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Foreign born providers make up over a quarter of the physician workforce nationally.  

Patients in south central Pennsylvania are primarily white with limited interaction with 

foreigners which can produce barriers to communication and trust. This study proposes 

practical steps for building positive relationships between patients and their foreign-born 

providers. Ethnographic methods were used to interview and survey patients and providers 

about the relationships between foreign born providers and patients, primarily in the Summit 

Health system. The results of the study provide a framework of how trust is built between 

patients and providers in general, suggest additional actions for foreign-born providers, and 

propose ways patients can do their part to achieve a positive relationship with their provider.  

While much of the literature on cultural competence is in the context of patients who are of 

minority ethnicities, this study adds to the body of research by considering the providers as part 

of minority groups. 
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CHAPTER 1  

INTRODUCTION 

1.1 Background 

In 2013, a care coordination program was started in the family practices affiliated with 

Summit Health in South-central Pennsylvania.  I was one of the initial four care coordinators.  As 

part of the job responsibilities, phone calls were made to patients within a business day of 

being discharged from the hospital.  This was an endeavor to bridge the gap between hospital 

care and outpatient care, since medical care is managed by hospitalists while a patient is in the 

hospital and then transferred back to the family doctor upon discharge.  The following 

comments were heard in my interactions with patients: 

I can’t understand a word my doctor says. 

I don’t want that ‘raghead’ to touch me. 

I don’t want a (non-Christian) providing my care. 

She needs to go back to her own country to practice medicine. 

These interactions birthed this research project to study how relationships could be improved 

between patients and the growing numbers of foreign-born providers functioning as hospital-

based providers (hospitalists).  Interviews and surveys were designed to gather data from 

providers and patients to learn the important components of building trust and identify skills 

needed by each participant. 

Foreign-born providers are filling the gap for the shortage of graduates from medical 

schools in the United States. In an Appalachian area in West Virginia, the foreign born providers 

(FBPs) outnumber the American born providers (ABPs) two to one (James 2008).  However, 
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there are limitations in communication due to accents and possibly different communication 

styles (Howard et al. 2006).  People do not give trust if they cannot understand; yet trust seems 

to be a foundation of the patient-provider relationship.   

Is it possible to build trust and close the communication gap between the rural 

community and foreign-born providers; if so, how?  The intent of this research project was to 

find the answers to these two questions. 

 

1.2  Community 

The community was defined as the region feeding into the Summit health system in 

south-central Pennsylvania.  The entire area is considered a Health Professional Shortage Area 

since, according to a 2012 Health Community Assessment, it has sixty-one primary care 

providers for every 100,000 residents while the US average is eighty-five per 100,000.  In 

residents over age seventy-five, 94 percent see a provider yearly.   Over 92 percent of the 

population is white; African Americans and Hispanics are the primary minority groups (Penn 

State Harrisburg Center for Survey Research 2013). 

 

1.3  Populations Defined 

This research focused on two groups: the elderly and the rural Appalachian, which 

included the rural “plain” subgroup.  Elderly was defined as those over age 65.  This population 

was chosen as they often are dealing with health issues, such as hearing loss, strokes or early 

dementia, which may make it more difficult to adjust to new things.  As noted above, this age 

group is also more likely to have frequent visits with the provider. 
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The Appalachian group was defined as having spent the bulk of their lives within a one-

hundred-mile radius with their family having lived in the service area for at least four 

generations.  Based on personal experience that was corroborated in an ABC news story by 

Susan Donaldson James (2008), this group was anticipated to be friendly and self-sufficient, 

with a strong commitment to family.  They were selected because of my assumption that 

limited exposure to people and cultures beyond rural Pennsylvania might cause this group to 

find the accents and behaviors of FBPs confusing and frustrating. 

Conservative religious groups, who are locally called plain by themselves and the 

community, were defined as Christian groups that dress conservatively and practice the 

wearing of the head covering for women.  Like the Appalachian group in general, they are 

friendly with a strong commitment to family and community but their exposure to other 

cultures can be limited. Typically, the plain groups primarily interact with other church 

members in business, schools and worship.  They have cars and electricity but often limit or 

prohibit television or internet use. 

