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Abstract 
Patient-provider communication is an important aspect of success-
ful healthcare, as it can directly lead to positive health outcomes. 
Previous studies examined factors that facilitate communication 
between healthcare providers and patients in socially marginal-
ized communities, especially developing countries, and applied 
identified factors to technology development. However, there is 
limited understanding of how providers work with patients from 
immigrant populations in a developed country. By conducting semi-
structured interviews with 15 providers working with patients from 
an immigrant community with unique cultural characteristics, we 
identified providers’ effective communication strategies, including 
acknowledgment, community involvement, gradual care, and adap-
tive communication practices (i.e., adjusting the communication 
style). Based on our findings, we highlight cultural competence and 
discuss design implications for technologies to support health com-
munication in immigrant communities. Our suggestions propose 
approaches for HCI researchers to identify practical, contextualized 
cultural competence for their health technology design. 
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1 INTRODUCTION 
Patient-provider communication is one of the most important fac-
tors determining the quality of healthcare [31]. It is a collabora-
tive decision-making process in which both patients and providers 
contribute their medical expertise and exchange information [58]. 
Patients’ health outcomes, feelings, and satisfaction with health 
management are strongly influenced by their interaction with 
providers [20]. 

Immigrant communities often face difficulties communicating 
with healthcare providers in their new environment. Currently, 
there are more than 46 million immigrants in the U.S. [2]. The 
percentage of immigrants in the total U.S. population (13.8%) has 
nearly tripled since 1970, when it was 4.7% [82]. Immigrant com-
munities face several healthcare challenges: 15% of all immigrants 
are uninsured; among those with limited English proficiency (LEP), 
21% lack insurance; and 24% of low-income immigrants lack ac-
cess to healthcare services [90]. Limited access to health insurance, 
language barriers, and low socioeconomic status contribute to neg-
ative healthcare experiences and mistrust of providers [60, 89]. Ad-
ditionally, less effective patient-provider communication can lead 
to negative healthcare outcomes, because many health conditions, 
including cancer, require long-term care and consistent communi-
cation with providers [111]. Therefore, the healthcare experiences 
of immigrant communities—particularly their communication with 
healthcare providers—are a significant public health issue [69]. 

To address these obstacles, studies often suggested approaches 
for alleviating information access barriers [25, 118] and training 
healthcare providers in improved communication skills [64, 83]. 
Others have focused on providing additional resources, such as 
recruiting bilingual providers to facilitate communication between 
immigrant patients and their providers, as well as offering medical 
content in different languages [3, 89, 120]. 
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HCI studies have identified barriers that negatively influence 
patients’ communication experiences with their providers: mis-
trust [18], health literacy [87], and cultural differences [89]. In 
response, researchers have found that the use of electronic health 
records (EHRs) [115], agent-based virtual health education [11, 98], 
instant messaging applications [31], and medical documents in-
terpretation tools [53] are effective solutions for facilitating com-
munication between patients and providers. Moreover, in recent 
years, researchers have started considering patients’ stories and 
values that need to be captured and effectively utilized during their 
care process [10, 54]. This is particularly true for vulnerable pop-
ulations, such as cultural minority groups and pediatric patients 
with chronic conditions. HCI researchers have shifted their focus 
from the effective delivery of medical information and education to 
capturing more contextualized health information about patients’ 
everyday lives, such as their values, hobbies, and religious prac-
tices [102, 112]. 

Cultural competence is a set of attitudes, behaviors, and interven-
tions that enable individuals to interact with people with different 
cultural backgrounds [3]. This approach is especially relevant in de-
veloped countries, such as the U.S., where many culturally marginal-
ized populations (e.g., immigrants) live alongside those from main-
stream cultures [5]. Medical literature has examined the factors 
that increase cultural competence, including cultural awareness, 
knowledge, and skills/behaviors [1, 104]. Although HCI studies did 
not explicitly mention the term “cultural competence” in health-
care, studies examined factors that influence health management 
experiences in vulnerable populations and technology-mediated 
approaches to address challenges in those contexts (e.g., the Global 
South [56, 125], low SES [42, 47]). To alleviate the identified bar-
riers, researchers have developed various approaches to improve 
healthcare experiences for these populations, including patient 
education materials [66], enhanced access to care [122, 127], and 
communication support tools for both patients and providers [86]. 
Nevertheless, limited studies have examined healthcare providers’ 
coping strategies in communicating with their patients in socially 
marginalized communities. Given the barriers immigrant patients 
face in managing their health, understanding the unique aspects 
of patient-provider communication in immigrant communities is 
necessary to propose design implications for technologies. 

This study aims to explore healthcare providers’ communication 
strategies and implications for health technology design. To gain 
a comprehensive understanding of participants’ perspectives and 
insights, we adopted a constructivist approach. We conducted 15 
semi-structured interviews with healthcare providers who care for 
immigrant patients with unique cultural characteristics. Through 
these interviews, we identified key communication practices used 
by providers to enhance cultural competence in caring for immi-
grant communities, including addressing patients’ fears by high-
lighting commonalities between providers’ and patients’ healthcare 
practices, and utilizing storytelling as a tool to help patients artic-
ulate and understand their symptoms. The study is guided by the 
following three main research questions: 

• What are the healthcare providers’ communication strategies 
to better engage their immigrant patients? (RQ1) 

• How might we incorporate the concept of cultural compe-
tence in health technologies designed for immigrant com-
munities? (RQ2) 

• What are the design implications of health technologies fa-
cilitating communication between providers and their immi-
grant patients? (RQ3) 

By answering these research questions, our contribution is three-
fold. First, we present an empirical understanding of healthcare 
providers’ communicating strategies developed from their experi-
ences with immigrant patients. Second, we suggest approaches for 
HCI researchers to incorporate cultural competence in health tech-
nology design, particularly for socially marginalized communities. 
Third, we identify critical design implications towards culturally 
competent health communication technology. In the following sec-
tions, we present related work, data collection methods and analysis, 
followed by our main findings and discussion. 

2 RELATED WORK 
We reviewed HCI and medical studies that 1) examined design im-
plications and technology-mediated solutions to support improved 
patient-provider communication, and 2) explored health manage-
ment in socially marginalized populations, and technologies to 
improve their current practices. 

2.1 Technologies to Support Patient-Provider 
Communication 

Patient-provider communication is a collaborative process between 
patients and providers, with providers contributing medical exper-
tise and knowledge, while patients contribute knowledge of their 
preferences, needs, and values (e.g., health and wellness experiences, 
day-to-day routines, and lifestyles) to guide their healthcare deci-
sions [6, 58, 101]. Patient-provider communication has significant 
impacts on patients’ health outcomes [74]. Improved communica-
tion between patients and providers is positively associated with 
patients’ adherence to treatments [58], patients’ positive feelings 
and attitudes [13], and higher level of patient satisfaction in their 
care [22]. It could also contribute to overall positive healthcare out-
comes [50]. Negative patient-provider communication can cause 
medical errors, and poor healthcare outcomes [97]. With an im-
proved understanding of patient-provider communication and its 
significance in patients’ health outcomes, researchers in HCI and 
related fields have shifted their focus from traditional care where 
providers focus on patients’ symptoms and diagnosis, to patient-
centered collaborative models [58, 126]. Their research examined 
factors that influence patient-provider communication (e.g., pa-
tients’ socio-cultural characteristics (e.g., religion) [18, 89], different 
expectations of patients and providers [87], health literacy [51, 91], 
and privacy [86], and technologies to support actors involved in 
care process, including patients, caregivers, and providers. These 
studies can be categorized into two groups: 1) health information 
exchange between patients and providers and 2) providers’ com-
prehension of patients’ value in different populations. 

The first group of studies focuses on ways to promote patients’ 
active health information tracking and sharing during commu-
nication with their providers. These studies pointed out health 
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literacy [87], cultural difference [29, 100], mistrust [18, 101], tim-
ing [37], and other factors as key components that result in less 
effective health information communication between patients and 
providers. Researchers explored patients and providers’ experiences 
in different contexts, including pediatric care [53, 63, 103], emer-
gency visits [87], and multiple chronic diseases care [10, 37], and 
suggested technology-mediated solutions. This line of research 
showed the effectiveness of designing EHRs [115], patient por-
tals [116], agent-based virtual health education [11, 98], instant 
messaging applications [31], digital journals [27, 54, 101], and med-
ical documents interpretation tools [53]. For instance, Seo et al. 
identified providers’ effective strategies when communicating with 
pediatric patients by proactively asking patients’ conditions, learn-
ing about patients’ communication preferences, and sharing pa-
tients’ information with clinic team members [103]. This study 
suggested the importance of providers’ strategies to understand 
child patients’ initial responses and learn patients’ communication 
preferences, to adjust their communication styles. Another study 
showed increased levels of assertiveness implemented in health 
information technology as benefits that influence providers’ sat-
isfaction and reduce medical errors [19]. Similarly, Schroeder et 
al. applied collaborative data review to increase the validity of the 
patient-generated data, thereby enhancing patients’ autonomy in 
the healthcare process [101]. Others also developed a streaming 
video-based visualization tool that facilitated communication be-
tween parents and providers about children’s developmental delays 
through the annotation of children’s gestures and verbalization in 
the clinical visits’ videos [63]. 

