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Abstract
Latinx in the USA experience disparities in morbidity and mortality when compared to their non-Hispanic White counterparts.
Patient-centered culturally sensitive health care (PC-CSHC) has been deemed a best practice approach to alleviate and eliminate
these disparities. However, literature on how Latinx patients perceive their care and what indicators of PC-CSHC may be most
related to treatment outcomes is limited. This study collected data from 81 adult Latinx participants who had been admitted to an
inpatient care unit to understand the following: (a) their perception of their providers’ PC-CSHC in three different areas:
Competence/Confidence, Sensitivity/Interpersonal, and Respect/Communication; (b) whether there are differences between
English- and Spanish-speaking Latinx patients in their perception of their providers’ PC-CSHC; and (c) whether these PC-
CSHC indicators were associated to patient satisfaction, patient-provider communication, and therapeutic alliance. Participants
were mostly male, older than 55 years of age, and working or lower class, with English as their primary language. Results showed
that patients rated their providers’ Competence (M = 3.57, SD = .46) higher than both Sensitivity, t(68) = .04, p = .04, (M = 3.49,
SD =.54), and Respect, t(53) = 2.765, p = .008, (M = 3.38, SD = .57). English-speaking Latinx were overall less satisfied with
their providers than Spanish-speaking Latinx, in particular in their communication. Finally, higher provider cultural sensitivity
appears to be a predictor of patient satisfaction, patient-provider communication, and working alliance. Implications for refining
provider trainings to treat this vulnerable and understudied (i.e., Latinx) population are discussed.

Keywords Latinx health . Patient-centered care . Culturally competent care . Culturally sensitive care . Provider bias . Latinx
health disparities

Despite advances in the US healthcare system, the Latinx
community continues to experience significant health dis-
parities when compared to non-Hispanic Whites [1].
Latinx patients are (1) about 50% more likely to die from

diabetes or liver disease than non-Hispanic White pa-
tients, (2) 22% less likely to have controlled high blood
pressure than non-Hispanic Whites, (3) 66% more likely
to be diagnosed with diabetes than non-Hispanic Whites,
and (4) 20% more likely to be obese than non-Hispanic
Whites [1, 2]. Additionally, Latinx experience higher
mortality rates due to diabetes, stomach cancer, liver can-
cer, cervical cancer, human immunodeficiency virus/
acquired immunodeficiency syndrome, liver disease, ho-
micide, and work-related injury than non-Hispanic Whites
[3–6]. These health disparities are linked, in part, to social
determinants of health (e.g., poverty, low literacy) and
also to structural and political factors such as immigration
health care insurance policies [7, 8] and structural racism
[9–11] experienced by Latinx patients [1, 12–17]. They
can also be explained by the limited access to and lower
likelihood of seeking health care services as well as the
poor quality of healthcare Latinx receive [1, 5].
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Patient-centered culturally sensitive health care (PC-
CSHC) has been recommended as a best practice approach
to address health disparities in Latinx [3, 18, 20]. PC-CSHC
encompasses and goes beyond cultural competence, which is
used to describe the provision of healthcare that recognizes
and accommodates cultural differences in health-related
values and beliefs [21]. Culturally sensitive health care has
been defined as health care that reflects “the ability to be
appropriately responsive to the attitudes, feelings, or circum-
stances of groups of people that share a common and distinc-
tive racial, national, religious, linguistic, or cultural heritage”
[22]. Tucker and colleagues [23, 24] introduced the concept of
patient-centered culturally sensitive health care to describe
care that (a) enables culturally diverse patients to feel comfort-
able with, trusting of, and respected by their health care pro-
viders; (b) understands the patient-provider relationship as a
partnership emerging from patient-centeredness; and (c) is
patient empowerment oriented [25].

