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Spanish-Speaking Patient Health Educational Preferences
Claudia Hernandez, MD , Mayra Cruz, MS , June K. Robinson, MD

Abstract

Language barriers have been found to adversely affect health care in multiple ways, including access to care, quality of
care, medical errors, and reduced patient satisfaction (1). Oral communication barriers are only one aspect of a
multifaceted problem when there is physician-patient language discordance (2). Efforts to improve office efficiency,
reduce demands on physician time, and provide patient reminders often rely on written educational materials.
Handouts are of ten translated directly from English to another language despite the possible limited health literacy of
the pa-tient. We examined Spanish-speaking adult preferences regarding health instruction materials.

Methods. This study was approved by the University of Illinois at Chicago institutional review board.

Spanish-speaking Hispanic adults (age, 18 years) requiring an interpreter during their office visit to an academic
dermatology center were invited to participate in the study during a 4-month period (May through Au- gust) in 2009.
Patients excluded were individuals with decisional and/or cognitive impairment, physical disabilities that would
prevent effective communication, or the ability to speak, read, and/or understand English without the aid of an
interpreter.

All new patients visiting our clinic are asked to complete the “Patient Education Self-Assessment” questionnaire
(Figure), as mandated by the Joint Commission on Accreditation of Healthcare Organizations. This survey instrument
has been in use at the University of Illinois Medical Center since 2000 and is designed to elicit patient information
regarding language abilities, educational background, disabilities, and preferred learning methods. For the present
study, completed questionnaires were reviewed by the research assistant for clarification and completion of items, as
needed. The patients then reviewed 4 types of educational materials regarding nevi: (1) handouts of plain text only; (2)
hand- outs combining text and color pictures; (3) oral explanations aided by pictures (no text handouts); and (4) oral
explanations without pictures (no handouts of any kind). Patients were also asked if they had a DVD player, and if
they did, they were asked if they would like to view an educational DVD at home. Similarly, patients were asked if
they had access to a computer, and if they did, they were asked if they would like to view materials on the Web on
their computer. Finally, patients were invited to make their own suggestions, and the responses were re- corded by the
research assistant.

Results. The 54 adults interviewed were primarily of Mexican heritage (50 Mexican, 2 Puerto Rican, 1 Columbian, and
1 from the Dominican Republic), with an average age of 47 years. Of the 54 adults interviewed, 3 had no formal
education; 11 had a maximum education level between grades 1 and 5; 22, between grades 6 and 8; 12, between grades
9 and 12; and 6 reported an associate’s degree or beyond. All individuals without formal education felt that they had
no or poor Spanish language reading skills; approximately 54% of the individuals educated to a grade 1 to 5 level felt
that they had poor reading skills (6 of 11); only 1 individual educated to grade 6 to 8 self-reported poor reading skills,
while most claimed average Spanish-language reading skills (63%, 14 of 22). Two with high school level education felt
that they had weak reading skills, and no patients educated at the college level felt that they had weaknesses in
reading skills.

One individual had no intention to examine any hand- outs in the future. Only 25% felt comfortable reviewing
handouts (14 of 54), and all of these were educated to the sixth grade level or higher. Most Hispanic patients (56%, 30
of 54), regardless of their education level, wanted the materials explained to them by their physician (oral explanation)
prior to completion of their visit. The addition of photographs to materials did not have any effect: only 2 individuals
expressed a preference for this type of educational material. Technology-driven educational materials such as DVDs
and Web-based materials were the least preferred choice: not a single individual chose a Web-based review, and only
4 chose DVDs.
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Comment: Individuals in the United States who speak only Spanish are predominantly first-generation immigrants
and elderly Hispanic people.3,4 Educational levels attained by immigrants are lower than those attained by US-born
Hispanics. According to 2003 Pew Hispanic Center3 data, more than 50% of immigrants lacked a high school diploma.
Valdez et al5 found that 5.2% of Hispanics 65 years or older reported no formal schooling; 61% of Hispanics aged 65 to
74 years reported only some elementary education; and only 68% of Hispanics 75 years or older reported some
elementary education. Although educational levels vary widely, lower educational levels among first-generation
immigrants and elderly Hispanics means many of these individuals cannot read well in either English or Spanish.5

