. Women also said they felt motivated to at least take the tour. 

Phones, social media, and privacy issues. At least with these two focus groups, when 

asking directly if text messages would be an option for getting information about health services, 

reactions were not positive. “There is a privacy issue. I gave my number out for information 

once, and I started getting offers for other things that I did not sign up for. It looks like 

companies share your information and you start receiving a lot of things you don’t want,” was 

the reasoning of one participant. The same response was observed in the second focus group. 

Text messages are perceived as invasive if the receivers did not agree to receive these 

correspondences. People in these two focus groups showed more interest in looking online for 

services they needed, or going directly to the hospital or clinic to ask for more details in person; 

“For me is better to go to the clinic and ask there. Now it’s easier to get information in Spanish 

than 15 years ago.” This illustrates what Fishbein and Ajzen (1975) explained in the Reasoned 
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Action Theory, specifically about the perceived behavioral control phase, in which clients 

evaluate how much control they have over their decisions. There was a sense of autonomy when 

talking about looking for services. Participants did not like the experience of being chased by the 

institutions in an invasive way. They preferred to reach out to them when they needed them, 

versus the other way around.  

Especially in the second focus group, social media was more accepted than in the first 

focus group. But in general, both groups agreed in using social media to obtain information 

about healthcare services if they signed up for this information. These particular participants 

used Facebook more than Instagram or Twitter. They expressed interest in, for example, liking a 

page in Facebook so they can keep themselves informed about what a clinic, hospital or other 

institution providing health services are doing.  

 In summary, while language (and translation issues) was criticized during the focus 

groups, it was not the only aspect participants focused on. They also mentioned other aspects of 

being both Latinos and immigrants in the U.S. to be taken into consideration when healthcare 

providers or institutions are trying to communicate with them. These included resisting being 

labeled by socioeconomic status (i.e. poor Latino immigrants), seeing healthcare as a family 

issue not a woman’s issue, (i.e. familismo), and valuing more images and less text.  
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Discussion 

The results from these two focus groups suggest that the Latino community, even while 

they value having information from healthcare providers in Spanish, recognize when 

communications materials are just being directly translated from English, which can cause 

misunderstandings when the translated terminology does not correspond with the right 

interpretation in Spanish. Language has been identified as a crucial element in the outreach 

process for the Latino community and in soliciting favorable attitudes toward healthcare services 

as well as use of services (Deyo et. al., 1985; Wallace et. al., 2008). However, language is just 

one component of culture, there are also other factors to consider when creating communication 

campaigns for this community. One such factor relates to the concept of family, or what it is 

called the value of familismo in several research studies related to health issues among 

Hispanics. The notion familismo encompasses the strong ties that Latinos usually have with their 

extended family, not just their immediate or nuclear families as in many U.S. contexts (Ayon, 

Marsiglia, & Bermudez, 2010). It has been found that the value of familismo influences the 

decision-making process among Hispanics. Family is generally the first connection for 

newcomers, and it is often the first orientation new immigrants have to the place they will live in. 

What their relatives (or even close friends) say and/or recommend is going to be important if 

someone has to decide what hospital that person should use in case of an emergency, or what 

doctor they should start consulting. This was mentioned during the focus groups, where 

participants said that they go where family or friends recommended they go based on previous 

experiences. To this point, it is worth mentioning that it the process of acculturation has shown to 

have a vital effect on how Hispanics adopt the healthcare experience and the new system 

(Hovey, 2000; Brown & Bean 2006; Schumann, 1986). In the focus groups, for example, there 
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were some participants who recently moved from other states or countries to the Twin Cities, and 

they said that they rely on what relatives or friends said about where to go not just for health care 

issues, but for other services too. This familismo dynamic goes hand-in-hand with the idea of 

word-of-mouth communication among Hispanics, which was the preferred mode of 

communication on healthcare issues. Hospitals and clinics’ reputations among this specific 

community of focus group participants cascades to other communities; their success in attracting 

this group of potential clients means they have the opportunity to connect with Hispanics users 

beyond these participants through word-of-mouth references and referrals.  