1.4 Client 

The client was Summit Health, with the Associate Director of the Hospitalists as the 

primary contact. Summit Health consists of two community hospitals, two urgent cares, two 

walk-in clinics, one FastCare, eleven family practices and over 30 specialty practices 

(summithealth.org).  According to the information available on Summit Health’s website, of the 

twenty-seven family physicians, seven are foreign born; but of the twenty hospitalists, fifteen 

were foreign born, although three of them did all of their medical studies at an American 
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university.  Summit Health primarily serves one county with some spill over into the 

surrounding four counties, one of which is located in Maryland.  This is a rapidly growing health 

system.  At the conception of this project in 2014, there was one urgent care, one walk-in clinic, 

no FastCare and 10 family practices. 

 

1.5  Purpose 

 The purpose of this research was to discover what skills both patients and foreign born 

providers draw on, or need, to facilitate positive medical relationships.  The components of 

building trust in any provider-patient relationship were also evaluated to provide a baseline for 

this community.  Both providers and patients were interviewed and surveyed about their past 

provider-patient relationships.   The result is a list of skills for patients and a list of skills for 

providers.  An overview of the results and recommendations will be shared with the client.   
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CHAPTER 2  

LITERATURE REVIEW 

2.1 Cultural Competence 

Cultural competence is of interest to the medical field since culture differences can be a 

barrier to adequate health care and can contribute to health disparities (Abbe 2011; Perloff et 

al. 2006).  It is suspected to be an important key to improving health outcomes (Perloff et al. 

2006) so the National Center for Cultural Competence is responsible for designing national 

standards (Abbe 2011; McNees 2001). Unfortunately, researchers continue to struggle to 

clearly prove its effects.  Furthermore, the term itself is ambiguous and vague: besides needing 

to clearly define what cultural competency is, one also needs to determine if providers are 

culturally competent and, if not, how to acquire or develop it. 

2.1.1   Definition 

Medicine, by nature, is rational and scientific so it tends to see culture from the 

essentialist viewpoint as “objective, is stable over time, and clearly defines the differences 

between people” (Garneau and Pepin 2015:10).  The alternative constructivist view is that 

culture is a result of social interactions and influences in a socio-economic and historic 

environment.  This causes it to be dynamic, fluid, and complex (Garneau and Pepin 2015).   In 

general, references to cultural competency follows the latter view of culture. 

Ahmed defines cultural competency as “a dynamic and complex interrelated process of 

being aware of and recognizing individual differences, being perceptive of differences across 

cultures…a lifelong developmental process” (2007:39). 
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Suh (2004) uses Rodger’s evolutionary concept analysis to review literature from the 

past twenty years in the disciplines of medicine, sociology, nursing, education, and psychology 

to create a model of cultural competence.  She defines the three traits of cultural competence 

to be ability, openness and flexibility. Five cultural antecedents need to be acquired in order to 

reach competency: 

1.  Awareness of cultural diversity of others as well as self-reflection on one’s own bias and 
prejudices. 

2. Knowledge of world view, language, history, and socio-political issues. 
3. Sensitivity to diversity so there is respect and acceptance 
4. Skill in learning about cultural beliefs, values and practices 
5. Encounter with another culture (Suh 2004:97-98) 

The constructivist definition of cultural competency is “a complex know-act grounded in 

critical reflection and action, which the health care professional draws upon to provide 

culturally safe, congruent, and effective care in partnership with individuals, families, and 

communities living health experiences, and which takes into account the social and political 

dimensions of care” (Garneau and Pepin 2015:12). 

In alignment with Suh, Garneau and Pepin (2015) discuss how this definition includes 

the need for cultural knowledge and skills, and that it is an active learning process that requires 

openness, flexibility and the ability to apply knowledge.   While they do not discuss the need to 

encounter another culture, they do emphasize dialogue and self-reflection.  In order to “take 

into account social and political dimensions of care”, the care giver needs to be aware of and 

subsequently, be able to lay aside her bias and look at the issues of power and how it is 

affecting equal and just medical care (Garneau and Pepin 2015:12). 