Yet, literature on what indicators of PC-CSHC may be
most related to treatment outcomes is scarce. This study aimed
to understand (a) Latinx patients’ perception of their pro-
viders’ PC-CSHC (in three different areas: Competence/
Confidence, Sensitivity/Interpersonal, and Respect/
Communication); (b) whether there are differences between
English- and Spanish-speaking Latinx patients in their percep-
tion of their providers’ PC-CSHC; and (c) whether these PC-
CSHC indicators were associated to patient satisfaction with
their physician, patient-provider communication, and thera-
peutic alliance. This study is novel in that it investigated the
perspective on patient-centered culturally sensitive
health care of low-SES Latinx patients, who are often
underrepresented in health care quality research and
highly impacted by health disparities.

Methods

Participants

Participants in this study were patients (N= 81) who had been
admitted to an inpatient care unit at Denver Health Medical
Center, an urban hospital located in a mid-sized city in the
Rocky Mountain region. This hospital serves more than one-
third of the city’s population and is the state’s primary safety
net institution. A total of three inpatient units at the hospital
participated in the study. Using targeted convenience sam-
pling, potential Latinx participants were approached based
on their self-reported ethnicity, as reflected in their medical
records. To participate, patients had to (a) be at least 18 years
old, (b) have received outpatient services at one of the safety
net offices in the last year, (c) be able to communicate either
verbally or in writing in English and/or Spanish, and (d) sign
an informed consent form that documented agreement to

participate in the study. Additionally, all participants had
spent at least 24 h at the hospital’s inpatient unit for a physical
health condition prior to participating in the study. Data from
2 participants (one who was discharged not having completed
any survey measures, and one who only partially completed
one survey measure) were excluded. Therefore, only data
from 79 participants were included in the analysis.

Participants were mostly male (65.8%), older than 55 years
of age (58.0%), and self-identified as working or lower class
(66.6%). Participants generally had less than a high school
education (77.8%) and cited English (46.9%; Spanish:
39.5%) as their primary language. For additional demographic
information (see Table 1).

Procedure

This project was part of an emerging collaboration between
the University of Denver, where the first author of this paper
(co-PI in this study) is based, and Denver Health, where the
second author of this study is based. Several meetings took
place to establish this collaboration; these meetings served to
define the scope of this initial project. Once this was set, ap-
proval to conduct this study was obtained through the
Institutional Review Board (IRB) at Denver Health
(COMIRB at the University of Colorado Denver).

Prior to the launch of the study, the two PIs trained graduate
research assistants at the university on the specifics of study
implementation. This training lasted 1 h. The study implemen-
tation training covered the following topics: (a) the purpose of
the study, (b) potential benefits of the study for patients, (c)
culturally sensitive strategies for recruiting low-income Latinx
individuals, who may or may not speak English (e.g., politely
but assertively asking for permission to enter patients’ rooms),
(d) culturally sensitive strategies for collecting data from
Latinx adults (e.g., administering the language-appropriate as-
sessment battery, assisting with reading and completing ques-
tionnaires as needed), and (e) the use of tablets, and how to
support patients in their use, for data collection. Some gradu-
ate assistants (~40%) were bilingual, and theywere the ones to
approach Spanish-speaking participants (based on patients’
stated language preference in their medical record); monolin-
gual English-speaking graduate assistants only worked with
English-speaking patients. During the study, the research team
(including the co-PI, a safety net-based project coordinator,
and graduate assistants at the university) met weekly to dis-
cuss study progress, barriers, and strategies for success.

Participant Recruitment

Once graduate assistants’ training was complete, the trained
research assistants conducted preliminary screenings of elec-
tronic medical records at the hospital to identify patients who
met participation criteria. Patients were then additionally
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screened by medical staff to determine appropriateness for
participation (e.g., mental status, updated health condition).
This review of medical records and consultation with medical
staff happened every time RAs went to the hospital for data
collection. Data collection lasted 12 months. After screening
procedures, eligible participants were approached by research
assistants in their rooms, given verbal explanations about the
nature of the study, and invited to participate.