In addition to facilitating medical information sharing, more 
recent studies have started to examine approaches incorporating 
patients’ values in the care process. Studies showed that under-
standing patients’ non-medical information, including their values, 
critical life events, personalities, and information on their fam-
ily members, is an effective approach to long-term chronic illness 
care where collaborative practices between patients and providers 
are necessary [10, 74, 102, 126]. This body of research has sug-
gested the visualization of patients’ values [10, 96], social signal 
recognition and analysis tools [8, 35, 88], and collaboration with 
providers to share information about patients’ values [103] as use-
ful technology-mediated solutions. For example, Berry et al. advo-
cated for providers to use surveys, cameras, and wearable devices 
to collect information about patients’ value, which is often not 
disclosed because patients do not feel it directly relates to their 
symptoms [10]. Similarly, Ryu et al. centered values of patients 
with multiple chronic health conditions throughout their self-care 
practices and health status, and suggested that providers facilitate 
understanding of patients’ values through visualization technol-
ogy to assist patients in choosing a focus from their issues as a 
priority [96]. 

2.2 Technologies to Support Healthcare 
Management in Marginalized Communities 

The individuals’ socio-cultural background significantly influences 
health inequalities [23, 78]. Studies in HCI and related fields have 
examined how these characteristics (e.g., socioeconomic status, 
education, physical environment, ethnicity, internet access, social 

support networks) affect their health management experiences [15], 
and suggested technology-mediated solutions to support effective 
health outcomes. These studies explored healthcare experiences 
in various marginalized communities, such as immigrants [36, 39, 
81, 117, 118], residents in the Global South [56, 125], people of 
color [47], individuals with LEP [11, 61], women [13, 45], and older 
adults [67, 70]. 

These studies investigated various factors that impact individ-
uals from these marginalized communities. These factors include 
health literacy [21], limited access to health insurance [79], cultural 
beliefs [48], cultural competence [98, 123], and language [57] as 
unique challenges each community faced. For example, researchers 
examined patients’ unique cultural practices in managing health 
(e.g., alternative medicines, spiritual practices) in the Global South 
as critical considerations for achieving satisfactory care [57]. Through 
design workshops, Harrington et al. identified factors that affect 
healthcare experiences in the African-American older adult popu-
lation [47]. 

Research in this area has also explored different technology-
mediated approaches and practical suggestions to alleviate chal-
lenges and propose an improved way of managing health in each 
marginalized context. The goals of these interventions include edu-
cating patients on health [36, 66, 80], improving patients’ medical 
access [122, 127], communication support tools for both patients 
and providers [86, 88], and training contents to improve providers’ 
communication skills [64, 83]. For example, Kumar et al. used videos 
to distribute medical information and education on topics such as 
breastfeeding and birth preparedness for pregnant women in the 
Global South [66]. Another study suggested improved ways to sup-
port women with low literacy by describing symptoms with photos 
and providing audio-based medical advice from providers [122]. 

Studies on patient-provider communication discussed effective 
strategies for engaging patients in their care and identified unique 
needs and characteristics of each population. However, there is 
limited understanding of how healthcare providers and immigrant 
patients in a developed country effectively communicate. Also, 
only a few studies in HCI have discussed healthcare providers’ 
coping strategies for communicating with their patients in socially 
marginalized communities. Although several HCI studies have ex-
amined approaches to enhance cultural competence in different 
contexts, such as assisting with students’ wellness [38] and facili-
tating awareness of refugees’ experiences [33], it has not been thor-
oughly examined in the context of health communication. Given 
the vast array of barriers and challenges immigrant patients face 
in communicating with providers, there is a need to further un-
derstand the characteristics of patient-provider communication in 
immigrant communities to suggest design implications for support-
ive technologies. 

Building on studies that emphasized the potential for adopting 
technology to facilitate patient-healthcare provider communication 
and health management among underserved populations, we report 
our findings showing the experiences of healthcare providers work-
ing with immigrant communities. These experiences and strate-
gies can further inform design implications for the design of sup-
portive patient-provider communication technologies in culturally 
marginalized communities. 
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3 METHODS 

3.1 Study Context 
In this study, we interviewed 15 healthcare providers working with 
patients from the Hmong community, an ethnic group with ori-
gins in Southeast Asia, specifically Laos, Vietnam, and Thailand. 
During the Vietnam War, the Hmong supported American troops, 
and after the war, they were granted refugee status and migrated 
to the U.S. in large numbers. According to the U.S. Census Bureau, 
there were more than 300,000 Hmong Americans in 2022 [124]. The 
Hmong community is different from most other American immi-
grant populations in that they have strongly retained their original 
sociocultural characteristics and experienced only minimal assimi-
lation [44]. Nowadays, the vast majority of Hmong-Americans are 
agricultural workers, living substantially below the poverty line, 
and speaking little to no English [124]. 

In health management, Hmong Americans experienced drastic 
changes and challenges regarding adapting their cultural practices 
and lifestyles to healthcare practice in the U.S. [59]. For example, 
the Hmong community’s adherence to their traditional health prac-
tices (e.g., herbal medication, religious practices, such as shaman-
ism) [71, 121]) prevents them from having necessary clinic visits 
and results in medication nonadherence. While many chronic dis-
eases are treatable with early diagnosis and appropriate treatment, 
the health outcomes for Hmong Americans are often exacerbated 
by health inequities, including lack of medical insurance coverage, 
LEP, low education levels, and unequal access to treatments [71]. 
As a result, they face higher health risks compared to other immi-
grant populations, with elevated incidence and mortality rates for 
chronic conditions (e.g., diabetes, hypertension) and cancers[16, 76]. 
Despite these challenges, the Hmong community also has many 
cultural strengths, such as social support, strong family relation-
ships, and respect for elders and their wisdom. These strengths 
allowed the community to settle down in the new area and thrive 
with their community [119]. We selected the Hmong community 
in and around a major U.S. metropolitan area as our study context. 
This community offers unique perspectives on health management 
that are deeply rooted in their culture. 

3.2 Data Collection 
From Fall 2023 to Spring 2024, we conducted one-on-one semi-
structured interviews to collect data that would allow us to under-
stand healthcare providers’ communication practices with Hmong 
patients. The interview questions aimed to explore the healthcare 
providers’ lived experience with the Hmong immigrant community, 
their communication strategies to facilitate Hmong patients’ health 
management, and challenges and opportunities for improving pa-
tient care. Examples of the interview questions include: “What 
were your experiences when working with Hmong patients and 
caregivers?”, “What kinds of health technologies do you use when 
communicating with Hmong patients?” and “What are Hmong pa-
tients’ major barriers, difficulties, and concerns when managing 
their health?” To better understand the patients’ clinic visit and 
their experiences, we also visited two local clinics where healthcare 
providers recruited for this study work. We followed a provider 
and observed the patient journey in the clinic (check-in at the front 

desk, going to the treatment room, having a consultation, perform-
ing an examination, getting a prescription, and following up with 
an appointment). This observation delivered an overview of immi-
grant patients’ clinic visits. Previous studies on immigrant patients’ 
health management and patient-provider communication informed 
the interview questions (e.g., [58, 71, 121]). Each interview ses-
sion lasted between 45 and 90 minutes and was audio recorded for 
transcription. Our university’s Institutional Review Board granted 
ethical approval for this study. 

3.3 Participants 
We recruited 15 healthcare providers who work with Hmong pa-
tients in Minneapolis, Minnesota, in the U.S. (see Table 1). The 
eligibility criteria for study participation included being a health-
care provider for Hmong patients, being able to communicate in 
English, and willing to participate in an interview. We recruited 
participants from a local clinic and a hospital through the refer-
ral of our collaborators. These institutions specifically serve local 
underserved communities, including many Hmong and other immi-
grant patients. Although we did not intentionally recruit healthcare 
providers with the same cultural background as the Hmong patients, 
10 out of 15 participants reported speaking English and Hmong as 
their primary languages and having strong ties to the community, 
being second- or third-generation immigrants. Once potential par-
ticipants showed interest, we emailed and presented them with an 
overview of the study. After participants agreed and consented to 
participate in the study, we scheduled the Zoom interviews. We 
conducted interviews until data saturation was reached and no new 
or additional information was collected [26]. 