From this perspective, Latinos that have lived longer in the Twin Cities will have a better 

understanding about how to use the health services around them (although this also intersects 

with education and literacy levels), while the newcomers will probably struggle more or will 

generate a word-of-mouth process in order to find those resources. Regarding the acculturation 

process, the more Latinos assimilate to the U.S. culture from the Twin Cities, the easier it will be 

for them to navigate the healthcare system (Perez, 2014; Siatkowski, 2007; Vaeth & Willett, 

2005). As it was explained before, language acquisition is a factor to consider in the 

acculturation process, but not the only one. There were participants in the focus groups with low 

English proficiency, and yet they expressed being confident about knowing what to do or where 

to go in case they needed health services. The majority of them would go directly to places 

where they know there is a promotor de salud that speaks Spanish. Usually this promotor de 

salud is someone who can explain clearly all the options for the potential clients, in their own 

language, so they have generate a great deal of trust among the Latino community once people 

know about them as a resource. Therefore the promotor de salud  brings together word-of-mouth 

communication with materials from the providers, as a way of promoting health access among 
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this specific community. All these cultural elements (such as language, familismo, the preference 

for word-of-mouth communication, etc.) when combined help ensure a level of cultural 

competence in the process of creating healthcare communications campaigns for the Latino 

community in the Twin Cities. There has been extensive research on how important it is for 

doctors, nurses, and other health practitioners to be culturally competent when they deal with 

Hispanics, as well as other diverse communities and ethnic groups in general (Beamon et al., 

2006; Jenakovic, 2001; Rees & Ruiz, 2003; Tseng & Streltzer, 2008), and now it is time to 

permeate this idea of cultural competence into the communications arena in order to generate 

messages tailored to the cultural characteristics of the Latino community in this geographic area 

of the U.S. 

The process of acculturation as it relates to attitudes toward healthcare providers, relates 

back to the Theory of Reasoned Action (Fishbein & Ajzen, 1975), in which there are five 

assumed stages before action is taken: attitude, perceived norms, perceived behavioral control, 

behavioral intention, and behavior. Each of these stages can be linked to different levels of 

acculturation in Hispanic clients; for example, many Latinos do not understand the need to 

purchase monthly health insurance, as it seems like a major unnecessary expense. In their home 

countries they are used to paying out of pocket or accessing national insurance (perceived norm) 

and they may take risks because they have not yet experienced a medical crises that has 

confronted the need to change their behavior. During the focus groups the women explained how 

they wanted to feel in control of the type of healthcare they procured for their families. They 

strongly recommended allowing potential clients to decide what are the best options for their 

families, which suggests that they want to know the information, but at the end they would like 

to decide what services they are eligible for and/or can afford or access. The Theory of Reasoned 
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Action is a useful concept for communicators when deciding what is the right moment and 

strategy to helping Hispanics overcome the many obstacles they face and which may be 

preventing them from taking advantage of certain services.   
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Communications Insights 

Through the course of this research, a number of critical insights have been learned from 

the women participants; most of these findings are related to the need for incorporating cultural 

competence into healthcare providers’ processes of communication with the Latino community. 

The main topics discussed in the focus groups lead to some insights that could be useful for 

hospitals, clinics, health insurance companies, and other institutions that provide health services 

to the Latino community in order to generate more participation, and potentially greater 

satisfaction, in the process of obtaining those services.  

Be careful how to label and address clients from low socioeconomic backgrounds. 

Low-income Latino families and communities are the main focus in this research, and the main 

target by healthcare institutions providing services to Hispanic populations. While participants in 

this research, who themselves can be characterized as low-income, reiterate in their responses—

they are fully aware of their situation and do not need to be reminded about it through 

communications materials. Communicators have to be aware that using certain language makes 

potential clients feel labeled and patronized about their economic situations and compromise or 

dissuade them the from approaching these very institutions offering them health services. 

Healthcare institutions should therefore be careful with the language used to refer to these 

individuals. It is highly recommended to use a positive approach and avoid words that may 

remind potential clients about their socioeconomic situation. Instead, the language suggested is 

more inclusive and dignifying.  

Add men and familismo to the discussion and representation in healthcare 

materials.  While women do often have a key role in the decision-making process in their 

families in regards to selecting and accessing healthcare providers and services, participants 
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openly mentioned that men also need to be considered as key targets in healthcare institutions 

communication with potential clients. This relates to the collective view of the family among the 

Latino community, or familismo. Communications strategies should start breaking the myth that 

health is a matter just for women and children, and expand communication of services to 

incorporate both men and extended family. 

Add cultural competence to Spanish translations and materials, and reinforce that 

less text is often more effective. Translation of services into Spanish is good and useful, but 

often it dos not go far enough in making these materials effective and relevant. Consumers can 

identify when materials are being just translated from their English versions instead of writing 

materials in a Spanish that is relevant and appropriate to the context. Therefore efforts need to be 

made to ensure the materials are culturally competent, and reflective in terms of language as well 

as context. In regards to the amount of language used, short texts and segmented ideas help 

Latinos understand the content better. Too much text can dissuade participants from consuming 

and reading certain materials, which makes it more difficult to deliver the information to the 

intended audience(s). 