Participant Enrollment

During enrollment, an informed consent form (ICF) was pro-
vided and explained to potential participants, in English or

Spanish, based on patients’ preference. The ICF included the
following: objectives of the study, duration and timeline of the
study, participation requirements, potential risks and benefits,
costs and compensation, and the collection, use, and sharing
of protected health information. Following the informed con-
sent process, participants who agreed to participate signed the
informed consent form. Each patient received a blank copy of
the informed consent form to keep.

Data Collection

Data collection took place in patients’ hospital rooms. After
consenting to participate, patients were asked to complete the

Table 1 Participants’
demographic information Frequency Percent

Gender Man 52 65.8

Woman 27 34.2

Sex Male 52 65.8

Female 26 32.9

Sexual orientation Hetero/straight 64 81.0

Other (asexual, bisexual, gay, lesbian,
same-gender loving, pansexual, queer, other)

10 12.7

Relationship status No partner 34 43.0

Living with partner 22 27.8

Not living with partner 15 19.0

Age 18–34 years 3 3.8

35–44 16 20.3

45–54 14 17.7

55–64 19 24.1

65+ years 26 32.9

Household income Less than 10K 32 40.5

10–49.9K 23 29.1

50K + 5 6.3

Education Elementary–high school 61 77.2

Some college/2 year/trade school 11 13.9

4-year college or more 3 3.8

Social class Lower 28 35.4

Working 24 30.4

Middle 25 31.6

General health Excellent/very good 23 29.1

Good/fair 34 43.0

Poor 18 22.8

Primary language English 37 46.8

Spanish 31 39.2

Other 11 13.9

No. in household 1–2 46 58.2

3–5 19 24.1

>5 13 16.5

Disrespected/mistreated by doctor Yes 25 31.6

No 53 67.1
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assessment battery, available in Spanish or English, by using
either the touch screen capability of electronic tablets or a
paper-pencil format. During data collection, research assis-
tants were available to assist patients, as needed, with com-
pleting questionnaires, including verbally reading the assess-
ment battery to patients who desired this support.
Electronically completed questionnaires were stored on a
password-protected, HIPAA-compliant QUALTRICS ac-
count and deleted from the tablets. Paper and pencil question-
naires were collected and immediately stored in an envelope,
separate from informed consent form documents. During the
data collection period, all data collection materials were stored
in a padlocked locker in a hospital room only accessible with a
badge. Later, all informed consent forms and paper-pencil
questionnaires were transferred to a locked file cabinet at the
University of Denver. Participants received a $15 gift card as
compensation after completing the assessment battery.

Measures

The assessment battery used in the present study took approx-
imately 45 min to complete, including filling out the informed
consent form. It contained the following instruments: (a) a
demographic data questionnaire, (b) the Tucker-Culturally
Sensitive Health Care Provider Inventory-Patient Form (T-
CSHCPI-PF) [36], (c) the Patient Satisfaction Questionnaire
Short-Form (PSQ-18) [37], (d) the Patient-Provider
Communication (PPC) Subscale of the Kim Alliance Scale
[38], and (e) the Working Alliance Inventory-Short Form
(WAI-SF) [39].

Demographic Data Questionnaire

This instrument, which included 14 questions, was designed
by the research team to obtain participant basic demographic
information, (i.e., race/ethnicity, level of education, age, gen-
der identity, sex assigned at birth, sexual orientation, relation-
ship status, people living in the hold, annual household in-
come, social class, and language(s) spoken most often).
Additionally, the demographic data questionnaire included
the following health-focused questions: “Would you say that
in general your health is… [excellent, very good, good, fair,
poor]?” and “Was there a time in the past 12months when you
needed to see a doctor but did not because you thought you
would be disrespected or mistreated?”.