The participants included physicians, nurses, pharmacists, care 
coordinators, social workers, and interpreters. As we conducted the 
initial interviews, we learned about the importance of having differ-
ent perspectives in interacting with patients. This led us to recruit 
a wide range of providers to capture a more holistic understanding 
of providers’ communication experiences with their patients. As 
a result, we recruited providers from a variety of roles: six physi-
cians, two nurse practitioners, two registered nurses, two clinical 
interpreters, one pharmacist, two care coordinators, and one social 
worker (Provider 15 is counted twice due to her multiple roles). 
Among them, five worked in family medicine, three in obstetrics 
and gynecology, one in pediatrics, and one in psychiatry. Study 
participants had a median age of 42 years (range: 27–68 years), with 
the majority identifying as female (13/15) and Asian (12/15). The 
most common duration of practice with Hmong patients was 5–10 
years (4/15). Their annual household incomes ranged from $25,000 
- $35,000 (1/15), $50,000 - $75,000 (1/15), $75,000 - $99,000(1/15), 
$100,000 - $200,000 (5/15) to more than $200,000 (3/15). Addition-
ally, more than half (8/15) were married or in a domestic partnership, 
and nearly all (13/15) had at least a 4-year college degree. 

3.4 Data Analysis 
Using a grounded theory approach [26], we conducted a thematic 
analysis to identify emerging themes from the interviews [14]. Our 
primary goal was to explore the meanings and experiences that 
healthcare providers developed through their interactions with 
Hmong patients. The constructivist approach allowed the research 
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Table 1: Demographic information of participants 

Participants Occupation Age Gender Ethnicity/ 
Race 

Language Spoken Years in Practices 
with Hmong Patients 

P1 Physician 53 M Asian English 20-30 years 
P2 Registered Nurse 31 F Asian Hmong and English 1-5 years 
P3 Physician 35 F White English 5-10 years 
P4 Physician 35 M Asian Hmong and English 10-20 years 
P5 Care Coordinator 46 F Asian Hmong and English 5-10 years 
P6 Physician 56 F White English 20-30 years 
P7 Registered Nurse 42 F Asian Hmong and English 10-20 years 
P8 Nurse Practitioner 35 F Asian Hmong 5-10 year 
P9 Physician 35 F Asian English and Mandarin 1-5 years 
P10 Social Worker 44 F White English 10-20 Years 
P11 Pharmacist 33 F Asian Hmong and English 1-5 Years 
P12 Physician 43 M Asian Hmong and English 5-10 years 
P13 Nurse Practitioner 27 F Asian Hmong and English 1-5 Years 
P14 Clinic Interpreter 64 F Asian Hmong Mostly 30+ years 
P15 Care Coordinator/ 

Interpreter 
68 F Asian Hmong and English 30+ years 

Note: F=Female, M=Male. 

team the flexibility to understand how healthcare providers devel-
oped strategies, free from predetermined perspectives or biases 
that might influence the researchers’ interpretations. The first and 
second co-authors conducted open coding on the transcripts to 
identify an initial set of codes. We then used NVivo software to 
assign these initial codes to relevant segments of data, employing a 
descriptive coding method. The initial set contained approximately 
2,000 low-level codes, including “Herbal medication is an alterna-
tive to western medications,” “It is important for providers to use 
images with the Hmong patient, as it helps in the visualization of 
conditions,” and “Being able to share a language and a culture with 
patients helps providers in building a comfortable environment.” 
As we repeatedly coded the data, we followed the thematic analysis 
approach to identify patterns across the transcripts from different 
participants. We iteratively compared and contrasted each pair of 
codes to see whether they were mutually exclusive. By continu-
ously aggregating codes, we were able to reduce our original 2000 
low-level codes to 280 mid-level codes. During three months of it-
erative coding, we regularly met and compared generated codes to 
resolve any discrepancies (e.g., interpreting participants’ words in 
different ways). Finally, we performed affinity clustering to identify 
emerging categories and themes. We defined and named high-level 
themes, such as “Understanding the value of strong social ties” 
and “Adapting communication style based on the characteristics of 
patients’ language.” 

4 FINDINGS 
We identified four communication strategies that facilitate providers’ 
diagnosis, treatment, and care for the Hmong community. Our find-
ings showed that providers actively developed and tried different 
tactics to engage their patients into the care process, which includes: 
1) acknowledging for patients’ fears about Western medicine and 
being flexible with patients’ cultural practices; 2) understanding 

the value of strong social ties and collective decision-making prac-
tices in the community; 3) establishing trustworthiness through 
gradual and inclusive long-term care; 4) adapting communication 
style based on the particular characteristics of the Hmong language. 
See Table 2 for a summary of the providers’ strategies and their 
specific communication practices. We first introduce the challenges 
providers face with Hmong patients, followed by providers’ stories 
on how they developed helpful communication strategies, illus-
trated by quotes. 

4.1 Strategy 1: Acknowledging for Patients’ 
Fears about Western Medicine and Being 
Flexible with Patients’ Cultural Practices 

According to the providers, many Hmong patients are reluctant to 
follow prescriptions and advice suggested by their providers — lab 
tests and specialist visits — due to unfamiliarity with, and fear of, 
Western medicine and lack of health-related education, whereas 
have positive attitudes towards cultural therapies, such as herbal 
remedies and shamanism (e.g., healing ceremonies) passed down by 
their ancestors. Patients’ preferences towards cultural practices and 
non-compliance with prescriptions are more challenging, where 
long-term treatment is required for effective outcomes for symp-
toms, such as chronic illness care. For example, with diabetes and 
cardiovascular diseases, lifelong follow-up care is critical; regular ex-
ercise, diet, and medication intake are required to maintain healthy 
lives. Despite the needs, patients tend to wait until they experience 
notable symptoms and do not follow providers’ suggestions, opting 
for traditional herbal remedies as their first choice. 

Providers mentioned that, because many illnesses do not have 
detectable symptoms in their early stages, patients decide to reduce 
or even stop their medication, without discussing it with their 
providers. Eventually, the illness progresses to the point where it 
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Table 2: Healthcare providers’ strategies 

Healthcare Providers’ Strategies Communication Practices 
Strategy 1. Acknowledging for patients’ fears 
about Western medicine and being flexible with 
patients’ cultural practices 

• Communicating behavioral guidelines at practical levels by contextualizing 
instructions based on norms of the community 

• Showing understanding of Hmong patients’ cultural beliefs and values 
• Reducing fears by explaining common factors between patients’ and providers’ 
practices 

• Providing further information on the origin of cultural practices 

Strategy 2. Understanding the value of strong 
social ties and collective decision-making prac-
tices in the community 

• Actively involving a community or family leader 
• Sharing anecdotes from the community to resonate with patients 
• Increasing relatedness using providers’ connection with the community 
• Constantly increasing understanding of unique cultural practices 

Strategy 3. Establishing trustworthiness 
through gradual and inclusive long-term care • Gradually introducing new medications and therapies 

• Offering a time frame to consider possible treatment options 
• Communicating in a respectful manner 
• Frequently following up via phone calls 

Strategy 4. Adapting communication style 
based on the particular characteristics of the 
Hmong language 

• Using storytelling to describe symptoms 
• Capturing patients’ non-verbal cues 
• Adjusting tone when discussing diagnoses 
• Using visual materials to explain medical information 

causes serious complications that are not easily treated. From their 
experiences with many Hmong patients, providers learn the benefits 
of acknowledging patients’ beliefs in cultural practices, and possible 
fears and unfamiliarity with Western medicine. This led providers 
to develop different practices that help them engage their patients 
in care: communicating behavioral guidelines at practical levels by 
contextualizing their instructions based on norms of the Hmong 
community, showing understanding of Hmong patients’ cultural 
beliefs and values (e.g., shamanism), reducing fears by explaining 
common factors between patients’ and providers’ practices, and 
providing further information on the origin of cultural practices 
(i.e., herbal medicine). 

First, our providers emphasized the importance of communi-
cating at practical levels by contextualizing their instructions for 
patients. During patients’ clinic visits, providers are required to 
deliver health information. In many cases, they are abstract, and 
far from patients’ everyday lives, as the Hmong patients’ lifestyles 
are often discrepant from those of the majority of Americans in the 
area. Providers emphasized the importance of transforming behav-
ioral guidelines and healthcare information to align with Hmong 
patients’ behavioral norms based on their culture. During our in-
terview, providers shared their approaches to capturing patients’ 
behaviors that could be easily changed or effectively supported by 
prescriptions, including understanding the cultural meanings of 
particular ingredients and the redefinition of ‘normal’ in shaman-
ism. 

For Hmong community members, including many of the male 
patients, drinking alcohol with family and friends is considered 
a way of expressing respect, especially for individuals older than 
them. As a physician from the Hmong community, Provider 4 was 
well aware of the cultural meanings of alcohol consumption for 
his patients, which allowed him to deliver detailed guidelines that 
would help patients to have reduced amounts of drink. As a physi-
cian with a Hmong cultural background, he understood that the 
true meaning of "drinking" goes beyond simply consuming alco-
hol with others. It is instead listening to others while they drink 
in social contexts. After he captured the cultural meaning behind, 
he further explained the core meaning of this cultural practice to 
his patients. This led him to present a practical suggestion for his 
patients: recommending that they use his name as an excuse to 
avoid drinking, so as to reduce community pressure. 

