‘I have only little English’: Language anxiety of Filipino migrants with chronic disease

Abstract 
Objective The population of Asian immigrants is rapidly increasing in many Western countries where English is the predominant language. Relative to other Asian migrants, Filipinos have comparatively high self-rated English language skills yet miscommunication in clinical encounters still occurs. This study investigates communication challenges faced by Filipino patients with chronic diseases when engaging with healthcare professionals.
Design Nine focus groups were conducted between November 2010 and June 2011 participated in by 58 Filipino adult migrants with chronic diseases. Focus groups were recorded, transcribed verbatim and analyzed thematically.
Results Two main categories of theme were identified: patient-related factors and healthcare professional (HCP)-related factors. Patient-related factors included three themes: 1) lack of confidence in their English language abilities in clinical situations; 2) cultural reluctance to question healthcare professionals; and 3) strategies used to deal with communication difficulties. Older Filipinos with chronic disease were anxious about their lack of ability to explain their symptoms in English and were concerned that asking questions was conveying distrust in the HCPs. Most of the elderly simply nodded their head to indicate they understood even if they didn’t for fear of being thought ‘stupid’. Many participants preferred Filipino GPs or took along a relative to interpret for them. Two themes were related to HCPs including 1) not being listened to and 2) assumptions of understanding. HCPs were thought to assume English language skills in Filipino patients and therefore did not take care to ensure understanding leading to miscommunications.
Conclusions Despite perceived English language skills of most Filipino migrants, elderly patients need communication support during clinical consultations. These findings highlighted the need for HCPs to be more aware of the ‘grey areas’ in the English-language proficiency and the cultural lens through which migrants understand health. Strategies in communicating with migrant patients are proposed. 
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1. Introduction
	Growth in international migration has resulted in greater cultural and linguistic diversity in the world population. In Australia, more than a quarter (27.7%) of the population are overseas-born with 67% of recently arrived migrants speaking a language other than English at home (Australian Bureau of Statistics, 2013). Similar ‘demographic transitions’ are taking place in other Western countries where the proportion of the non-White population is expected to be more than 50% in the next century (Outten, Schmitt, Miller, & Garcia, 2012). For example, it has been projected that by 2050, the ethnic minority population in the United States of America (USA) will become the majority (54%) (Kagawa-Singer & Kassim-Lakha, 2003). Similarly in the United Kingdom (UK), the British minority share of the population will grow from 13% (2001) to 20% to 25% in 2051(Phil Rees, Wohland, Norman, & Boden, 2011; Philip Rees, Wohland, Norman, & Boden, 2012). Canada mirrors these demographic changes with estimates that one third of its population, approximately 14.4 million people, will belong to the non-white minority by 2031(Outten et al., 2012). This has significant implications for healthcare communication and health service planning.
	Asian migrants comprise four of the five most populous migrant groups from non-English-speaking backgrounds (NESB) in Australia (Australian Bureau of Statistics, 2013) and the USA (Grieco et al., 2012), all of the top five migrant source countries in Canada (Gushulak, Pottie, Roberts, Torres, & DesMeules, 2011), and two in the UK (Office for National Statistics, 2015). Apart from the UK, migrants from the Philippines are consistently in the top five in terms of population size, yet comparatively little research has been done in this group (Maneze, Salamonson, Attwood, & Davidson, 2013). This could be because Filipino migrants have high self-rated English language proficiency reported to be at 96% (Australian Bureau of Statistics, 2013), projecting the impression of self-sufficiency in navigating health services. English proficiency is defined by the Australian Bureau of Statistics (ABS) as the subjective measure of the ability to speak English in everyday situations and calculated as the percentage of people in a particular ethnic group who claim to speak English only or speak English well (Australian Bureau of Statistics, 2011). Similarly, the U.S Census Bureau classifies people with limited English proficiency as those who speak English ‘less than very well’ (Gambino, Acosta, & Grieco, 2014). Health services often use this data to assess the language needs of migrants despite the markedly different levels of language used in clinical encounters to that used in everyday living. In addressing multicultural health issues, self-rated English language proficiency seems to be the primary yardstick by which health needs are measured, evaluated and prioritised. 
	Healthcare professionals (HCPs) often dichotomise English language abilities of patients into two discrete groups: those who speak English and those who do not speak English and thus, require an interpreter. This dichotomy fails to acknowledge the range of English language proficiency – or the ‘grey areas’ that likely characterise the majority of patients from multicultural backgrounds. Importantly, although Filipino migrants may have comparatively better command of English than other migrant groups, assumptions of higher English language proficiency could disadvantage newly arrived migrants and the elderly who may not have the language skills of more acculturated migrants. This creates the potential for miscommunication in clinical encounters, with one study reporting that a fifth of miscommunication in clinical consultations is caused by language and/or cultural differences between clinician and patient. Commonly, this is due to differences in pronunciation, diction, syllabification, speech delivery, grammar and vocabulary and the way concepts are relayed (Roberts, Moss, Wass, Sarangi, & Jones, 2005). A limited lexical repertoire, lack of familiarity with English-sentence structure, and too many concepts in one sentence are other common ‘communication roadblocks’ for non-native English speakers during clinical interactions (Roberts et al., 2005). Learners of a second language often fumble for the correct words from their limited vocabulary to express themselves, especially under pressure, for instance, during doctor-patient interactions and physical illness. For non-native English speakers, their native accent is an overt differentiating factor which may predispose them to being misunderstood as well as discriminated against during social encounters. Multicultural patients have to contend not only with their own accent but also with the unfamiliar accent of the HCPs. Compounding this complexity is the interrelatedness of language with culture (Jiang, 2000) which may affect the meanings assigned to verbal and non-verbal communications.
	The present study aimed to explore the experiences of Filipino migrants with chronic diseases when communicating with HCPs during clinical encounters. Using the behavioral strategies postulated by Teal and Street (2009), this paper presents approaches that may help in fostering better communication in clinical encounters with patients who may have high self-rated English language skills like Filipino migrants. This may serve as a platform for teams to work on strategies for improved communication.
2. Methods