Tucker-Culturally Sensitive Health Care Provider
Inventory-Patient Form [36]

This inventory was designed for culturally diverse patients to
assess the extent to which their providers display behaviors,
attitudes, and types of knowledge that enable patients to feel
comfortable with, trusting of, and respected by their providers

(i.e., provider cultural sensitivity indicators). This 26-item pa-
tient-reported questionnaire (Cronbach’s α = .97) [36] com-
prises three subscales: Competence/Confidence with 9 items
(Cronbach’s α = .96) [36], Sensitivity/Interpersonal Skill with
8 items (Cronbach’s α = 94) [36], and Respect/
Communication with 9 items (Cronbach’s α = .94) [36]. All
items are rated on a 4-point Likert scale, ranging from 1=
strongly disagree to 4= strongly agree. Total summed scores
can range from 26 to 104. Sample items included: “The health
care provider I see most often when I visit my health care
center or office… is honest and direct with me”
(Competence/Confidence), “The health care provider I see
most often when I visit my health care center or office…fol-
lows up on my visits” (Sensitivity/Interpersonal Skill), and
“The health care provider I see most often when I visit my
health care center or office…tries to educate me” (Respect/
Communication).

Patient Satisfaction Questionnaire-Short Form [37]

This 18-item instrument assesses patients’ attitudes toward
their health care providers, and their satisfaction with the
health care they receive. The PSQ-18 assesses 7 dimensions
of satisfaction with care: General Satisfaction (2 items),
Technical Quality (4 items), Interpersonal Manner (2 items),
Accessibility of Care (4 items), Communication (2 items),
Financial Aspects of Care (2 items), and Time Spent with
the Doctor (2 items). The Technical Quality, Interpersonal
Manner, Communication, and Time Spent with Doctor di-
mensions can be combined to produce the Satisfaction with
Physician subscale [36]. Given the focus of this study, we
used both an overall PSQ score and a score on this subscale
(i.e., Satisfaction with Physician PSQ). The PSQ-18 has dem-
onstrated high internal consistency (Cronbach’s alpha greater
than .90) in samples with ethnically/racially diverse groups
[37]. Participants rate how strongly they agree or disagree
with a list of statements, including, “The medical care I have
been receiving is just about perfect,” and “Those who provide
my medical care sometimes hurry too much when they treat
me.” Items are scored on a 5-point Likert scale (1 = strongly
disagree and 5 = strongly agree). Negatively worded items
were reverse scored. Item scores were summed with higher
scores indicating higher satisfaction with the provider and
health care received.

Kim Alliance Scale [38]

The 30-item KAS measure was developed to assess the qual-
ity of the therapeutic alliance between the doctor and patient
as well as patient empowerment from the patient’s perspec-
tive. The KAS has high internal consistency (Cronbach’s
α =.94) [38]. It has four theoretical dimensions: collaboration,
communication, integration, and empowerment. Only the
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patient-provider communication dimension (PPC) was used in
this study. This PPC subscale contains 11 items and has a
Cronbach’s α of .87 [38]. Participants were asked to rate, on
a 4-point Likert scale (1= never to 4= always), the quality of
the therapeutic alliance between them and their providers.
Sample items included “I can express negative feelings freely
to my provider,” and “It is easy to understand my provider’s
instructions.” Two items were reverse coded (i.e., “I feel my
provider criticizes me too much” and “My provider does not
allow me to state my opinion”). Summed scores could range
from 11–44, with higher scores indicating higher PPC.

Working Alliance Inventory-Short Form [39, 40]

This instrument was developed based on the theory that
a working alliance between the patient and clinician
grows on the basis of a strong relational bond and an
agreement of goals and tasks related to patient treatment
[41, 26]. The WAI-SF (Cronbach’s α = .91) [26] com-
prises three primary factors: task, bond, and goal, with
4 items per factor (12 items total). Participants were
asked to describe their relationship with their health
care provider. Items are scored on a 7-point Likert scale
(1 = never to 7 = always). Sample items include the
following: “My provider and I agree about the things I
will need to do in a treatment to help my situation,”
and “My provider does not understand what I am trying
to accomplish in treatment.” Two negatively worded
items were reverse-scored. Possible scores ranged from
12 to 84, with higher scores indicating higher therapeu-
tic alliance.