“Some people [believe] that drinking shows respect, but 
it’s not necessarily the drinking part. It’s [about] the 
accepted part of all the words that are said by the other 
person. I just tell them that, ‘Hey, if you go to an event 
and they say, hey, drink this or drink that, just tell them 
that Dr. XX won’t let you.’ And so put the blame on 
me, because they have health issues and they really 
shouldn’t drink.” (P4) 

As a registered nurse who has a Hmong cultural background, 
Provider 7 expressed her concerns about the increasing prevalence 
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of diabetes among Hmong women. She found that when she ad-
vised her patients to reduce their consumption of highly processed, 
refined carbohydrate foods and those with added sugar, the concept 
was not immediately grasped. This was a significant communi-
cation challenge, which led her to come up with more practical 
approaches, using everyday tableware (e.g., a spoon and a cup) and 
physical references (e.g., objects to demonstrate the weight of in-
gredients), to reassure her patients that they could safely consume 
the main ingredients in their diet (rice and meat). 

“We don’t know if it’s [because of] stress [from taking 
care of the extended family members], if it’s family, if 
it’s the food that we eat, but there’s an increase in our 
Hmong population at the clinic of diabetes...[So, what] 
we gave to our Hmong women was, this is a spoon, this 
is one cup of rice, and this is what you should eat, and 
to help with trying to... we gave them cards, like what 
does three ounces of meat look like.” (P7) 

Another effective communication strategy that providers have 
developed is the practice of showing understanding of Hmong pa-
tients’ cultural beliefs and values, such as their preferences for 
herbal medications and spiritual practices. During our interviews, 
providers emphasized the importance of showing understanding in 
providing comfort by accommodating patients’ values, accepting 
that traditional practices are not necessarily harmful to patients’ 
health. This approach makes both providers and patients feel ac-
knowledged and appreciated during their clinic visits. 

Providers 12 and 10—one a physician with a Hmong cultural 
background and the other a White American social worker—both 
emphasized the importance of demonstrating an understanding of 
Hmong patients’ cultural practices. Regardless of their own cultural 
backgrounds, both providers agreed that showing awareness of 
Hmong culture contributes to positive experiences for their Hmong 
patients. Provider 12 stated that many of his patients engaged in 
shamanic ceremonies (e.g., performing animal sacrifice, consuming 
specific food, and believing in spiritual figures) as integral parts of 
their culture. He does not seek to prevent them from following these 
traditional practices. Instead, he encourages a balance between 
these cultural practices and modern medical treatments. He believes 
that this balance can bring comfort and relief to his patients, which 
eventually leads to positive health outcomes. 

“So I get to hear that story and I’m trying to understand 
as well that this is a part of their belief and it’s also very 
helpful in their healing. So for me to be able to respect 
that and honor that without having to say you need to 
be on medications. . . The shamanism practice and stuff, 
I say, ‘You know what? If that helps you feel good, you 
meet your spiritual side, go for it.’ That’s like going to 
church and praying and whatever.” (P12) 

Several providers shared communication strategies to improve 
their patients’ medication adherence directly. Providers 7 and 12 
told of their practices to reduce patients’ unfamiliarity with West-
ern medicine, including medical examinations and medication pre-
scriptions. By explaining commonalities and relationships between 
patients’ and providers’ practices, providers were able to improve 
patients’ understanding of the care process. In the Hmong commu-
nity, a wide range of herbal medicines, including brewed tea and 

creams, are commonly used to treat diseases or maintain health. 
Provider 12 shared that many medicines used in Western medicine 
are also made from plants that have been processed. For him, ex-
plaining these commonalities helps alleviate his patients’ fears, so 
they can improve their medication adherence. 

“And so it’s still very, I want to do herbal stuff, because 
that’s natural and that’s better for, that’s still kind of the 
mentality. And I chatted, [telling] them this medicine 
comes from herbals too, they come from herbs.” (P12) 

Although they are favorable towards herbal medicines used in 
the Hmong community, providers pay extra attention and are cau-
tious about practices that can cause side effects. This can be a 
problem if patients are using both their prescribed medication and 
their herbal medicine. To prevent these adverse outcomes, providers 
share extra information on herbal medicine, such as the possible 
side effects of a particular medicine and the potentially harmful 
impacts of taking medication and herbal remedies simultaneously. 
Provider 7’s patients often overtrust herbal medicines, which can 
cause side effects. She emphasized the necessity of knowing which 
herbs can be harmful and which are safe enough to consume in 
combination with their prescribed medications. 

“There’s nothing wrong with it because they’re roots and 
herbs and stuff like that that they can drink. Yes, but 
there’s also a part where the Hmong community don’t 
understand that these herbs can also have side effects 
mixed with your medication. They hear that in the 
community like, ‘Oh, my gosh, you take this [Western 
medication], and they die.’ But then they think it’s the 
doctor who gave them medication that they died from, 
not the Hmong herbs, but it’s opposite sometimes.” (P7) 

This section shows the benefits of providers acknowledging 
patients’ beliefs in cultural practices and possible fears and un-
familiarity with Western medicine during their interaction with 
patients. Instead of strictly imposing prescriptions and making 
patients comply, providers emphasized the importance of under-
standing patients’ cultural backgrounds, showing acknowledgment, 
and providing flexibility and extra education on Hmong patients’ 
practices. 

4.2 Strategy 2: Understanding the Value of 
Strong Social Ties and Collective 
Decision-making Practices in the 
Community 

Providers’ experiences showed that their approaches when com-
municating with Hmong patients can be significantly influenced 
by the patients’ close community ties. Social relationships play a 
decisive role in health management and overall lifestyles through-
out Hmong patients’ lives, including diet, health behaviors, and 
treatment plans. Hmong patients often value wisdom from elders, 
which influences their reliance on authoritative family members 
(e.g., male breadwinners) for their critical medical decisions. 

The strong impact of solid ties in health management results 
from a unique social structure. The Hmong community consists 
of clans based on family names, and members of each clan share 
ancestors and form strong connections grounded in their kinship. 
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Clan members commonly refer to each other in terms of their par-
ents or grandparents. Hmong patients tend to consider the impacts 
of medical treatments on family dynamics or their family’s repu-
tation (e.g., the stigma surrounding chronic illness) beyond their 
own lives. 

Together, these characteristics in the Hmong community have 
influenced the unique ways in which Hmong patients communicate 
with their providers and manage their health. These strong social 
ties led providers to seek ways of using them during communication 
with Hmong patients, including actively involving a community 
or family leader during the decision-making process, sharing anec-
dotes from the community to resonate with patients, increasing 
relatedness using providers’ connection with the community, and 
constantly increasing understanding of unique cultural practices. 

For our providers, one effective way to facilitate patient com-
munication is to engage a community or family leader—often the 
patient’s father or husband. Engaging a family/community member 
who has social power often leads patients to be more responsive. 
Provider 15 shared the valuable practice of holding a care con-
ference. These conferences are collaborative, and involve not just 
providers and patients, but also patients’ families and community 
members, which allows all parties to openly share their perspec-
tives on treatment options and potential consequences. This helps 
in deciding on the best treatment plan. As a care coordinator with 
a Hmong cultural background, she shared her strategy of identify-
ing trusted community leaders to help influence patients and their 
families in selecting the appropriate treatment options. 

“What I’m going to do, I find out who your leader is, 
who can convince you to make the decision, so someone 
in the family they will trust, someone in the Hmong 
culture they will lead the family. . . . So the leader will 
come into the family saying that I think it’s a good way 
to have the surgery, and many times is resolved like 
that.” (P15) 

Provider 7, a registered nurse, also mentioned her strategy of 
involving patients’ families, saying that the family is very impor-
tant to Hmong patients and is an important part of their health 
management. 

“I always involve their family...I involve their family, 
because the family is very important to them and also 
an important part of their healing process and also for 
their health.” (P7) 

Similarly, Provider 13 suggests that her patients discuss their 
health issues with people in their close network and encourage 
them to return to the clinic. 

Next, providers highlighted the effectiveness of sharing person-
alized anecdotes from the Hmong community. They pointed out 
that these anecdotes are a valuable tool to inform about the po-
tential consequences of their choices in a way that resonates with 
patients. Recounting actual cases that happened to Hmong com-
munity members is more beneficial than providing general health 
information, and leads patients to take providers’ suggestions more 
seriously. Provider 12 mentioned how effective it was to remind 
patients of community members who developed severe symptoms 
due to non-adherence to medication. 

“And everybody knows everybody who has lost a feet or 
had a stroke in the community. I will explore with them. 
Oh, so you mentioned maybe your mom had diabetes. 
Okay. What happened to her? So using that to relate to 
them like, ‘Oh, this could happen to me too.’ And so I 
think for me, my challenge is finding something that’s 
relatable to them, whether it be a cousin, a friend, a 
family, someone that they know that has been through 
this that will hopefully bring some sort of awareness.” 
(P12) 

Provider 6, a White American physician who had no Hmong 
cultural background before working with Hmong patients, shared 
her strategy of describing similar cases from patients’ families to 
foster understanding and build trust. She mentioned that general, 
non-personalized health information did not lead patients to follow 
prescriptions. 