Between November 2010 and June 2011, as part of a mixed method study, an online survey and nine focus groups were undertaken with adult Filipino migrants who had at least one chronic illness. The overall aim of the study was to explore acculturation and health-seeking behaviours (HSB) of Filipino migrants to Australia. This paper reports findings from the focus groups which explored communication issues experienced by Filipino migrants when interacting with HCPs. 
2.1 Study setting
The study was undertaken in Greater Western Sydney, an area of significant cultural and linguistic diversity with more than a third of the population born overseas (37.7%)(Australian Bureau of Statistics, 2011). Of these, Filipinos are the fourth largest immigrant group from a non-English speaking background (NESB). A fifth of the population (20.4%) of Western Sydney is classified as having low income (Australian Bureau of Census Socio-Economic Indexes for Areas (SEIFA), 2011). 
2.2 Participants and recruitment

Both purposive and snowball sampling methods were employed to recruit potential participants. Included participants were Filipino migrants, aged 18 years and older, who identified as having one or more chronic disease. Leaders and members of Filipino community organisations were invited to participate. In addition, participants were asked to provide contact details of the researchers to friends and family members who they felt might be interested in participating. To obtain a more comprehensive narrative of Filipino migrants’ experiences, recruitment was carried out in the Greater Western Sydney area where the Filipino migrant population was known to be the largest. 
Ethics approval was obtained from the South Western Sydney Local Health District (SWSLHD) ethics committee (HREC13/LPOOL 29) and from the Western Sydney University (H8617) and the University of Technology, Sydney (HREC2013000645).