Statistical Analyses

SPSS (v. 26) was used to conduct the statistical analyses. Prior
to analysis, a missing data assessment was conducted using
Little’s [27] MCAR test and t-tests to assess whether there
were differences between cases with complete and missing
data. To address our resarch questionos, single and multiple
linear regression was used to understand Latinx patients’
views of their providers patient-centered cultural sensitivity
i n 3 a r ea s (Compe t ence /Con f i dence , Respec t /
Communication, and Sensitivity/Interpersonal), to assess dif-
ferences between English- and Spanish-speaking patients in
their perceptions, and to explore the relationship of PC-CSHC
in these three areas (i.e., 3 T-CSHCPI-PF subscales) to three
treatment outcomes (patient satisfaction with provider
care [PSQ], patient-provider communication [PPC], and
working all iance [WAI]). Analysis of variance
(ANOVA) was conducted for each scale to ascertain
demographic group differences.

Results

A total of 51 (64.5%) participants elected to complete the
English version of the assessment battery. The remaining par-
ticipants (n = 28; 35.4%) elected to complete the assessment
battery in Spanish.

For the missing data analysis, medium levels of
missingness (16.9%) in the variables of interest (specifically,
T-CSHCPI-PF, PSQ, PPC, and WAI) were found. Little’s
[27] MCAR test was not statistically significant, Χ2(96) =
110.66, p = .15, indicating that the data wasmissing complete-
ly at random. There were 24 cases with one or more missing
variables. Since SPSS uses listwise deletion, t-tests were run
to determine if there were group differences between cases
with complete data and those with missing data. The t-test
resulted in no statistically significant differences between the
two (i.e., complete vs. incomplete data) groups (p = .08),
thereby reducing concerns about possible bias with listwise
deletion. Therefore, the analysis proceeded with the entire set
of participant data (N = 79). See descriptive statistics in
Table 2 and measure correlations in Table 3.

Patients’ Perception of Their Providers’ PC-CSHC

First, using paired sample t-tests, an assessment of responses
in the T-CSHCPI-PF was conducted to understand patients’
perspectives of their providers, overall. Generally, patients
rated highest (i.e., had their highest average item score on)
their providers’ Competence (M = 3.57, SD = .46). Scores of
providers’ Competence were higher than scores of both
Sensitivity, t(68) = .04, p = .04, (M = 3.49, SD =.54), and
Respect, t(53) = 2.765, p = .008, (M = 3.38, SD = .57).
There was no statistically significant difference between aver-
age item scores on Sensitivity and Respect (p = .28). Over
60% of respondents strongly agree(d) that their provider
“[was] knowledgeable about medicine,” “[was] confident in
his or her abilities,” and “[did] not embarrass [them] in private
or public.” Over 96% of respondents agree/strongly agreed
that their provider “[was] well educated,” “prescribe[d] med-
icine only when [they were] sure of [patient’s] illness,” as well
as “[was] knowledgeable about medicine” and “confi-
dent in his or her abilities.” Over 21% of participants
disagreed/strongly disagreed that their provider “[let
them] know about illness and diseases common among
people of [their] race/ethnicity.”

Approximately 19.7% of those that had needed to see a
doctor but deferred for concerns of disrespect or mistreatment
disagreed/strongly disagreed with the statement that the care
provider “shows care and concern for my children.” Fifteen
percent of the respondents also disagreed/strongly disagreed
with the statements that their provider “tries to educate
[them]” and “does not try to diagnose all [their] problems as
psychological or ‘in my mind.”

J. Racial and Ethnic Health Disparities



Differences between English- and Spanish-Speaking
Patients on Perceptions of PC-CSHC

No statistically significant differences between English- and
Spanish-speaking participants were found on the total T-
CSHCPI-PF score (p = .37). Additionally, no significant dif-
ferences by language were found on ratings of the T-CSHCPI-
PF subscales (Competence, p = .58; Sensitivity, p = .50; and
Respect, p = .88).

Differences in Variables of Interest Based on Patients’
Demographics

In the analysis of variance (ANOVA), no group differences
between the total scores of the PSQ, PPC, and WAI and the
explanatory factors education, age, gender, sex, sexual

orientation, number in household, or household income were
found.