While a minimum of a sixth grade reading level is recommended for patient education materials, this recommendation
fails to recognize that educational levels do not accurately reflect health literacy. Some investigators re- port that
reading levels average 4 grade levels below the number of years of education, and self-report of education is not
always reliable.6 Frequently, Spanish-language health education materials are directly translated from English-
language handouts. Our data suggest that even materials produced in Spanish at a sixth grade reading level may
prove challenging to comprehend for 30% of those we interviewed. This study suggests that materials used for
English-speaking populations, when directly translated with- out modifications, are written at a higher literacy level
than many of the Spanish-speaking adult patients in this survey. Literacy levels must be considered in older or first-
generation immigrants and may in part explain the desire to have materials orally explained. For physicians to
successfully fulfill their role as health educators, we must have knowledge of health literacy levels and realize that a
“one size fits all” mentality is not meaningful in terms of health education, especially as our nation becomes more
linguistically and culturally diverse.
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An Outcomes Based Approach to the Question of Physician Workforce Diversification as a Means
Eliminating Disparities

Omar M. Rashid, M.D., ].D.; Ali M. Rashid, M.S., M.D.; Philip M. DeChavez M.D., M.P.H.

Abstract

Introduction. Physician workforce diversification provides a means of eliminating ethnic disparities in health care
education and delivery. Latino and African-American physicians are more likely to provide care to underserved
populations than Caucasian-American physicians. Furthermore, ethnicity provides a proxy for cultural and linguistic
competency. A diverse Medical student population and a diverse physician workforce can therefore improve the
capacity for Medical education institutions to teach these skills and health care delivery systems to improve the quality
of care.

Methods. This study characterized the pipeline from kindergarten to residency for these ethnic groups, and proposed a
mechanism for evaluating the outcomes of efforts to improve physician workforce diversity. It was hypothesized that
Latinos and African-Americans were underrepresented at all points of the pipeline. The study was performed by
calculating flow or transition frequencies and the volume or cohort progress across the six stages of the pipeline for
each ethnic group.

Results and Conclusions. The results supported the hypothesis and provided flow-based, volume-based and time-based
mechanisms for evaluating the outcomes of physician workforce diversification efforts. Further research is
recommended to improve rates of Latinos and African-Americans pursuing and obtaining College and Medical
education, to further examine the effectiveness of MCAT scores to predict Medical school performance, and to further
establish the compelling interest for Medical schools to improve these outcomes. In addition, multiple strategies, in
conjunction with physician workforce diversification, are recommended to eliminate the growing disparities in health
care.

Results

Stage 1: High School Degree Attainment Rates. The high school degree attainment rate for Caucasian-Americans
was 91.55%, for African-Americans 80.70%, and for Latinos 65.36%. The African-American high school degree
attainment rate was 80.15% of the same rate for Caucasian-Americans. The Latino high school degree attainment rate
was 71.39% of the same rate for Caucasian-Americans, 80.99% of the same rate for African-Americans. However, this
study did not provide information about grade point average or reputation of the institution.

Stage 2: College Bound Rates Estimated by Rates of Taking the SAT. The college bound rate for Caucasian-
Americans was 51.86%, for African-Americans 42.32%, and for Latinos 38.48%. The African-American college bound
rate was 81.6% of the same rate for Caucasian-Americans. The Latino college bound rate was 74.2% of the same rate
for Caucasian-Americans. However, this study did not provide information about how well the students performed
on this exam.

Stage 3: Bachelor’s Degree Attainment Rates. The bachelor’s degree attainment rate for Caucasian-Americans
was 75.13%, for African-Americans 44.04%, and for Latinos 44.62%. The African-American bachelor’s degree
attainment rate was 58.62% of the same rate for Caucasian-Americans. The Latino bachelor’s degree attainment rate
was 59.39% of the same rate for Caucasian-Americans. However, this study did not provide information about grade
point average or reputation of the institution.