2.3 Data collection and analysis  
The experiences of Filipino migrants with chronic diseases in communicating with HCPs were explored using focus group interviews. Focus group interviews, particularly when culture-specific, encourage participants to interact, exchange, compare and add on to comments made by other members of the group within their own cultural framework thus enriching data obtained by exploring how concepts under study are perceived, interpreted and expressed (Green & Thorogood, 2013).  All but one of the focus groups was moderated by one researcher (DM) who is a bilingual Philippines-trained medical practitioner of Filipino heritage and a health promotion educator in the area’s health service. One focus group was co-moderated by an experienced qualitative researcher with a health psychology background, although not of Filipino heritage (MD). Duration of focus groups was between 45 to 90 minutes. Questions focused on the facilitators and barriers to health-seeking and communication issues experienced during clinical encounters. This paper reports only on the communication experiences of participants as this was a prominent issue reflected in the data. During the interview, participants were encouraged to use any of the Filipino dialects or English. Interview proceedings were audiotaped. The principal researcher, who is fluent in two major Filipino languages (Tagalog and Visayan) and English, translated the interviews and transcribed the transcripts verbatim. To ensure accuracy of translation, these were independently reviewed by another Filipino researcher not involved in the study. The 5-stage framework (Ritchie & Spencer, 2002) was used in analysing the data; 1) familiarisation with the participants’ construction of meaning through the language used and the cultural lens by which concepts are viewed by thorough reading of the transcripts and discussion with culturally congruent researcher; 2) constructing of thematic framework by inductive approach which allows for participants’ dictated themes rather than by a priori theory; 3) creating codes from the data reflecting the framework themes; 4) summarising and organising; 5) refining, reviewing, discussing and interpreting themes with the research team (DM, MD, BE, SK).  Because the cultural perspective of the participants was an important element in the interpretation of their experiences, cross-checking with participants and discussion with two other culturally congruent migrants regarding the conceptual meaning was an important undertaking of the data analysis.  Final themes were formulated after discussion and consensus was reached by the four researchers. 
3. Findings
Nine focus groups were held with 58 Filipino migrants (Table 1). The mean age of participants was 67 years (SD = 11.7) and they had been living in Australia for an average of 25 years (range: 8-42 years). The majority of participants were women (88%). Most of the participants had hypertension (91%) and 33% had diabetes. 
	Two broad categories of themes were identified: 1) factors associated with the patient; and 2) factors associated with the healthcare professionals (HCP).
3.1    Patient-related factors  
  
3.1.1 ‘I have only little English’ – low confidence in ability to express oneself in English 
While many of the younger participants felt they had good English language abilities, the most common concern expressed by older participants was their lack of confidence in engaging with health professionals from a different cultural background because they feared they would not be able to communicate in English. Participants talked about feeling embarrassed and their fear of appearing ‘stupid’. 
“Some Filipinos are hesitant to speak in English because they are embarrassed that they will pronounce it wrongly or that they are saying the wrong word. They might think you are stupid.” (Eva)

Some elderly cited the speed at which the HCPs spoke, especially the native English speakers and the way they pronounced words which were foreign and unfamiliar to them. Participants explained how they were too scared to go to the doctor by themselves because of their inability to express themselves.   

“Many old people have difficulty, they can speak some English but they cannot elaborate or express and they find it difficult.”(Edith)

Lack of education was identified by some participants as an important factor in having language fluency, therefore admitting to limited proficiency was perceived as admitting to having little education and being of low socioeconomic status. Because of limited English skills, they felt they would not be understood by HCPs which made them withhold information. 
“We Filipinos, even if we can speak English sometimes we feel that it is not enough for them [health professionals] to understand us, that’s why we just hold back.” (Lucia)

In contrast, some participants felt that they had good English-language proficiency. One participant even felt that his English was better than the interpreter used during a telephone consultation. Another participant stated that she felt obligated to use the interpreter provided for her at her appointment even if she felt she could speak English well. She related that she had difficulty in using the interpreter because this interrupted her thought process. 
“I find it hard to talk with the interpreter because I had to pause every so often for her to relate what I said to the doctor, when she asked me to continue, I forgot what I was going to say. I lost my train of thoughts.” (Gloria)

3.1.2 “You cannot question” – beliefs about patient role and communication with HCP 
A second theme that emerged from the focus groups was the reluctance to question health professionals, particularly doctors. A number of participants shared common experiences of not seeking clarification or further information about health care decisions because they were concerned about repercussions and damaging their relationship with the HCP, or wasting the HCP’s time. 
“I am worried that because you did not follow the doctor, the doctor will prescribe a less effective medicine instead of a good one, you don’t know if you have no medical background. Therefore you cannot question. You have to have a good relation with your doctor.”  (Talia)

In this excerpt, a good relationship with a health professional was exemplified by not questioning their advice, but rather accepting instructions passively.  Deference to medical training meant personal experience and preference were not considered important to share. 

“Filipinos are normally shy to ask questions and are worried that the person might think that he is being difficult by asking too many questions.” (Julieta) 

When asked whether they believed that doctors should not be questioned about their decisions, one participant felt that questioning the HCPs was tantamount to showing distrust and that one must simply trust his HCP. 
D: “Do you feel that you should not question the doctor?”

Raul: “You just have to trust the doctor, as simple as that.” 