There was, however, a statistically significant difference by
language on the overall PSQ, F(2, 71) = 3.76, p = .03, where
English speakers rated their satisfaction with their provider
lower (M = 61.03, SD = 2.00) than Spanish speakers (M =
68.18, SD = 67.32). Of the seven dimensions measured by the
overall PSQ (i.e., Communication, Technical Quality, General
Satisfaction, Financial Aspects, Interpersonal, Accessibility of
Care, and Time Spent with the Doctor), there were significant
differences by language in patients’ rating of patient-provider
Communication, F(2, 75) = 4.79, p = .01, between English (M
= 7.36, SD = 1.96) and Spanish speakers (M = 8.64, SD =
1.47). Specifically, in the two items comprising the
Communication subscale, Spanish speakers were (1) more
likely than English speakers to agree/strongly agree with the

Table 2 T-CSHCPI, WAI, PSQ,
and PPC descriptive statistics Scale Factor N Min Max M SD

T-CSHCPI Competence 74 11.00 36.00 31.66 4.81

Sensitivity 73 16.00 32.00 27.59 4.40

Respect 55 9.00 36.00 30.49 5.78

Sum 47 56.00 108.00 94.64 13.09

WAI Task 73 4.00 28.00 23.95 5.03

Goal 77 4.00 28.00 22.09 5.54

Bond 73 5.00 28.00 23.52 5.63

Sum 69 16.00 84.00 39.93 4.73

PSQ Satisfaction with Physician 75 22.00 48.00 37.68 5.56

PSQ_Sum 72 30.00 81.00 63.49 9.84

PPC PPC_Sum 69 16.00 44.00 39.93 4.73

Table 3 Correlations of T-CSCHCPI, WAI, PPC, and PSQ

T-CSHCPI WAI PPC PSQ

Variable Respect Competence Sensitivity Sum Sum Sum Satisfaction with physician

T-CSHCPI

Respect 1

Competence .83** 1

Sensitivity .91** .78** 1

Sum .96** .89** .96** 1

WAI

Sum .68** .52** .59** .57** 1

PPC

Sum .66** .51** .55** .69** .71** 1

PSQ

Sat with Phys .72** .61** .57** .67** .63** .62** 1

PSQ Sum .64** .62** .70** .65** .67** .90**

**All statistically significant at .01 level (2-tailed)
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statement, “Doctors [health care providers] are good about
explaining the reasons for medical tests” (90.3% vs 56.7%,
respectively, p < .001); and (2) and more likely to disagree/
strongly disagree with the statement, “Doctors [health care
providers] sometimes ignore what I tell them” than English
speakers (83.9% vs 75.6% , respectively, p < .001). There
were no differences between either English or Spanish
speakers to those who specified “Other” as the language they
spoke most often. No language-related differences were found
in Satisfaction with the Physician PSQ, PPC, or WAI.

Finally, there were also statistically significant differences in
the WAI between those who responded that they had deferred
seeing a doctor in the past 12 months because they thought they
would be disrespected ormistreated (M= 64.60, SD = 18.34) and
those who had not (M = 72.00, SD = 11.79 ),F(1, 68) = 3.99, p =
.05. Similar results were found for the PPC,F(1, 67) = 10.83, p =
.002; the overall PSQ, F(1,67) = 8.56, p = .005, with respective
means of 37.41 (SD= 6.08) and 59.38 (SD= 11.14) for those that
had deferred a doctor’s visit andmeans of 41.20 (SD = 3.42 ) and
66.04 (SD = 7.85) for those who had not. Similar results were
found for the Satisfaction with Physician PSQ, F(1,73) = 6.45, p
= .013, where partipants who had not deferred a doctor’s visit (M
= 38.92, SD = 4.91) had higher satisfaction scores than those that
did defer (M = 35.54, SD = 6.21).