Stage 4: Medical School Bound Rates Estimated by Rates of Taking the MCAT. The medical school bound rate for
Caucasian-Americans was 6.76%, for African-Americans 10.79%, for Latinos 11.12%. The Caucasian-American
medical school bound rate was 60.79% of the same rate for Latinos. The African-American medical school bound rate
was 97.03% of the same rate for Latinos. However, of all the students taking the MCAT, 58.4% were Caucasian-
American, 9.17% were African-American, and 7.84% were Latino. The African-American representation among
MCAT takers was 15.7% of the representation of Caucasian-Americans. The Latino representation among MCAT
takers was 13.42% of the representation of Caucasian-Americans. For Caucasian-Americans the mean MCAT score
was 25.4, for African-Americans 18.7, and for Latinos a grand mean of 21.
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Stage 5: Medical School Acceptance Rates. The medical school acceptance rate for Caucasian-Americans was
35.64%, for African-Americans 19.12%, and for Latinos 24.19%. The African-American medical school acceptance rate
was 53.65% of the same rate for Caucasian-Americans. The Latino medical school acceptance rate was 67.87% of the
same rate for Caucasian-Americans. The median MCAT score for all matriculated first year medical students was
29.9, for Caucasian-Americans 30.5, for African-Americans 25.3, and for Latinos 27.16. Of the total medical student
population, 51% were Caucasian-American, 2.40% were African-American, and 3.3% were Latino. The African-
American representation among medical students was 4.71% of the representation of Caucasian-Americans. The
Latino representation among medical students was 6.47% of the representation of Caucasian-Americans.

Stage 6: Medical School Graduation Rates. The medical school graduation rate for Caucasian-Americans was
96.99%, for African-Americans 94.09%, and for Latinos 97.20%. The Caucasian-American medical school graduation
rate was 99.78% of the same rate for Latinos. The African-American medical school graduation rate was 96.8% of the
same rate for Latinos. Of medical residents in all specialties, the representation of Caucasian-Americans was 60.6%, of
African-Americans 5.87%, and of Latinos 5.83%. The African-American representation among medical residents in all
specialties was 9.69% of the representation of Caucasian-Americans. The Latino representation among medical
residents in all specialties was 9.62% of the representation of Caucasian-Americans. However, this study did not
provide any information about USMLE scores, medical school performance or residency match rates.

Discussion

The results of this study support the hypothesis that Latinos and African-Americans are underrepresented
along all points of the pipeline to residency when compared to Caucasian-Americans. The under-representation first
begins to appear among high school graduates based on this study. However, it is important to note that not all of the
students dropped out at the high school level, but also those who dropped out in middle school, because the
calculation only considered who attained a high school education, rather than also considering what level of
education was attained for those who did not have a high school degree. Although the high school graduation rates
occur at a ratio of 91.55% Caucasian-American: 80.70% African-American: 65.36% Latino, and the college bound rates
occur at a ratio of 51.86% Caucasian-American: 42.32% African-American: 38.48% Latino, the rates of Bachelor’s
degree attainment occur at a ratio of 75.13% Caucasian-American: 44.04% African-American: 44.62% Latino.

Taking these results into consideration sequentially explains how African-Americans become under-
represented, despite initial progress in the high school graduation rate gap, i.e. decreased College bound and
Bachelor’s degree attainment rates. Furthermore, the low transition frequencies for Latinos for the first three stages in
light of the Census projections for the next 50 years indicate that the degree of under-representation of Latino
physicians will also further increase. Therefore, closing the achievement gap in high school graduation rates is only
the first step in workforce diversification at the pre-College intervention level. Interventions at this level should
consider how to also improve the rates of pursuing and obtaining a College education.

Interestingly, the Medical School bound rates indicated that Latinos and African-Americans were more likely
to be Pre-Med than Caucasian-Americans, 6.76% Caucasian-American: 10.79% African-American: 11.12% Latino.
While it has been argued that application rates to Medical School among Caucasian-American males have decreased
due to greater career prospects in other disciplines (Cooper, 2003), there is limited information regarding the higher
Pre-Med rates among African-American and Latino college graduates. A contributing factor may be the high rates of
drop-out among Latinos and African-Americans up to this point. For the cohort of college graduates may have been
distilled down to such a point that those individuals still pursuing education are therefore more likely to be those
pursuing professional careers such as medicine. Another contributing factor may be an extrapolation of the data
indicating higher rates of serving the under-served among Latino and African-American students to the
corresponding ethnic college graduate populations, potentially therefore also showing a greater propensity to pursue
a career in medicine in the first instance. However, only further study would answer this question.

Despite the increased Pre-Med rates among Latinos and African-Americans, the disparity persists at the level
of representation among those actually taking the MCAT, i.e. 58.4% Caucasian-American: 9.17% African-American:
7.84% Latino. An important consideration is the large gap in Bachelor’s degree attainment rates that would limit how
much of an absolute impact increasing the Pre-Med rate would have on workforce diversity. In addition, the disparity
also persists at the level of Medical school acceptance rates, 35.64% Caucasian-American: 19.12% African-American:
24.19% Latino. Therefore, intervention should consider how to also improve College performance as well as Medical
school acceptance rates, not merely interest in medicine.