A model from New Zealand defines cultural safety as an alternative framework 

(Kirmayer 2012).  It recognizes the risk and vulnerability that occurs in the patient-provider 
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relationship, with the recognition that the power is primarily in the hands of the provider.  The 

provider provides a safe cultural space for the vulnerable patient.  According to Kirmayer 

(2012), considering the patient as vulnerable creates a risk of augmenting stereotypes of 

specific ethnicities.  Cultural safety may create an atmosphere of pity as opposed to cultural 

competence which emphasizes partnership with the patient.  Cultural safety focuses on self-

reflective skills like respect and openness rather than knowledge competence but there is even 

less research on its effectiveness than that of cultural competence (Kirmayer 2012). 

2.1.2  Benefits 

In their review of the literature, Perloff et al. (2006) admit that though it seems logically 

probable that both cultural competence and communication yield better health outcomes and 

reduce health disparities, their causative power continues to be elusive to prove conclusively. 

However, a few studies are attempting to contribute data to the field. While developing tools to 

measure cultural competence in providers, both Lucas et al. (2008) and Thom and Tirado (2006) 

observe that trust and patient satisfaction are positively related to perceived provider cultural 

competence.  Furthermore, Thom and Tirado (2006) report that providers who were rated 

highly in cultural competence by their patients also make more referrals and give more health 

education.  Suh (2004:98) groups the findings from her literature review as consequences of 

cultural competence training: 

 Patient subjective consequences: better quality of life, positive perception of provider,
satisfaction, and adherence

 Provider consequence: professional growth, personal development and international
awareness
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 Health outcome consequences: rapport, cost effectiveness, treatment effectiveness,
decrease health disparities

The consensus in the literature reviewed is that there are many variables so more research is 

needed to truly link cultural competence as a causative factor for these benefits. 

2.1.3  Risks and Challenges 

An essential view of cultural competency tends to attach specific traits to a cultural 

group. This leads to stereotypes. The medical field works with differentials and frameworks that 

are based on norms, so stereotypes or cultural traits fit into this worldview (Jenks 2011).  Kano, 

a facilitator of a cultural competency workshop, explains the danger of stereotypes while 

showing the usefulness of generalizations: “a stereotype is superficial knowledge with no 

further attempt to learn; it is an endpoint. A generalization, on the other hand, is a beginning 

point that indicates common trends but leaves room for individual differences” (Jenks 

2011:218). This allows for providers to learn some general tendencies about specific population 

groups but encourages them to view the patient as an individual with their own cultural 

conglomerate (ex: white, female, American, Catholic, rural, and elderly). 

It is human tendency to relegate culture to the “other”, not something that “we” have. 

This lack of self-awareness reinforces stereotyping.  For example, in Germany, where there is an 

ethnic German majority, cultural competency focuses on the migrant or non-German minority 

and can tend to look at migrants as a homogenous whole (Knipper 2013).  Biomedicine itself is 

either perceived to be outside culture (Jenks 2011) or as the default “normal” culture (Abbe 

2011).  Taylor (2003) references Fadiman’s The Spirit Catches Me and I Fall Down, as an 
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example of how both a provider’s personal culture as well as the medical organizational culture 

clashes with a Hmong patient and her family.  To some degree, this clash of the medical 

explanatory model or worldview happens in all provider-patient relationship regardless of overt 

cultural differences or similarities; so, in order to negotiate through diagnosis and treatment, 

Abbe (2011) suggests that it may be communication competence that is needed. 

2.1.4  Development and Training 

Cultural competency is a social and emotional skill as opposed to the concrete technical 

skills that biomedicine often emphasizes. Subsequently, it is difficult to both measure and 

teach.  While there have been several tools developed to measure various aspects of cultural 

competency, there are so many variables involved that no one single tool or approach seems to 

suffice when trying to gather valid research data. 