“And so you don’t want to say, ‘Hey, you have diabetes, 
if you don’t get your A1C under seven, you’re going 
to have a heart attack, you’re going to have a stroke, 
you’re going to die.’ [Instead,] you talk about sometimes 
they’ll bring it [the stories in the community] to you, 
‘My brother had a stroke.’ ‘Well, did your brother have 
diabetes? Did your brother have high blood pressure?’ 
[So,] this is what we want to control, or talk about.” (P6) 

Providers also shared their efforts to increase patients’ related-
ness by identifying and utilizing their connection with the Hmong 
community. For example, Provider 4 often asks patients questions 
about their communities and families to identify personal connec-
tions. 

“You say hi, you ask, how’s your family? You ask about 
other kids, their parents, and you jot down things about 
what they talked about last time.” (P4) 

Similarly, Providers 7, 11, and 12 address Hmong patients as 
if they were providers’ family members. In the Hmong commu-
nity, people often refer to each other as relatives. Although these 
providers were born and raised in the U.S., their Hmong cultural 
heritage made it more natural for them to address Hmong patients 
as extended family. Providers 11 and 12 refer to older patients as 
“auntie, grandpa, or uncle,” which not only shows respect for elders 
but also builds a strong sense of community. Provider 11 shows her 
genuine feelings and intentions for her patients by treating patients 
like her family, further reinforcing the trust in the patient-provider 
relationship. 

“And I call everybody auntie, or uncle, or grandma, or 
grandpa. So it’s kinda like saying, ‘I am your sister and I 
am your kind and I’m here to help you,’...‘I’m just telling 
you this because I see you like you would be my mom 
and if it was my mom...” (P11) 

Similarly, Provider 7 notes that her patients often address her as 
"daughter", even though they are not related by blood. This practice 
reflects the Hmong community’s friendly and warm nature. 

“They don’t say, "Nurse," or anything. They’re calling 
you, ‘Daughter, how does this help me? What is the 
doctor trying to say? Can you relay this to my doctor? 
And can you help me with this?’” (P7) 
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Also, providers constantly try to increase understanding of the 
unique cultural practices of the community. Providers indicated 
that working with Hmong families improved their general knowl-
edge of the Hmong religion, cultural traditions, diet, and the role of 
family and community in decision-making, and specifically made 
them aware of patients’ situations and relationships with their com-
munity members. Provider 13, who recently started her career as 
a nurse practitioner, was born and raised in the U.S. and is, there-
fore, more familiar with American culture. She shared her learning 
experiences from fellow nurses who had a natural inclination to-
ward Hmong culture. She emphasized the importance of gaining 
an in-depth understanding of the Hmong community, noting that 
such knowledge fosters trust and enhances communication with 
patients. 

“There are a couple of nurses who are able to have great 
relationships with these Hmong families, because they 
work a lot with these Hmong families. And so they know 
exactly what their culture entails, how family decision 
making is made, how Hmong families are like, for lack 
of better words. . . ” (P13) 

However, strong social ties are not always beneficial: the involve-
ment of family and community also causes rumors and misinforma-
tion to spread quickly. For instance, providers shared that there are 
stories of Western medicine causing the deaths of community mem-
bers, even though the patients were already very sick when they 
were brought to the hospital. These stories often stem from a lack 
of understanding about the nature of the illness and the limitations 
of medical treatment. This further leads to community members’ 
disinclination to heed providers’ prescriptions. This requires extra 
attention to mitigate the negative impact of the community. 

This subsection shows the important role of the Hmong commu-
nity’s strong social ties, in providers’ communication with Hmong 
patients. Strong social ties can be a powerful tool that effectively 
fosters communication between patients and providers. Providers 
suggested seeking the active involvement of a community or family 
leader during the decision-making process, sharing community sto-
ries to achieve greater resonance with, increasing relatedness via 
providers’ connection with the community, and making constant ef-
forts to understand the unique cultural practices of the community, 
as approaches to maximize the benefits of the community. 

4.3 Strategy 3: Establishing Trustworthiness 
through Gradual and Inclusive Long-term 
Care 

Providers commonly pointed out that establishing trust with Hmong 
patients is essential to achieving effective healthcare outcomes. 
Hmong patients are particularly concerned and fearful when pre-
scribed medications do not work immediately or when side effects 
cause discomfort. During the interview, providers shared Hmong 
patients’ preference for having a trustworthy, long-term relation-
ship with their healthcare providers, which is related to their status 
as war refugees. Because of their negative experiences when leaving 
Vietnam for the U.S., including substantial betrayal and prejudice, 
the Hmong are likely to interact with those from their close net-
work. Furthermore, according to our providers, language barriers 
and cultural differences have historically led to Hmong patients 

being misdiagnosed with psychotic disorders. They experience fre-
quent miscommunication and receive prescriptions without proper 
explanation of side effects, which has hindered the establishment 
of effective rapport with healthcare providers. 

The negative experiences lead to reducing their recommended 
dosage—if they do not discontinue their medication entirely—and 
visiting clinics only rarely. Hmong patients, if not in a trusting rela-
tionship with their providers, often change their primary providers 
in search of better treatments; as a result, providers miss important 
contexts, make inconsistent treatments, and risk misdiagnosis. 

To build long-term relationships and rapport with Hmong pa-
tients, providers developed helpful strategies to build trust with 
new patients. Specific strategies include gradually introducing new 
medications and therapies, offering a time frame to consider possi-
ble treatment options, communicating in a respectful manner, and 
frequently following up via phone calls. After initially developing 
a rapport with the Hmong patient, providers maintain and solidify 
the patient’s trust. Hmong patients start coming to providers for 
follow-up visits and prefer to maintain a long-term relationship. 

When introducing Hmong patients to Western medications and 
therapies, providers take a gradual approach instead of addressing 
multiple problems at once. This strategy is intended to minimize 
drastic changes and alleviate reluctance when adjusting patients’ 
treatment plans. Provider 9, who does not have Hmong cultural 
affiliations, shared her experiences to build trust with new Hmong 
clinic patients. 

“So it’s the first time I’m seeing them, it’s a little harder 
to kind of pinging their trust. Follow-up patients, usually 
they will have seen me or my colleagues form a few 
times. So usually the big difference is that they kind of 
understand your workflow, and they understand how 
they trust you, and they’re willing to come back to see 
you again.” (P9) 

Similarly, Provider 8, whose family has Hmong cultural origin, 
always encourages first-time visiting Hmong patients to follow 
healthcare practices that they are comfortable with, rather than 
strictly asking them to follow prescribed medications. According 
to her, it takes several visits to make them comfortable enough to 
trust providers’ prescriptions. 

“It takes several visits for them to see, okay, maybe the 
first visit they don’t see that their condition is affecting 
them, but then the second visit, they come back maybe 
with more symptoms after talking about lifestyle mod-
ification. And then the next step will be, ‘Okay, well, 
we’ve tried, we worked on this already, let’s try this. 
Let’s just see if this is going to help improve the symp-
toms that you’re having.’ And having them try what 
they feel comfortable with first. And if it’s not working, 
then we can try what we are recommending.” (P8) 

Regardless of their affiliation with the community, providers 
shared the importance of the gradual introduction of unfamiliar 
medical information and practices. As a White American who 
does not share similar cultural backgrounds with Hmong patients, 
Provider 6’s primary goal is to minimize the confusion that can 
be caused by drastic changes, including multiple new medications. 
Based on her experiences, patients will stop adhering to a new 
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medication if it causes a side effect, even if the side effect is mi-
nor. Similarly, Provider 15, who is familiar with both Hmong and 
American culture, shared how providers present new medications 
to Hmong patients. This “one step at a time” strategy is slow, as 
it takes several visits to settle into the new prescription, but it is 
crucial for building trust with patients and ensuring greater adher-
ence. 

“So the doctor said then we start in zero. If you don’t trust 
me, I’m going to start one medicine with you first, and 
we will start with the second one, and work forward. And 
little by little, they build the trust between the doctor 
and the patient. And they start to trust each other, and 
the doctor want her to come and see every three months, 
the patient will go.” (P15) 

Another useful strategy for building trust was setting a time 
frame for Hmong patients to consider their treatment options and 
reconnect with providers. Providers 5 and 15 mentioned that they 
often suggest a couple of hours to a few weeks so that patients 
do not feel pressured or forced to make immediate decisions on 
completely new treatment options. 

“And give a time, say I give a couple minute, a 30 minute 
or one hour, two hour for you to talk about your family 
and come out with the decision, or I don’t have no time, 
but I tell you the pro and the con, and say yes or no.” 
(P15) 

Provider 5 takes a similar approach, providing patients with a 
time frame to consider potential treatment plans. As a care coordi-
nator, she also highlighted the value of checking patients’ status 
over the phone. She would call her patients in the following days 
to see if they had any questions about prescriptions, a practice 
that significantly increase the level of trust and led to positive care 
outcomes. 