Combine cultural competence, word-of-mouth-communication, and written/visual 

materials. Communicators, as well as health practitioners, have already started to include 

cultural competence in their efforts to interact with the Latino community—mainly by better 

understanding their populations and using promotores de salud. To accomplish cultural 

competence, it is necessary to have sensitive and committed communicators, willing to learn 

about the opportunities brought by immigrant segments of the population. To create messages for 

immigrant populations it is imperative to be informed about the nuanced circumstances and 

issues surrounding these groups. Cultural competence it is not necessarily knowing every single 
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detail of a group’s culture, but it means being aware of their needs, and their overarching 

circumstances and demographics, as a large community living in the Twin Cities. 

In addition to being informed about the population, healthcare providers should consider 

having a promotor de salud as a means of providing information on their services to the Latino 

community. This is not a social worker; it is more like a communicator who has the ability to 

relate to Hispanics in ways that are culturally and socially relevant to this population. 

Promotores can be used to inform potential clients about services they can access, as well as 

dispelling certain myths and misunderstandings they may have about the U.S. healthcare system. 

As the focus groups alluded, Hispanics use word-of-mouth communication to a great extent, so 

this promotor de salud/communicator brings together oral communication with formal materials 

and information, in ways that are accessible and culturally and social relevant to the key 

community. 

Incorporating cultural competence into communications activities does not necessarily 

mean dramatically increasing communications-related expenses or budgets for health 

institutions. Hiring cultural competent staff is something that is already happening in other areas 

of the healthcare system (doctors, nurses, front desk representatives, on-site interpreters, etc.), 

and communications team members should also have the skills to integrate cultural competence 

into the work with diverse populations. It is also highly recommended to build capacity in 

cultural competence within the institutions internally, in the same way nurses, doctors, and health 

care providers are trained to work with the varying populations and cultural groups they serve. In 

the long term, medical expenses could be higher for the U.S. health system if healthcare 

providers do not allocate money inviting people to use services that could be preventive. 
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Healthcare communicators are highly encouraged to incorporate cultural competence in 

their process of creating materials and communication strategies designed for the Latino 

community. While this document concentrates in one specific ethnic group, cultural competence 

is a matter of including also other groups, considering that the Twin Cities is one of the most 

diverse metropolitan areas in the United States. Doing this, communicators could help making 

the idea of access to healthcare a human right more than a privilege for those that already 

understand the U.S. system. 
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Appendix A: Focus Group Discussion Questions 

Latino responses to communications materials 

from clinics and hospitals 

Thank you for participating in this focus group. My name is Rafael Flores, a Masters in Strategic 

Communication graduate student at the University of Minnesota. This research is part of the 

requirements for my studies. You are participating because you are a Latino/a living in the Twin 

Cities and at some point you have used, or are going to use, health care services for yourself or 

for members of your family.  

I am going to show you some materials from local hospitals and clinics. I would like you to 

examine these in detail and then tell me what do you think. 

Show printed materials such as brochures, posters, trifolds, etc. 

1. Is the way the information is presented engaging? Does the information draw you in?

2. What can you tell me about the type of Spanish used? Probe: Is it clear and

understandable? What parts are confusing?

3. Do you feel represented in, and by, the images and words in the content? Why? Why not?

4. Would you pick up any of these communications materials to look at if you saw them in a

waiting room or on a counter? Why? Why not?

5. After seeing these materials, how likely would you be to use the services of any of these

hospitals and clinics? Why? Why not?

6. What could you do to make these materials understandable to all Spanish speakers?
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Show Internet products (websites with information in Spanish). 

6. Is the information relevant to you and the needs of your family? Why? Why not? 

7. What parts are clear and easy to follow? What parts are confusing?  

8. Would you come back to this site to look for more information? What would make the 

site more relevant and appealing to you?  

 

Show video. 

9. Is the information relevant to you and your needs? Why? Why not? 

10. What parts of the information are clear and easy to follow? What parts are confusing?  

11. What would make the information more relevant and appealing to you?  

 

Accessing information. 

12. At present, how do you get information about health care services and providers? 

13. What is your preferred way to receive information about health services and providers? 

14. Would your phone (text messages, social media, advertisement) be a good way to get you 

or your family information regarding health services? 

15. If you have a health issue in your family, do you feel confident about what to do or where 

to go to get services? 

Wrap-up Question: Is there anything else about the information I’ve shown you today that you 

would like to share? 

Thank you for your time and participation! 
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Appendix B: Communications Materials 

Internet: 

https://www.childrensmn.org/educationmaterials/teens/article/12083/entrenamiento-de-la-fuerza-

muscular/ 

Video: 
https://www.youtube.com/watch?v=7OS-AesXPck 

https://www.childrensmn.org/educationmaterials/teens/article/12083/entrenamiento-de-la-fuerza-muscular/
https://www.childrensmn.org/educationmaterials/teens/article/12083/entrenamiento-de-la-fuerza-muscular/
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