3.1.3 “And then you nod and nod” ….strategies to facilitate communication are not foolproof


Most of the elderly participants mentioned a number of strategies they used to manage the challenges they experienced when communicating with health professionals. A common plan was to ask a relative to call the health service for an appointment and/or take a relative who was perceived to have better English language skills with them to the clinical appointment. 
“I have to have my daughter with me when I go to the doctor, I can’t go on my own. I can’t speak, I can’t answer them but I can understand them.” (Paula) 
However, at times this was not always successful, as illustrated in the comment below:
 “Sometimes our children, even if they are educated, sometimes they also cannot understand what the doctor is saying; we just nod and nod our heads” (Evangeline)

Many of the older participants chose to go to a Filipino GP as they felt they were better understood by a culturally congruent health professional. One participant verbalized this as:
“There are many things that cannot be “English-ise” like diseases known to us (Filipinos). My Filipino GP can understand because he knows our bodies, we are the same.” (Marina)

As a result of this, Filipino patients expressed that although doctors of other ethnicity were equally as good professionally, they were more at ease with and felt understood by Filipino doctors and therefore more satisfied with their consultation outcomes. 
“With other doctors (non-Filipino), they talk and talk and you cannot ask questions or you are too shy to ask questions and then you nod and nod, even if you didn’t understand what he said.”  (Mario)
3.2 HCP-related factors
3.2.1 “You are not listening to what I say” -   feeling of not being heard by HCPs
 
Some of the participants expressed their belief that HCPs did not listen to what they were saying in English but instead were judging their language ability by their appearance.  This caused some participants to feel they were being discriminated against.
“Sometimes I feel like, you know, I am talking to you in English, you look at me because I am an Asian and if I speak in English, you don’t understand me because you are not listening to what I say but you look at me because I am an Asian.  Could be the doctor or in the shops, I am speaking to you in English, I don’t understand why you still can’t understand what I say. You look at me but you don’t listen to what I say, then I speak English slowly, then I think maybe he is not listening to me because of the way I look.”  (Divina)

Filipino participants acknowledged that their accent could be a factor in being misunderstood by HCPs, which added to their feeling of being discriminated against when using the English language. 
 “The only thing is they don’t understand our accent sometimes. So we speak English but they don’t understand us sometimes, it is insulting, it feels like it is racist.” (Lucia)

3.2.2 “The problem is people assume …” - Assumptions of understanding by HCPs vs assumptions of lack of understanding

One participant stated that people seemed to assume that being Filipino meant having English language proficiency, however, they pointed out that this depended on the educational level attained by the person.
“I think the problem is people assume that because we are Filipino, we can speak English. My mother-in-law, for example, she’s Filipino but she did not go to school and so whenever she had to go to the doctor, my sister-in-law had to go with her.” (Noemi) 

Some participants observed that doctors assumed they were able to understand English and talked continuously without checking their understanding. However, instead of correcting the doctor, they stayed silent and pretended to understand by nodding their head. This assumption made it difficult for them to admit non-understanding for fear of losing face. Others felt that some doctors didn’t want to be asked or they felt restricted by cultural norms from questioning the HCPs.