“Most of the time there’s just a lot of information. Then, 
I just, ‘Take it home. Let it sink in, and I’ll connect with 
you in a couple of days and connect with you to see 
how you’re doing and if you have any questions at that 
time.’” (P5) 

Providers also shared respectful ways of communication as a key 
to developing trust with Hmong patients. Many providers pointed 
out that the Hmong community values interaction where they are 
cared for. Providers explained how they demonstrate their trust-
worthiness by showing respect for patients: explaining the logistics 
of their visits in addition to diagnoses in a detailed manner, which 
creates a safe environment for patients. Regardless of their cultural 
backgrounds, Provider 10 (a White American social worker) and 
Provider 15 (a care coordinator of Hmong origin) both emphasized 
the importance of Hmong patients perceiving that their healthcare 
providers take their health seriously. Provider 15 always greets 
patients and shares detailed information on their visits, including 
their upcoming schedule. This level of detail gives patients the 
feeling that they matter to their providers. When she showed her 
genuine care through these consistent acts, patients trusted her and 
considered her a good healthcare provider. 

“I always greet them, they say hi, in the morning, tell 
them who I am. This is this from this. . . . when they’re 

done with the visit, I always say bye, see you next time. 
Don’t forget our next visit will be what time, and I will 
remind you when the day come so you know that we are 
going to have that appointment. . . . So most people love 
that, the interaction, the welcoming, introduce myself 
who I am, that say goodbye and say repeat and call 
them to remind them for next appointment...So when 
those consistency, it’s built a lot of trust to [the Hmong] 
community.” (P15) 

Providers also frequently follow up with Hmong patients through 
phone calls to show their care for patients, which influences long-
term, trusting relationships. This frequent communication not only 
ensures the patients’ rapport with their providers but also sig-
nificantly enhances patients’ health outcomes. For example, care 
coordinators talk weekly on the phone with Hmong patients who 
have chronic conditions, including diabetes, and advise the patient 
to follow guidelines (e.g., insulin) and track their records to report 
back to them. Provider 3, a White American physician, shared her 
patient’s positive experience with frequent communication through 
their care coordinator (a liaison between patients and physicians). 

“And especially if you have kidney disease, you can’t 
use certain diabetes pills. And so she was just really 
stuck between a rock and a hard place. But her care 
coordinator has been really good, calls her once a week, 
elicits her concerns, tells me her concerns, then calls her 
back. And so she’s just constant communication with 
her to try. I mean, it is working. She’s on insulin.” (P3) 

When patients establish trust with their providers and start to 
feel safe, they engage in long-term care, keep seeing the same 
provider for many years, and refer their family members to that 
provider. These referrals are the signs of patients’ strong trust, 
making healthcare providers feel more valued and appreciated. 
Regardless of their cultural affiliation with the Hmong community, 
providers shared that when their patients see them for many years 
and bring their family and friends to them, they realize that they 
have earned their patients’ trust. Provider 14 mentioned that long-
term relationships make providers feel positive about their work 
and the community. 

“But we still had the patient who’d been coming for 
many years still come. . . . So I think they’re happy and 
I’m happy to see them. Sometimes we see each other and 
when I see the kid grow up, they say, ‘Oh, remember 
me, I’m this person.’ I say, ‘Oh, my goodness, you grow 
up.’ They were baby, they changed.” (P14) 

This subsection shows the importance of building trust between 
healthcare providers and Hmong patients to deliver effective health-
care for the community. Providers use different strategies, such as 
gradual medication introduction, a time frame for considering pos-
sible treatment options, respectful communication, and frequent 
phone follow-up. Once patients trust their providers, these relation-
ships turn out to be long-term ones that eventually become the most 
effective and positive practices for both patients and providers. 
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4.4 Strategy 4: Adapting Communication Style 
Based on the Particular Characteristics of 
the Hmong Language 

Our interviews with healthcare providers, particularly physicians 
and nurses, highlighted the limitations of the Hmong language in 
delivering health information. The Hmong language lacks many 
medical terms, such as the names of medicines and symptoms and 
the concept of preventive care. This linguistic gap makes it difficult 
for providers to communicate effectively with patients. Further-
more, due to the relatively small population of Hmong speakers, 
there is only a small number of health education resources designed 
for Hmong patients, including discharge documents. Also, the indi-
rect nature of the Hmong language presents additional barriers, as 
direct expressions can often frighten patients. 

Providers have developed effective communication strategies 
with Hmong patients, drawing on their experiences to ensure pa-
tients understand their care. They use storytelling to describe symp-
toms, capture patients’ non-verbal cues, adjust their tone when 
discussing diagnoses, and use visual materials (e.g., pictures and 
videos) to explain pathology, medications, and diet. 

First, during the interview, participants shared their strategies 
for using storytelling as a communication approach. They encour-
age Hmong patients to share their symptoms by asking them to 
use storytelling, allowing them to spend more time describing their 
symptoms and providing contextual information. Providers also 
use storytelling approaches when explaining medical terms, in par-
ticular body parts and names of diseases, that are unavailable in 
Hmong. Traditionally, the Hmong community has passed down 
their history, wisdom, folklore, and knowledge through their sto-
rytelling tradition. Until the 19th century, the Hmong community 
relied heavily on oral tradition, which is still the primary mode 
of communication for some Hmong community members. As a 
physician who has a Hmong cultural background, Provider 12 men-
tioned that he allows his patients to share stories, even if it means 
exceeding their scheduled appointment time, because, as someone 
from the community, he understands the importance of oral com-
munication for his patients. He found it valuable to listen to his 
patients’ stories, as they often included critical health information 
that might not otherwise have been mentioned. 

“I get a case, but I think for my older population, I let 
them tell their story, because they like to tell their story 
and it can take a 15-minute appointment becomes like a 
45-minute appointment, but at the last five, ten minutes, 
that’s when I get the juicy stuff, things that I need to 
know.” (P12) 

As a clinical coordinator and an interpreter, Provider 15 shared 
her experiences of explaining English medical terms with story-
telling. It is particularly useful for explaining to her patients about 
the intricacies of the American healthcare system, which is impos-
sible in Hmong. Similarly, Provider 7, said that she has difficulties 
in explaining certain anatomical details in Hmong, and has only 
been able to make patients comprehend by telling them long sto-
ries. Although she is affiliated with the Hmong community and 
relatively fluent in Hmong, she noted that explaining medical terms 

in Hmong requires additional effort. She shared that it is not sim-
ply a matter of translating words, but involves conveying complex 
concepts in a culturally meaningful way. 

“There are certain body parts that we have that are 
not... we can’t really translate that into Hmong. Some 
wordings that we have doesn’t translate into Hmong, 
and so sometimes we have to tell a long story to have 
the patient understand the process.” (P7) 

The importance of storytelling in the Hmong community was 
emphasized by both groups of providers—those with Hmong cul-
tural heritage and those without. Provider 6 shared that after more 
than 20 years of working with Hmong patients, she has come to 
see herself as a storyteller. 

“As a provider from a middle-class, white background, 
I connected with my patients and have made this my 
career. . . I have changed a lot. I have become much more 
of a storyteller, which is very much more the way it 
was. I’m not sure my patients haven’t changed me more 
than I’ve changed them at all. (P6) 

As many Hmong patients speak little to no English, providers 
pay extra attention to patients’ nonverbal communication cues to 
improve their understanding of patients’ symptoms and conditions, 
such as gestures and facial expressions. Capturing these nonverbal 
cues assists providers in recognizing potential health-related prob-
lems that patients and their caregivers easily overlook or cannot 
articulate. For Provider 5, catching subtle nuances through patients’ 
gestures allows her to focus on their needs and ask follow-up ques-
tions. 

“Communication goes, I think just understanding the 
nuances even in the shift in body language for them or 
just certain words that they say you pick up and you’re 
like, ‘What’s going on?’” (P5) 

Similarly, as a nurse practitioner, Provider 13 believes observa-
tion is a huge part of her job, as it allows her to capture patients’ 
and families’ feelings while they speak. 

“So it’s our job to assess and observe. Observation is 
such a huge part of our job. And so even if families 
don’t tell you how they’re feeling, your observation tells 
a lot about how they’re feeling, and what these families 
need.” (P13) 

Another effective strategy providers have shared is the use of 
a less direct tone when discussing patients’ diagnoses and the po-
tential consequences. By choosing their words carefully and using 
culturally appropriate expressions, providers can significantly re-
duce patients’ concerns and fears. Provider 14 is an interpreter who 
assists the patients during their clinic visits. She shared an example 
of translating a diagnosis in a less direct form of expression. 

“‘Your kidney is not working right.’ And then you have 
to find a way to say so they won’t be panicked or they 
won’t be worried. Yeah. [the physician] can say, ‘Oh, 
your kidney is fail.’ And I say it’s not working good or 
it’s not working as good as supposed to. I explain like 
that. If you say your kidney failed, they’re probably 
scared. I kind of use the word that motivate them to 
say, ‘Oh, okay. That means it’s not working as good as 
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supposed to?’ But you have to find a way to explain so 
they won’t be worried too much or scary.” (P14) 

As a clinical interpreter, she helps physicians to avoid inappro-
priate phrasing in Hmong, and use more indirect ways to deliver 
health information. This allows patients to interact with providers 
without unnecessary fear. 