Although differences in MCAT scores between the groups can explain differences in acceptance rates, it is
interesting that Medical School graduation rates, despite the differences in MCAT scores for admitted Medical
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students, were virtually identical, 96.99% Caucasian-American: 94.09% African-American: 97.20% Latino. Despite
closing the gap in Medical School graduation rates, representation among Medical graduates was 63.97% Caucasian-
American: 6.54% African-American: 6.36% Latino. Again, an important consideration is the large gap in the absolute
number of Pre-Meds and Medical School acceptance rates that would limit how much of an absolute impact closing
the Medical School graduation rate has had on workforce diversity. These data indicate that the ability of Medical
Schools to diversify the physician workforce is therefore limited by how many Latino and African-American students
are graduating from College and applying for admission. Therefore, it would be compelling for Medical Schools to
engage interventions to improve these limiting factors by improving the outcomes at each of the previous stages.

Such data place into perspective how much of an impact the apparent closing of the Pre-Med gap alone has on
eliminating disparities, indicating therefore that increasing Pre-Med rates is only one part of College level
intervention. Furthermore, such data indicate that the proper role of MCAT scores in Medical School admissions
should be further examined, as also argued in further depth by Cooper (Cooper 2003). While this study indicates that
MCAT scores do not seem to reliably predict Medical school graduation rates, there may be other measures of Medical
school performance that MCAT scores reliably predict. Further study would answer this question.

In addition to providing a glimpse of the pipeline for these three groups, this study proposes two mechanisms
for evaluating the outcomes of efforts to increase physician workforce diversity. However, underlying both
mechanisms is the perhaps too obvious consideration of time, i.e. the span of time from kindergarten to matching for
residency along a traditional route is at least 20 years, thus creating varying time lags between intervening and
producing an outcome. The first method is a flow- or transition frequency-based approach where the degree of
disparity reduction is measured by the reduction in the transition frequency curve gaps, as illustrated in Figure 1.
Furthermore, how the transition frequency curves change over the years can provide information about how the
ethnic composition of the physician workforce will change. For example, to measure the impact of an intervention for
high school seniors, data would have to be collected by following the cohort for at least eight years. However, this
method alone is inadequate without also considering the absolute numbers of individuals progressing through the
pipeline because eliminating the disparity in transition frequencies would provide an elusive gain if the absolute
numbers do not significantly meet the demand.

The second method, therefore, is a volume- or cohort-based approach where the degree of disparity reduction
is measured by two parameters: first, by considering what absolute volume or cohort size actually progresses beyond
a particular stage of transition, and second, by considering how the volume or cohort representation of an ethnic
group among all groups who progress beyond a particular stage of transition compares to its representation in the
total population. Focusing solely on transition frequencies understates the dramatic extent of the disparity of
representation among these three ethnic groups in the physician workforce. However, focusing solely on absolute
numbers, because of the extent of the current disparity, has the potential to mask any gains being made to improve the
current situation. The graphic proportions at the level of high school seniors provides a control, establishing an idea of
what the demographic representations of the ethnic groups are at the very beginning. Therefore, as the cohorts
progress through their respective pipelines, the graphic changes in representation after each stage of transition are
thus illustrated. The volume- or cohort-based approach is illustrated in figures 2 and 3.

The first recommendation of this study is for initiatives to improve workforce diversity to target all six stages
of the pipeline. Second, the effectiveness of such initiatives should be evaluated by the degree to which they eliminate
the gaps between the transition frequency curves as illustrated in figure 1. Third, the effectiveness of such initiatives
should be evaluated by the degree to which they actually increase the absolute volume of flow through the pipelines,
i.e. the degree to which the pipelines in figures 2 and 3 maintain their proportions as the cohorts progress through
each stage. Fourth, it is important to correlate interventions with their corresponding outcomes at the end of the
pipeline over the 20 year span discussed above, rather than prematurely correlating interventions with mismatched
outcomes. Fifth, further research is recommended to understand why these disparities continue to persist, whether
they are controlled for socioeconomic status, gender, geography and other factors such as grade point average, SAT
score, medical school performance and USMLE scores.