The Intercultural Development Inventory (IDI) was used by Altshuler, Sussman, and 

Kachur (2003) to test intercultural sensitivity in pediatric residents before and after 

intercultural trainings.  They found that results were dependent on the individual’s initial level 

of ethnocentricity and intercultural experience. Intercultural sensitivity was most improved 

when both trial interventions were used:  clinical scenarios that included feedback and 

participation in a cultural workshop. The researchers note that there is an overlap of 

communication and cultural competency that needs more research to separate (Altshuler, 

Sussman, and Kachur 2003). 

Physicians overestimate their own level of competence and intercultural sensitivity 

(Altshuler, Sussman, and Kachur 2003; Gibson and Zhong 2005).  Lucus et al. (2008) suggest that 
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measurement of cultural competency should be from the patients’ viewpoint. They asked low-

income African Americans to rate their providers on cultural knowledge, cultural awareness and 

cultural skill in addition to feelings of trust, discrimination, and satisfaction.  Their findings show 

that cultural competency may be linked to the amount that patients are encouraged to 

participate in care.  Since patient perception seems to be part of having cultural competency, it 

would behoove medical institutions to provide avenues for patients to safely provide feedback 

to their providers (Gibson and Zhong 2005). 

The Patient-Reported Physician Cultural Competency (PRPCC) is a tool created by Thom 

and Tirado (2006) to measure physician cultural competency from the viewpoint of the patient. 

They report that effective communication skills of the physician correlate to higher cultural 

competency.  While admitting that their tool needs further study, they emphasize the need to 

find ways to clearly measure cultural competency as “what cannot be measured, tends not to 

be valued” (Thom and Tirado 2006:651).  Ahmed and Bates (2012) designed and tested several 

measures in Appalachian Ohio that also sought the patients’ feedback on physician global 

cultural competency. They postulate that their tools can be further developed to measure the 

effects of cultural competency on patient outcomes and satisfaction. 

The research recommends some of the personal qualities physician needs to develop in 

order to be culturally competent: 

 Self-awareness and self-reflection (Bullon 2013; Chang, Simon, and Dong 2012; Garneau
2015; Kutob et al. 2013; McNees 2001)

 Humility (Chang, Simon, and Dong 2012; Kutob et al. 2013)

 Critical Thinking (Kutob et al. 2013)

 Empathy (Gibson and Zhong 2005)
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One of the best ways to develop and sustain cultural competency is in discussion with 

others on the medical team (Garneau 2015; Knipper 2013).  Conferences and workshops can be 

helpful but Knipper (2013) states the effects are short-lived and that day to day engagement is 

the key to permanent change.   Providers should acquire cultural skills and awareness (Suh 

2004) by learning about the social and political dynamics of their patient community (Garneau 

2015; Suh 2004), having multicultural staff (Bagchi, Ursin, and Leonard 2012; Gibson and Zhong 

2005), and seeking intercultural experiences (Gibson and Zhong 2005; Suh 2004). 

Two short acronyms that that physicians could remember to help them be more 

culturally competent are QIAN and ASCN.  QIAN means “humbleness” in Chinese and indicates 

the components that providers should incorporate into their interactions as they become 

students of their patients: 

 Self-Questioning and curiosity leads to mutual understanding.

 Immersion is bi-directional as both patient and provider invest in understanding each
other.

 Active listening allows for provider and patients to share information and often helps
reveal that similarities are greater than the differences.

 Negotiation and flexibility are needed as together the patient and provider explores
alternatives in care. (Chang, Simon, and Dong 2012:274-275)

ASCN, a simplified version of Kleinman’s explanatory model, is a tool developed by and used in 

a study by Kutob et al. (2013:166) to help providers implement cultural competency into their 

daily care: 

 Ask for the patient view of illness in a non-judgmental way.

 Share the biomedical view.

 Compare the viewpoints.

 Negotiate the treatment plan.
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The importance of quality medical care cannot be ignored.  Successful management of 

the health issue is of higher value than social skills, in fact, patients report that they would 

accept a non-sympathetic provider if he gave quality care (Bagchi, Ursin, and Leonard 

2012:180).  In a small study by Bagchi, Ursin, and Leonard (2012), they found that quality is 

defined by wait times, technical skills, communication, and respect but also has a cultural 

component: African Americans emphasize trust, communication and professionalism; Indians 

appreciate privacy and good technical skills; and Latinos focus on the provider asking the right 

questions. 