Lastly, regardless of their cultural background, providers fre-
quently use visually oriented communication strategies when ex-
plaining pathology and recommending specific lifestyle changes to 
Hmong patients. For example, to illustrate the causes of illness (e.g., 
Hepatitis B) and associated symptoms, Provider 3, who is a White 
American physician, often uses pictures of the liver and viruses. 

“I’m trying to explain hepatitis B. I’ll have a picture of 
the liver and a little picture of a virus and a picture 
of yellow eyes to explain the symptoms of Hepatitis B 
would be an example.” (P3) 

In addition to illustrating symptoms and pathology, visual mate-
rials are also effective resources to guide patients in learning about 
necessary lifestyle changes. Provider 8 uses images from the CDC 
(Center for Disease Control and Prevention), showing them to pa-
tients as references. Provider 6 also actively uses Google Images 
and YouTube videos to advise patients to exercise regularly. For her, 
those multimedia materials are the biggest patient education tool, 
as many of her patients have language barriers. When she explains 
numbers or particular types of medications, she always shows pa-
tients images. Other healthcare providers, including Provider 7, 
who has Hmong cultural heritage, use illustrations to enhance pa-
tients’ understanding. She has found that drawing the moon and 
the sun to indicate the right time for taking medication, rather than 
just stating the time, is an effective communication strategy. This 
use of simple images has reassured her that patients effectively 
receive necessary health information during their clinic visits. 

“And you draw the sun, you draw the moon, morning 
appointment, morning meds, afternoon meds, or the 
pill box. You separate them and you have their family 
involved.” (P7) 

This section shows providers’ strategies to address barriers as-
sociated with Hmong patients’ health literacy and the particular 
characteristics of the Hmong language. They use storytelling to 
describe symptoms, capture patients’ non-verbal cues, and adjust 
their tone when discussing diagnoses, which helps alleviate fear 
in Hmong patients. They also use visually oriented materials, like 
pictures and videos, to explain details. These strategies enhanced 
Hmong patients’ understanding of providers’ explanations of diag-
nosis and symptoms during clinic visits. 

5 DISCUSSION 
Addressing RQ1, our study identified four types of communica-
tion strategies that not only enhance providers’ diagnosis, treat-
ment, and care during patients’ clinic visits, but also facilitate inter-
personal relationships between healthcare providers and patients. 
These strategies, when implemented, have the potential to create a 
positive and sustainable healthcare experience for Hmong patients 
and their families, thereby improving their long-term health man-
agement. Providers considered that patients’ rationales for clinic 

visits went beyond effective treatment and fast recovery. Patients’ 
compliance with prescribed treatment is significantly influenced 
by their perception of providers, in terms of general trustworthi-
ness, and particularly in terms of how they communicate diagnosis 
and instructions. In our study, providers recognized their roles and 
responsibilities in alleviating the Hmong community’s unfamil-
iarity and discomfort with the healthcare system in a developed 
world, which stems from the community’s history as refugees. In 
this section, we address RQ2 and RQ3 by discussing the multiple 
roles of cultural competence in patient-provider communication 
in marginalized communities, and proposing design implications 
for technology that could facilitate providers’ cultural competence 
and support providers to communicate with patients from these 
communities. 

5.1 Cultural Competence for Facilitating 
Patient-Provider Communication in Socially 
Marginalized Communities 

Cultural competence is a set of attitudes and behaviors that en-
able individuals to work effectively in a cross-cultural environ-
ment [3, 68]. This concept has been widely used in different domains, 
including public health [68]. Previous studies showed how cul-
tural competence is applied in various contexts, including medical 
(e.g., mental health [95], rehabilitation [41], nursing [75]) and non-
medical fields (e.g., education [32]). For example, researchers have 
developed training programs that empower healthcare providers 
to enhance their cultural competence. They have highlighted the 
importance of involving providers in tailored education programs, 
interpreter services, and the recruitment of bicultural staff [7, 52, 68]. 
When cultural competence is integrated into healthcare settings, it 
improves understanding among stakeholders involved in the care, 
access, and effectiveness of healthcare services for patients of di-
verse ethnicities, values, and behaviors [3, 68]. Studies found that 
when providers have increased cultural competence through cul-
tural awareness, cultural knowledge, and cultural skills/behaviors 
of patients [1, 104], patients have positive care experiences. These 
influences of biases and communication ability have been actively 
studied to explain the importance of cultural competence [1]. 

During our interviews, the providers mentioned that they devel-
oped cultural competence from their experiences with the immi-
grant patients, and how it was applied to their practices in routine 
care. For example, providers explained how they showed their un-
derstanding of Hmong patients’ cultural beliefs and values, such as 
the origin of herbal medicine and shamanism, and reduced fears by 
showing commonalities between patients’ and providers’ practices. 
They applied their cultural knowledge to their communication with 
patients. 

Given that most of our participants have varying levels of affilia-
tion with the Hmong community, we recommend facilitating the 
involvement of healthcare providers who share a similar cultural 
background to enhance cultural competence in communication 
when serving similar immigrant communities. Although we did 
not specifically focus on providers’ positionality and its impact 
on communication with patients, several providers naturally high-
lighted the advantages of their cultural ties during the interviews. 
They shared insights into how being part of the community helps 
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them better understand patients’ experiences—such as utilizing 
their mutual connection with other community members, the cul-
tural significance of drinking, the origins of herbal medicine, and 
the importance of identifying community and family leaders. While 
these strategies were shared by providers from other communities 
and can be valuable for healthcare providers who do not share the 
same cultural background as their patients, they may be particularly 
beneficial for those who do. By considering healthcare providers’ 
unique positionality, including cultural background, there could 
be multiple technology-mediated approaches and opportunities to 
support providers’ cultural competence. However, cultural compe-
tence has yet to be actively discussed in health technology design, 
with the exception of a few training tools designed for medical 
and nursing education [98]. The practical application of cultural 
competence to improve health management in immigrant com-
munities has not been actively explored. Although prior studies 
in HCI examined approaches to improving health care in socially 
marginalized populations, the concept has not been applied to the 
design of health technologies in the field. 

We suggest that HCI researchers incorporate the concept of 
cultural competence in health technology designed for immigrant 
communities. In this sense, the following subsection addresses RQ2 
and RQ3 by discussing approaches to conceptualize cultural com-
petence in health technology design and facilitate patient-provider 
communication for immigrant communities. 

5.2 Design Opportunities for Healthcare 
Communication Technologies in Immigrant 
Communities 

Building on previous studies on design considerations for health 
communication technologies in socially marginalized communi-
ties, we suggest two significant design implications for culturally 
competent health communication technologies. 

5.2.1 Culturally competent technology design through adaptive com-
munication styles. In our study, providers shared their approaches 
to adapting communication styles based on immigrant commu-
nities’ unique characteristics and cultural practices. Their active 
use of different communication styles throughout the care pro-
cess resulted in improved communication with their patients. In 
communication studies, communication style is the set of ways in 
which individuals send verbal or nonverbal signals during social 
interactions to indicate who they are, how they prefer to interact, 
and how their messages are interpreted [30, 85]. One example of 
using different communication styles is adjusting the tone, such as 
the level of assertiveness (the degree of freedom in making choices) 
or the directness of word use (how explicit or straightforward the 
language is, compared to more indirect forms of communication 
influenced by sociocultural norms). Appropriate tone is a key factor 
in how effective a given communication style is in a specific social 
context [43]. 

In patient-provider communication, providers’ tone, which 
includes their word choice, is a critical determinant of an 
improved communication experience [17, 49]. For example, one 
study showed the positive effects of providers using a more assertive 
tone when patients were experiencing more severe symptoms [65]. 

Another study showed positive relationships between providers’ 
word choice (i.e., empathetic and less anxiety-inducing expressions) 
and patients’ satisfaction with their healthcare service [46]. Other 
characteristics, such as friendliness [85], respect, and willingness to 
listen [30] are types of communication styles that influence patient 
satisfaction [20]. 

In our study, providers shared their strategies for actively ad-
justing communication styles: they adjusted the language using 
a different tone (e.g., less direct words), explained complex med-
ical information as a story to minimize patients’ concerns, and 
facilitated their understanding of the medical information. These 
strategies were implemented based on the premise that indirect 
communication styles are considered polite and appropriate in 
Hmong culture, whereas straightforward and clear communication 
are well regarded in the U.S. [62]. The providers tried to develop 
cultural sensitivity and an in-depth understanding of their patients’ 
cultural characteristics. They applied their strategies in interacting 
with patients, making them feel respected and valued. 