“Some doctors think I can speak English and they speak so fast I can’t understand them. He said a lot of things that I did not understand but I was too shy to ask because he might think I am stupid” (Paula)
4. Discussion
Issues in intercultural communication among ethno-linguistically diverse populations in a predominantly English-speaking health system pose significant challenges that impact all stages of the healthcare encounter for both patient and HCPs. Because of a long history of Western colonization and adoption of English as a second language and medium of instruction in schools (Maneze et al., 2013), most Filipinos have better English language skills relative to other Asian migrants. However, despite the perception of English language proficiency, this is not universal for all Filipino immigrants and cultural stereotype may be detrimental to those on the lower end of the scale. In this sample group of older Filipino migrants with chronic diseases, many lacked confidence in their ability to explain their symptoms to HCPs in English. Given the mean duration of stay in Australia was 25 years in this sample, this was a surprising finding but conformed with the observation that migrants who lived and worked within their own ethnic enclaves tended to use the host language less (Beckhusen, Florax, Graaff, Poot, & Waldorf, 2013). The sample population in this study was mostly older women many of whom were living with their Filipino families and were sampled from Filipino-specific social groups and therefore had less exposure to English language speakers and did not find the need to learn more than the basic English needed for everyday social interaction. Many had the support of their families when going to the doctors which mitigated the need to be English proficient. Furthermore, the cultural orientation that doctors are gods and not to be questioned compounds the reticence in participating in clinical decision making. Considering that the elderly are more likely to have chronic diseases and need more medical attention, have less education, less assertive and are socioeconomically disadvantaged, this could have serious healthcare implications.  
Although many reported that for the most part they could understand what was being explained, they were unable to expound on their symptoms which reduced their satisfaction with the clinical consultation and the services received and involvement in the treatment decision-making processes. A number of studies have shown that language barriers and lack of effective communication create a consequent domino effect: poorer heath in patients with chronic disease is attributed to a lack of understanding and knowledge about the disease (Schyve, 2007; Wilson, Chen, Grumbach, Wang, & Fernandez, 2005), which in turn leads to lack of self-efficacy in self-management (Fernandez et al., 2011). On the other hand, satisfaction with patient-physician relationships brought about by sound communication, positive interaction and mutual negotiation activates patients and can lead to better compliance with chronic disease self-management (Kirby, Dennis, Bazeley, & Harris, 2013).  In many cases however, language barriers confronting migrant patients is exacerbated when patients are too sick or too anxious to verbalise in the foreign language while health professionals are too busy to effectively communicate treatment interventions triggering a cycle of anxiety and stress in both patients and providers (Ulrey & Amason, 2001). 
	In recognition of the magnitude of the disadvantage language barriers can pose on healthcare, health services have responded with strategies including the use of interpreters and translation of resources, employment of culturally and linguistically congruent health workers, more culturally appropriate and responsive strategies (Ngo‐Metzger et al., 2003) and cultural competency training for health staff. Although there have been significant advances in addressing language barriers with these strategies (Andrulis & Brach, 2007), disparities persist not only for migrants with obvious language difficulties (Bischoff & Hudelson, 2010), but even in those who have achieved a functional level of language proficiency to enable interactions with the host population and access to health services (Maneze et al., 2013). It could be that migrants from non-English speaking countries who have high self-rated English-language proficiency, in particular, migrants from the Philippines (self-rated English language proficiency of 96.5%) (Australian Bureau of Statistics, 2011) receive less attention and resources (Maneze et al., 2013). It is often assumed that because of their English-language skills, they are able to navigate the unfamiliar health system independently and access health education materials that are tailored for those whose first language is English (Maneze et al., 2013).	The findings from this study, however, provide further evidence that communication barriers are not just limited to language issues but also to cultural attitudes and perceived power imbalance in the HCP-patient dyad.
	It is important to acknowledge that HCPs often feel overwhelmed and disempowered by a lack of strategies to deal with cultural and linguistic differences in clinical practice (Kai et al., 2007). Moreover, HCPs have expressed concerns that they may be perceived as discriminatory, culturally inappropriate or insensitive which may further exacerbate miscommunications (Daniels & Swartz, 2007).  Teal and Street (2009) suggest specific behavior strategies that can be used in clinical encounters with patients who are culturally and linguistically diverse to improve culturally competent communication skills among HCPs (Table 3). Practical strategies have been included based on Teal’s model that may provide tools for clinicians. It is recognised that application of the principles outlined in the table will take additional HCP time, but the expenditure could bear fruit in terms of meaningful interactions and improved health outcomes. 
4.1 Implications for health services
	There is a need to raise the awareness of health providers about the many 'shades of grey' in the English-language skills of both patients and healthcare professionals, and that self-reported English language proficiency may not accurately reflect the linguistic skills of the speaker, nor their level of health literacy. In addition, cultural reticence in engaging in dialogue with HCPs regarding healthcare and treatment options could be a factor in non-compliance with medical care.		
	Because English in the Philippines is mainly learned in school and not used as an everyday language at home, sociocultural implications of status often make it difficult for Filipinos to admit to having low English proficiency or lack of understanding. This non-disclosure may impact on health literacy, health service access and utilisation. Health providers need to be cognisant, but also be culturally sensitive about assessing the linguistic skills of patients who profess English-language abilities. Furthermore, because of these sociocultural implications, health researchers employing scales of health literacy that rely on self-assessment may not obtain an accurate measure of the level of health literacy in these subpopulation groups of migrants. Caution likewise needs to be exercised when applying the census English proficiency data in the assessment of language skills of migrants in clinical situations because of the difference in the proficiency requirements of everyday English use and the English language skills needed in clinical encounters. 
5. Conclusion
	The increasing multiculturalism of the world populations poses a communication challenge for HCPs even in migrant communities with high self-rated English language proficiency, such as the Filipino migrants. Given that there are many levels of English proficiency among migrants, made more complex by their cultural beliefs, values, attitudes and assumptions, clinicians need to listen more mindfully in a manner that is respectful of the cultural context of their patients. Intercultural communication is a continuous process of recognising differences and respectful negotiations of meanings.	
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