The common theme running through the research is that cultural competency is 

entwined with communication, compassion and quality of care.  It is understandable why it is 

difficult to prove cause and effect and to succinctly identify when standards of competent 

cultural care are attained.  This ambiguity should serve to push the medical field to work on all 

the areas simultaneously with the hopeful outcome that positive progression would be made 

across the board. 

2.2 Communication 

Communication is crucial to any medical encounter through both articulated talk and 

body language (Ahmed 2007; Perloff 2006).  Misunderstanding is unfortunately ubiquitous, 

even when the patient and provider share language and ethnicity.  This leads to mistrust which 

is only exacerbated when there are cultural differences since minority groups tend to feel less 

understood by their providers and less likely to follow provider recommendations (Coelho and 

Galan 2012; Perloff 2006).  Three areas that warrant discussion from a cultural competency 
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standpoint are language issues, expectations of both providers and patients and the balance of 

power.  

 

2.2.1  Role of Language 

Spoken language is used to describe symptoms, name diseases, and create treatment 

plans.  For communication to happen there needs to be a shared vocabulary, clear speech and 

accurate comprehension.  

Medical interpreters are crucial in the absence of a common language.  Unfortunately, 

adding a middleman to the conversation can reduce accuracy as the interpreter has to navigate 

the language difference, the culture differences, and medical jargon (Abbe 2011).  It also 

frustrates providers as they can feel they are giving subpar care since they do not have the time 

to work through the translator to explore contextual clues or educational opportunities 

(McNees 2001).   Generally, it is recommended to use official medical translators rather than 

families since, with proper training, interpreters also serve as culture brokers, advocates, and 

educators (Abbe 2011).   

While much of the literature considers the patient to be the minority or the one 

presenting a language or cultural barrier, there is a small amount of research on the accents of 

providers and how it affects the medical relationship.  Patients in a study by Scholl, Wilson, and 

Hughes (2011), report that lack of clear English from the provider made it difficult both for the 

patient to understand as well as for the patient to feel understood by the provider.  Accents are 

even more difficult for specific populations. A British study by Bruce, To, and Newton (2012) of 

patients with aphasia show that while all patients have decreased accuracy with foreign 
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accents, patients with aphasia struggle the most.  Accent includes the phonetics of vowels and 

consonants as well as the prosody which is rhythm and intonation.  As expected, when a 

speaker’s prosody and phonetics are both different than the listeners, comprehension is further 

diminished.  Speaking slowly and loudly, confirming understanding, and reducing background 

noise may help diminish some of the effects of accent (Bruce, To, and Newton 2012). 

All providers should be careful to limit or eliminate medical jargon. Interpreters can be 

confused by jargon and translate incorrectly (Abbe 2011:235-245). Minority patients and non-

minority patients alike have difficulty understanding if there is a high use of “medical lingo” 

(Schull, Wilson and Hughes 2011:1025). 

 

2.2.2  Expectations of Patient and Provider 

 The role of expectations is an important but not openly discussed actor in patient-

provider communication.  Patients expect providers to be linguistically proficient by speaking 

clear English and appreciate if the provider speaks the mother tongue of the patient; while 

providers expect communication competence from their patients, which is the ability to ask 

questions and explain symptoms clearly (Scholl, Wilson, and Hughes 2011).   

Questioning style varies by ethnicity according to Perloff et al. (2006).  Whites tend to 

be comfortable discussing personal information about the other person while African 

Americans prefer talking about the immediate context.  In medical situations, Whites will ask 

more questions of their providers than African Americans.  On the providers’ side, they tend to 

talk less to African Americans; this may be because they perceive that the lack of questions 

from patients indicates disinterest or lack of motivation (Perloff et al. 2006). 
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Patient and provider often mask or underplay the role of ethnicity on the medical 

situation (Abbe 2011; Scholl, Wilson, and Hughes 2011).  This may be appropriate when the 

biomedical problem demands time-sensitive intervention; however, in an ongoing relationship, 

it could be helpful to have feedback opportunities for patients and providers as recommended 

by Gibson and Zhong (2005).  Providers can help patients learn how to ask good questions and 

patients can report on how well providers are communicating (Scholl, Wilson, and Hughes 

2011). 