The strategies we captured from the interviews are well aligned 
with prior studies in HCI and related fields that showed improved 
satisfaction among service recipients when providers’ communica-
tion styles are congruent with those of the user group [19, 40, 93, 
94, 103]. When designing information delivery and communication 
technology to support socially marginalized groups, it is important 
to take into consideration their cultural characteristics. In the case 
of the Hmong community, the technology should not explain 
symptoms in an overly blunt and straightforward manner 
nor jump directly to possible consequences. Such an approach 
could easily discourage the patients’ active involvement in their 
care, reduce their trust in their providers, and lead to non-adherence 
to the treatment plans. 

However, there is little study into the ways in which technologies 
could be designed to meet immigrant communities’ unique needs 
in communication styles [114]. Existing research on immigrant 
communities focuses primarily on addressing their limited health 
literacy by delivering visually-oriented content [9, 28] or language 
proficiency by translating medical terminologies [61, 120]. Effective 
communication styles, such as culturally accepted word choice and 
culturally appropriate ways of delivering content (in the Hmong 
community, storytelling), have not been studied well. 

We suggest the active implementation of identified communi-
cation styles into the health communication technologies (e.g., pa-
tient portals). For example, when delivering health information for 
Hmong patients, such as after a visit summary and behavioral guide-
lines, the system could present a set of appropriate stories in 
culturally well-accepted tones. These platforms can be designed 
to be highly contextualized to culturally marginalized communities, 
taking into account each patient’s background, age, and overall 
health condition. When providers share health information with 
the patient, these culturally competent platforms can suggest ap-
propriate words, a specific set of stories and guidelines. If needed, 
providers can also apply content during their interaction. These 
stories and guides can be presented in personalized formats, such 
as video-, picture-, or audio-based materials, depending on patients’ 
backgrounds and preferences. Additionally, paper copies of text- or 
image-based digital materials can be sent to patients’ residences. 
For providers, this platform can show appropriate terms they can 
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use, effective styles (e.g., direct vs. indirect expressions), and sug-
gest contextual anecdotes and cases specific to the patient’s culture, 
all in a highly personalized manner. The findings on adaptive com-
munication styles could be further applied to similar contexts, such 
as other racial and cultural groups. In particular, other immigrant 
communities or groups with LEP (e.g., children) could benefit from 
culturally appropriate, storytelling-based patient-provider commu-
nication technologies, which may help reduce health disparities in 
these populations. 

5.2.2 Culturally competent technology design that considers unique 
social dynamics in communities. In line with studies on collaborative 
health management in close social networks [12, 24, 77, 99, 106, 110], 
the providers in our study shared the importance of understanding 
Hmong patients’ close social ties in communicating health infor-
mation. They not only invite patients’ family members and 
community leaders to critical health decision-making but 
also find connections with patients. They also use connections 
with community members to communicate with patients, present-
ing anecdotes that resonate and fostering empathy. These strategies 
can directly be applied to technologies for collaborative health man-
agement, which utilize close social ties. 

Previous studies suggested technologies for collaborative health 
management in different social contexts, including families [107– 
109, 128] and broader communities [34, 47]. For example, one study 
suggested a self-care tool for parents and children with diabetes. 
As children mature and become independent, their relationships 
with parents also change; the study suggested technology design 
opportunities for a shared understanding of managing diabetes 
in families [106]. Schaefbauer et al. proposed a mobile applica-
tion for helping parents and children in low-income communities 
to monitor each other’s snack intake, highlighting the usefulness 
of internal competition between two parties [99]. These studies 
showed that when technologies are carefully designed depend-
ing on social dynamics and unique aspects of their relation-
ships, they can facilitate health information exchange, as well 
as related goals, such as better relationships and communication 
experiences [108, 109, 113]. In our study, because of the unique 
community-and family-based culture and dynamics in the immi-
grant community, when providers effectively utilize close social 
ties, they can easily improve patients’ adherence to the treatment 
plans. 

Our results also echo findings from previous HCI studies that 
emphasize social capital, such as strong bonds and close networks 
in marginalized communities, including immigrants [73], residents 
of the Global South [4], people of color [55, 78], patients and 
family caregivers in chronic illness [105], and LGBTQ+ popula-
tions [72]. In these communities, members are closely tied and 
influence each other’s different aspects of lives, including health 
management [84, 92]. One design implication is a tool that al-
lows patients to communicate key factors and values related 
to their health management, particularly those shaped by 
their cultural background, such as unique cultural practices, 
important relationships within the community (e.g., identifying 
key family and community members involved in critical health 
decisions), boundaries for information disclosure, and the types 
of medical information they are comfortable sharing with family 

and community members. Previous studies showed that providers 
use online questionnaires, cameras, and wearable technology to 
collect information about patients’ personal values, which are per-
ceived to be less directly relevant to their symptoms. These tools 
also help coordinate the scale of information disclosure with their 
patients [10]. 

As our findings show, cultural values and their unique social 
dynamics in immigrant communities can significantly influence 
patients’ practices. For example, during the patient’s initial clinic 
visit, patients and providers (i.e., social workers and care managers) 
can work together to create a digital map rather than simply talking 
through all related information. The patient’s map could be used as 
guidance for providers to identify key personnel in their close net-
work and explain the potential consequences of their health-related 
choices (e.g., explaining how their health decisions significantly 
influence their family and community). Such a design approach can 
enhance providers’ understanding of patients’ social relationships, 
which in turn can improve providers’ empathy in communicating 
with the patients. 

6 LIMITATION AND FUTURE WORK 
While we made efforts to recruit healthcare providers working with 
members of the Hmong community regardless of their cultural 
background, most of the providers who agreed to participate were 
individuals affiliated with the community. 10 out of 15 participants 
reported being fluent in both Hmong and English, due to their 
ties with the community (e.g., second- or third-generation mem-
bers). One participant (P1) shared that, although he lacks fluency in 
the Hmong language, his family’s roots in the Hmong community 
allowed him to understand its culture. This indicates that these 
providers are highly committed to and motivated by their contri-
bution to the community, which could play a key role in facilitat-
ing patient-provider communication. While we briefly mentioned 
providers’ experiences with the community to communicate con-
text in the results, we did not specifically explore their positionality 
during the interviews or how their personal backgrounds influ-
enced their communication with patients in detail. Nonetheless, 
several providers expressed feelings of satisfaction and fulfillment 
from giving back to their Hmong community through their medical 
expertise. For providers without direct experience working with 
immigrant communities, the strategies identified in this study may 
not be immediately applicable. However, many of these strategies 
were also shared by providers who were not affiliated with the 
Hmong community, making them valuable for a broader range 
of healthcare providers. To gain a deeper understanding of how 
healthcare providers’ lived experiences—including their cultural 
backgrounds—influence their communication with immigrant pa-
tients, future research could include a broader range of participants, 
particularly those from different cultural backgrounds, and compare 
their communication strategies to the findings of this study. 

We also recognize that Hmong patients are not a homogeneous 
group with identical sociocultural backgrounds. Patients’ diverse 
identities—such as gender, socioeconomic status, immigration sta-
tus (e.g., first-generation versus third-generation immigrants), and 
health conditions—can significantly influence their communica-
tion experiences with healthcare providers. For instance, a female 
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patient with low literacy may struggle to effectively discuss gyne-
cological issues with a male provider from the same culture due to 
concerns about privacy and the lack of adequate language skills. 
Although our interview protocols did not include questions on 
patients’ intersectionality, given the varied experiences within im-
migrant communities, an intersectional framework could offer a 
valuable lens for exploring how multiple identities shape individu-
als’ unique healthcare experiences. In future studies, this approach 
can also be applied to understanding the health communication 
challenges faced by other marginalized populations, including those 
with chronic conditions, as well as individuals from the Global South 
and LGBTQ+ communities. 

Additionally, the current study primarily focused on health-
care providers’ perspectives on working with immigrant commu-
nity members, rather than examining patients’ communication 
experiences with their providers. To achieve a more balanced and 
comprehensive understanding of patient-provider communication 
within immigrant communities, future research should explore 
how Hmong patients perceive interactions with their providers and 
manage their health in the U.S. This would also help identify im-
portant design implications for healthcare technology, which could 
be investigated through suitable research methods based on the 
unique cultural characteristics of the community, such as co-design 
approaches (e.g., storytelling-based workshops). 

7 CONCLUSION 
In this study, we interviewed 15 healthcare providers who work 
with Hmong patients, and identified four different communication 
strategies. Previous studies examined factors that facilitate com-
munication between healthcare providers and patients in differ-
ent socially marginalized communities, and suggested technology-
mediated interventions for alleviating challenges. However, they 
focused on the accessibility of healthcare services and health liter-
acy mainly in developing countries. Also, only a few studies have 
discussed healthcare providers’ perspectives on communicating 
with patients from socially marginalized communities. Through 
interviews with our participants, we characterized four types of 
patient-provider communication in immigrant communities, and 
suggested design implications for health technologies for immigrant 
communities. We discussed how technologies could be designed to 
support cultural competence in patient-provider communication 
more practically. Identified implications can further inform opportu-
nities for the design of supportive patient-provider communication 
technologies in broader culturally marginalized communities. 
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