Association of PC-CSHC to Treatment Outcomes

Linear regression was run to assess T-CSHCPI-PF total score as a
predictor of overall PSQ, Satisfaction with Physician PSQ, PPC,
andWAI. There was a statistically significant positive relationship
between the overall T-CSHCPI-PF score and patient ratings on
each of the outcomemeasures: overall PSQ,B= .490, t(44) = 6.37,
p< .001; Satisfactionwith Physician PSQ,B= .279, t(46) = 6.117,

p < .001; PPC, B = .189. t(41)=6.088, p < .001; and theWAI, B =
.565, t(43) = 4.472, p < .001.

Multiple regression was conducted to assess the total pre-
dictive ability of each of the T-CSHCPI-PF subscales
(Competence/Confidence, Respect/Communication, and
Sensitivity/Interpersonal) on the overall PSQ, the
Satisfaction with Physician subscale of the PSQ, PPC, and
WAI. The overall regressions were statistically significant in
predicting all measures: PSQ, F(3,45) = 12.98, p < .001, adj.
R2 = .44; Satisfaction with Physician PSQ, F(3, 47) = 13.36, p
< .001, adj. R2 = .44; PPC, F(3,42) = 14.69, p < .001, adj. R2 =
49; and the WAI, F(3,45) = 9.65, p < .001, adj. R2 = .37. The
subscale Competence/Confidence only predicted the PPC,B =
.39, SE = .15, t(42) = 2.58, p = .01, and Respect predicted both
the WAI, B = 2.05, t(45) = 2.55, p = .02, and Satisfaction with
Physician subscale of the PSQ, B = .75, t(47) = 2.33, p = .02.
Sensitivity/Interpersonal was not a significant predictor of the
overall PSQ (p = .44), Satisfaction with Physician PSQ (p =
.68), PPC (p = .48), orWAI (p = .93). See Table 4 for multiple
regression summary results.

Discussion

This paper sought to understand (a) Latinx patients’ percep-
tion of their providers’ PC-CSHC (in three different areas:
Competence/Confidence, Sensitivity/Interpersonal, and
Respect/Communication); (b) whether there are differences
between English- and Spanish-speaking Latinx patients in in
their perception of their providers’ PC-CSHC; and (c) whether
these PC-CSHC indicators were associated to patient satisfac-
tion with their physician, patient-provider communication,
and therapeutic alliance. This study is unique in that it

Table 4 Multiple regression
summary results T-CSHCPI treatment Outcomes B SE β t p

T-CSHCPI sum PPC_sum .19 .03 .69 6.09 < .001

WAI_sum .57 .13 .57 4.47 < .001

PSQ_sum .49 08 .70 6.37 < .001

Competence PSQ_sum .37 .39 .18 .97 .34

Sensitivity .50 .65 .24 .77 .44

Respect .58 .55 .32 1.05 .30

Competence Satisfaction w/physician .17 .22 .13 .77 .45

Sensitivity -.15 .37 -.12 -.41 .68

Respect .75 .32 .70 2.34 .02

Competence PPC_sum .39 .15 .46 2.58 .01

Sensitivity -.17 .24 -.21 -.71 .48

Respect .36 .21 .52 1.76 .09

Competence WAI_sum -.59 .58 -.20 -1.03 .31

Sensitivity -.08 .95 -.03 -.09 .93

Respect 2.05 .81 .80 2.55 .02
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involved an understudied community, i.e., low-SES Latinx,
and in that the measure utilized to assess provider patient-
centered culturally sensitivity consists of items that a national
sample of culturally diverse patients identified as indicators of
patient-centered cultural sensitivity. The perceptions of low-
SES Latinx patients on how their health care providers are
doing on these indicators has been underexplored.