Communication accommodation theory (CAT) theorizes that communicating individuals 

are always accommodating one another by either moving towards or away from the other 

person depending on expectations, status, perceptions or setting (Ahmed 2007:83).  Patient-

centered and directed care expects the providers to converge toward their patients by treating 

them as equal partners, asking for their opinion, and generally showing friendliness.  Ahmed 

(2007) found, however, in his research in Appalachian Ohio, that patients expect the provider 

to be slightly divergent by being directive and assertive and not necessarily focusing on having a 

good relationship.  

2.3 Power 

Power inequality is pervasive in the medical experience and is an interesting issue to 

consider in the patient-provider communication relationship.  As Ahmed notes, patients 

sometimes expect the axis of power to rest on the provider.  Patients told Bagchi, Ursin, and 

Leonard (2012) that they expect the provider to carry the bulk of responsibility to ensure good 
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communication.  A provider explains the dilemma of balancing power to researcher Molly 

McNees (2001:148):  

I mean sometimes it’s bad in that you are trying to give a person options and they’re 
like, “you tell me which one, you’re the doctor.” 
 
...I think as the doctor you have the power, or you’re seen—even though you are 
communicating, you want the patient’s input—at some point you’re always the doctor. I 
think even the person who is most involved in their care, it still comes down to that—
not you have the power, but somehow you’re not equal. Uh, you are never on an equal 
footing. It’s the doctor and the patient. Not that it should be that way, but it always 
somehow comes up.  

 
McNees (2001) traces the history of provider-patient relationships: in the beginning it 

was private consultations with healers; then there was a move to professionalism of physicians; 

followed by years of paternalism; and now the focus is on partnership in the form of patient-

centered medical care.   She proposes that being patient-centered is the foundation of being 

culturally competent.  In a study on the experiences of non-English speaking patients, patients 

reported feeling powerless when they were not kept informed, were not able to communicate 

directly or simply felt ignored (Garrett et al. 2007).  In Abbe’s (2011) review of the literature on 

communication, she found that the information patients provide in the encounter is considered 

less valuable compared to the information providers provide.  One of the steps in providing 

patient-centered, culturally competent care is to negotiate treatment.  When a patient is 

convinced to comply with the biomedical recommendations without any discussion or 

concessions to the patient’s explanatory model, the provider retains the power (McNees 2001).  

Narrative communication is one way providers and patients could share their viewpoint 

which is a step towards equalizing power.   Story-telling can be a cathartic way to express and 

deal with life’s difficulties (Taylor 2003).  Langer and Ribarich (2008) suggest that actively 



17 

listening to elderly patients tell their story can help them to retain their personhood and find 

meaning to their life. Learning to allow narrative discourse can help providers develop empathy 

and compassion and therefore bridge the gap between cold professionalism and the warmth of 

shared life (Langer and Ribarich 2008).  

 

2.4  Satisfaction and Trust  

In 1995, 25 percent of providers in the US were international medical school graduates 

according to Howard et al. (2006) in their literature review of the comparison between 

international medical school graduates and US graduates who care for the elderly and African 

Americans.  In their study, they find that the elders treated by international graduates are more 

likely to be African American, lower educated, unemployed, low income, on Medicaid with no 

supplemental Medicare, and in poorer health.  Their research design used a survey that was 

performed four times over a twelve-year period. While they report oversampling for African 

Americans in the five counties in North Carolina, it did include rural white elders (Howard et al. 

2006). 

In their study, Howard et al. (2006) evaluate rates of patient satisfaction between 

international and US medical school graduates. White elders in the study show lower rates of 

satisfaction with international medical school graduates specifically due to the providers not 

being cost sensitive in their treatment recommendations; they are also more likely to delay 

care.   African American elders’ rates of satisfaction are related to issues of ageism, cultural 

competency and communication.  Patient satisfaction is inversely linked to the degree of ethnic 

discordance between patient and provider (Howard et al. 2006). On the other hand, the 
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researchers’ literature review found that satisfaction increases if the provider is attentive, 

allows the patient to relay information, shares more information or detail, and shares the 

control of the patient-provider interaction.   Patient satisfaction predicts patients’ health 

behavior: if a patient is satisfied with their provider, they are more likely to follow through on 

health recommendations (Howard et al. 2006). 