Finally, it is important not to rely solely on physician workforce diversification to eliminate these disparities in
health care because the 20 year lag between interventions and outcomes, the existence of disparities today and the
projections of greater disparities in the future, indicate that doing so would not satisfy this great need in a timely
fashion. Because of the current disparities in health care and the projected exacerbations in these disparities, it is
recommended that further research be conducted, prospectively and using qualitative methods, to more precisely
characterize the various disparities as well as to further evaluate proposed interventions.
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It is recommended that best models of practice guidelines and reform of the health care system be pursued
accordingly along with such research. It is also recommended to pursue the further development of medical curricula
that would complement these efforts, in order to educate all future physicians on how to provide the best care for all
patients, regardless of any sociologically constructed divisions.

Figure 1: The Flow or Transition Frequency Approach
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Figure 3: Pre-Med/Med Intervention in the Pipeline by Ethnicity, Stages 4 - 6, The Flow or Cohort Approach
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Figure 1: The Flow or Transition Frequency Approach
This figure depicts the transition frequencies for each of the six stages along the respective pipelines for Latinos,
African-Americans and Caucasian-Americans. One means of measuring the outcomes of efforts to diversify the
physician workforce is to consider the degree to which the gaps between the three curves have been eliminated. When
all three curves are transposable, then there will be no disparity by this measure. Furthermore, the effectiveness of an
intervention at a particular stage can be measured by the degree to which it closes the gap at that same stage.

Figures 2 & 3: Pre-College/College Intervention in the Pipeline by Ethnicity,
The Volume or Cohort Approach

These figures depict the respective pipelines for Latinos, African-Americans and Caucasian-Americans. The
proportional width of the three pipelines at the level of high school seniors provides an initial perspective on how
these ethnicities are represented proportionally in the general population. However, as the cohorts of students track
through the six stages of transition to reach the end point of medical residency, the width of the individual pipelines
changes, and the relative widths of the individual pipelines change, in stark contrast to such proportions at the high
school senior level. When all three pipelines maintain their relative widths proportionally as the cohorts proceed
across the six stages of transition, then there will be no disparity by this measure. Furthermore, the effectiveness of an
intervention at a particular stage can be measured by the degree to which it affects the width of the pipeline
downstream as the cohorts subject to that intervention progress across the pipeline over an appropriate period of time.
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Featured Abstracts

Encouraging Interest in Health Science Career: A Model for Hispanic Undergraduates
Maria Fernanda Nota, MD

PURPOSE OF RESEARCH:

Nationwide Hispanics are 16% of the population yet represent only 3.6% of doctoral degrees. At U of L only 2 % of
students are Hispanic. A way to provide health care service that overcomes language and cultural barriers is ensure
that our health care system addresses the needs of diverse communities by recruiting members of the latter into higher
education health careers. In an effort to increase interest and recruitment of Hispanic students in science careers we
developed a two-day “Science Career Workshop” for a local Hispanic youth group conducted by Hispanic
professionals from University of Louisville (U of L).

Integrating Community-Based and Participatory Approaches into Tackling Neglected Tropical

Disease in Latin America and the Caribbean
Sulma Jessica Herrera, Karen Andes, Carlos Franco-Paredes

Abstract

Neglected tropical diseases (NTDs) in Latin America and the Caribbean (LAC) disproportionately impact poor and
vulnerable populations, especially indigenous populations and communities of African descent. Community-based
and participatory approaches, including community driven development, community directed interventions, and
participatory GIS can be used to engage and empower vulnerable populations in NTD control and elimination efforts
in LAC. Community-based and participatory approaches that emphasize local “ownership” are paramount to garner
broad-based support and achieve sustainability of NTD integrated approaches since vulnerable populations are often
poor, disenfranchised, and have limited political and economic power. Building participatory approaches on a
development framework, like community driven development, helps to address the mutually reinforcing cycle
between NTDs and poverty and gives vulnerable populations the power to make decisions on interventions to
improve their health and well being.
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LATINO MEDICAL STUDENT ASSOCIATION

CALL FOR ABSTRACTS

The Latino Medical Student Association (LMSA) is calling for abstracts from physicians
and students to be published in its quarterly journal. The Journal of the LMSA is committed
towards:

-Creating a national forum for discussion of topics relevant to the Latino medical community and
the patients they serve
-Creating a venue for publishing and disseminating research to the LMSA membership

Please send any inquiries or submissions to Orlando Sola at OIS2104@columbia.edu. All
abstracts will be peer-reviewed. Thank you for your participation.

Orlando Sola, M2 Phil DeChavez, MD, MPH
L.M.S.A. Publication Chair Executive Director
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