Of the three patient-centered cultural sensitivity subscales
used in this study (i.e., Competence, Respect, Sensitivity),
patients rated their providers Competence higher than both
Respect and Sensitivity. Results show no statistically signifi-
cant differences by language (i.e., Spanish vs. English speak-
ing) in ratings of providers’ overall PC-CSHC or in ratings of
the three subscales. In treating Latinx patients, providers may
have great skill but lack time [28]. Based on the existing
literature, time may be a constraint that leads providers to treat
culture as an important but not critical issue [29]. In addition,
while patients may perceive providers as rushed, the perspec-
tive of providers may be that they lack enough infor-
mation in their efforts to be culturally sensitive [30].
Some research shows that Latinx patients may prefer
that providers make decisions for them [31]; yet, they
also give high importance to their providers’ display of
concern, courtesy, and respect [32].

In addition, results of this study show that English-
speaking Latinx were overall less satisfied with their providers
than Spanish-speaking Latinx. Specifically, Spanish-speaking
patients appeared more satisfied with their provider’s commu-
nication (i.e., more content with providers’ explanation of the
reason for medical tests and with the attention given to pa-
tients) than English-speaking patients. It is hard to interpret
these results without information on providers’ ethnic back-
ground or Spanish proficiency. While prior research shows
that generally Spanish-speaking Latinx are more dissatisfied
with their communication with providers than English-
speaking Latinx [33, 34, 42], research also shows that
Spanish-speaking patients report low communication difficul-
ties with their providers when their providers are ethnically
concordant (i.e., Latinx) or are fluent in Spanish [33].

Per the results of this study, higher provider cultural sensi-
tivity is a predictor of patient satisfaction, patient-provider
communication, and working alliance. These findings high-
light the importance of providing culturally sensitive health
care to Latinx patients, as PC-CSHC is associated with treat-
ment outcomes, and are consistent with prior literature show-
ing the need for health care that is responsive to patients’
needs and cultural background [21, 43–45].

Limitations

Despite its methodological strengths, this study has a few
limitations. First, participants were not randomly selected.

While participants were initially identified via preliminary
screenings of electronic medical records at the hospital, pa-
tients were then screened by medical staff. While this screen-
ing could be biased, it also minimized burden on participants
who may have been too ill to participate. Second, the instru-
ments used in this study to assess the variables of interest were
self-report studies. Self-report measures could encourage so-
cially desirable responses, leading to under- or over-reporting
of the occurrence of attitudes and behaviors being measured.
However, self-report measures are frequently used and valued
in behavioral and health care quality studies [46, 47]. Third,
this study did not explore what language patients spoke with
providers or racial/ethnic concordance between patients and
providers, which, in some research, have been identified as
drivers of patient satisfaction [33, 48]. Finally, the study’s
small sample size limited statistical power and increased the
possibility of type 1 error. Further research should both (1)
inquire about Latinx patients’ perspective of PC-CSHC and
other treatment outcomes, and (2) incorporate information on
providers, or even the providers’ perspective, if at all possible.

Implications

There is a major need for cultural adaptations in the context of
health care delivery as these could lead to improved treatment
outcomes [35]. Benuto and colleagues [35] advocate for
health care provider cultural competence training to ensure
providers understand when cultural adaptations may be war-
ranted and how to implement them. PC-CSHC can be promot-
ed through targeted trainings that increase patient empower-
ment and the display of cultural sensitivity exhibited by health
care providers [21].

Results from this study could be used to refine trainings for
providers working with Latinx patients, which should focus
on the development mainly of Sensitivity and Respect.
Providers are certainly constrained in the care they can pro-
vide by barriers such as time or lack of resources (e.g., inter-
preters). However, embedding results from this study, i.e., the
perspective of Latinx patients on their providers’ delivery of
PC-CSHC and where growth may be needed (i.e., Respect
and Sensitivity), may increase the usefulness of these trainings
for providers caring for Latinx patients, who are very often
different demographically from providers themselves (statis-
tically, majority NHW).

In addition, further research could test interventions that
focus on the three subscales of PC-CSHC (i.e., Competence/
Confidence, Sensitivity/Interpersonal, and Respect/
Communication), as well as how and how much these inter-
ventions impact patient treatment outcomes, like satisfaction
or working alliance [35]. In these studies, client outcomes
could be evaluated as training outcomes [35].
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