Trust is a crucial part of the provider-patient relationship.  Ahern and Hendryx (2003) 

suggest that trust in a provider is measured by medical competence as well as whether the 

patient feels protected and believes the provider is acting in the best interest of the patient. 

According to their research, trust has suffered a loss since the 1960’s with a shift to ‘fee-for-

service’ pay structure.  Communities with higher social capital (measured by low crime rates, 

high rates of giving to United Way, and high voting turnout), tend to have higher trust in 

physicians so one suggestion is to help communities build social capital by networking with 

community groups (Ahearn and Hendryx 2003).  The researchers do not discuss the effect of 

economics: it seems that communities with higher social capital could also be wealthier and 

attract racially and personally concordant providers which also influences trust. 

 A study by Street et al. (2008) focuses on whether quality of care is affected by racially 

or gender concordant providers.  They found that perceived similarity increases trust, 

satisfaction and personal follow through with self-care. While a racially-similar provider would 

be assumed to share personal beliefs, in fact, age, gender, and the ability of the provider to 

implement patient-centered communication that influences perceived similarity the most 

(Street et al. 2008). 

Future research should strive to better understand how similarities and differences in 
values, beliefs, and behaviors affect the quality of physician-patient relationships. Such 
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work will inform the development of interventions that foster a sense of connection 
between patients and physicians which in turn may improve quality of care for all 
patients and reduce ethnic disparities in health care. (Street et al. 2008:7) 

 
 

 

 

2. 5  Foreign Born Providers 

A review of the literature discusses international medical school graduates which will be 

lumped together with foreign born providers (FBP) while recognizing they are not fully 

identical.  FBPs are welcomed to the US to continue their education. Generally, they are given a 

J-1 visa which requires that they return to their home country for at least two years after 

completing their studies (Howard et al. 2006).  This requirement will be waived if they serve 

three years in a Health Professional Shortage Area (Breed 1998, Howard et al. 2006, James 

2008).  The exact numbers vary but it is estimated that about a fourth of all current providers 

are FBPs and 30% of family practitioners are FBPs (Chen 2010; Norcini et al. 2010).   

There is a concern that international graduates are less competent than graduates of 

American medical schools even though they often have to do residencies here in the US and 

take the same national exams as graduates of US medical schools (Chen 2010). Graduates of 

international schools often score lower on exams but higher on specialty training exams (Chen 

2010). The outcomes of patients with heart attacks and congestive heart failure in inpatient 

facilities in Pennsylvania are compared between providers who were American graduates of US 

medical schools, American graduates of international medical schools and international 

graduates of international medical schools: 
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 Mortality is similar between American graduates of US medical schools and 
international graduates and was worse for American graduates of international schools.   

 Length of stay is shorter for graduates of American schools and longest of American 
graduates of international schools. 

 In-hospital death rate is lowest for international graduates. (Norcini et al. 2010) 
 

These findings confirm that FBPs are as qualified as graduates of US medical schools.  Howard 

and his group of researchers (2006) report that one area of deficiency for FBPs is their lack of 

training in cultural sensitivity and competency.  

 

2.6  Appalachian  

In an Appalachian area in West Virginia, the local ABP is grateful for the help of the FBPs 

who come to the region under the J-1 waiver (James 2008).  The concern is that they 

sometimes only serve the mandatory three years and then leave, which does not provide 

stability or build trust (James 2008).  While patients find the cultural and language differences 

daunting, they state an appreciation for the increased health care options (Breed 1998).   

Appalachia covers a wide area following the Appalachian mountain range from 

Mississippi to Maine.  ABCNews ran a story in 2008 on Dr. David Avery who practices in a region 

of West Virginia (James 2008). He observes that the community is generally friendly, proud, 

protective, and care for their own but is slow to give trust to outsiders.  Poverty and low 

nutrition are rampant which leads to the rates of high obesity, smoking, and lack of exercise.  

Disease is more advanced due to delays in care.  A provider in Kentucky, who was also 

interviewed for the story, notes a low level of investment in self-care or health assertiveness.  

The Appalachian community has the highest mortality rates for people under 65, as well as high 

rates of cancer, diabetes, heart disease and prescription drug abuse. (James 2008) 
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2.7  Elders 

A quarter of health care providers are FBPs and many of them are meeting their waiver 

requirements, so elders in a Health Professional Shortage Area have a high chance of having a 

foreign born provider at some point in their care.  Unfortunately, given the likelihood of hearing 

loss among the elderly, some of the aforementioned difficulties with the accents of FBPs may 

be exacerbated.  An elderly person may also have cognitive changes that delay the processing 

of information and discerning between the nuanced differences in speech, as well as reducing 

the ability to screen out non-pertinent background noise (Gordon-Salant and Yeni-Komshian 

2010).  

A recent study by Gordon-Salant and Yeni-Komshian (2010) confirms that age and 

background noise does negatively affect comprehension when listening to a speaker with an 

accent. The research team studied young listeners, normal-hearing elders aged 65-76, and 

hearing-impaired elders aged 65-80 in quiet and noisy backgrounds.  Noise and accents 

decreases comprehension in all three groups usually with the young listeners understanding the 

most and the elders with hearing impairment understanding the least.  However, elders are 

about equal in their understanding of the accented speaker regardless of the background noise 

level (Gordon-Salant and Yeni-Komshian 2010). Comprehension is affected by the rate, rhythm, 

tone, and the slight differentiation between vowels and consonants which also are the 
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alterations found in accented speech The elder population might be physiologically unable to 

learn to understand or process accented language (Gordon-Salant and Yeni-Komshian 2010).  

Dr. Josie Williams, a physician in Texas, observes that elders have a hard time trusting 

FBPs because it is hard to trust what is not understood (Roberson 2008). There are several 

companies that focus on helping providers improve their accents.  One example is G.E.T English 

Training which provides accent reduction courses (Roberson 2008). The director, Karen Yates, 

notes that she and the trainers work with providers on their phonetics and grammar as well as 

rate and rhythm of speech. 

2.8 Recommendations from the Literature 

Doctors have feelings and sometimes experience racism from patients.  Chakrabarty 

(2012) writes about hearing a patient complain about not having an American doctor.  He 

encourages providers to work hard not to let it get under their skin and offers suggestions on 

how to gain trust: be warm and friendly, speak slowly, and double check frequently to see if the 

patient has any questions.  Dr. Gregory McGriff is an African American provider in a mostly 

white community in North Carolina and he shared in an NPR interview how he has accepted 

that he needs to be a little more conscientious than his white American peers (Norris 2013). 

Sitting down at the bedside and allowing time to listen to the patients’ stories are two helpful 

steps he has found in developing rapport with the patient.  While the racial differences make 

him take more time with each patient, he feels it has also improved the quality of his care 

(Norris 2013). 
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Selby (1999) shares about a patient on an open ward who assumed she shared his Nazi 

belief system which was uncomfortable to both her and the other patients.  She and her 

colleagues discuss the challenges of addressing this issue. Their conclusions are to be polite but 

clearly clarify personal values when appropriate, courteously set boundaries, and recognize that 

discontinuation of care is an option if there cannot be safety or trust in the patient-provider 

relationship. (Selby et al. 1999) 

On the blog, Kevin MD (Pho 2006), commenters express their frustrations with having a 

provider with an accent, even sometimes thicker American accents.  They emphasize the need 

of patients to take responsibility to ask for clarification if they do not understand or to ask for a 

third person to provide English-English translation.  The general consensus of this group of 

commenters is that providers need to learn not to be offended when they are asked to repeat 

or explain again (Pho 2006).  In a casual discussion with nurses at a Summit Hospital on 

December 4, 2014, they observed that some patients seem to tune out the doctor as soon as 

they note he is a different ethnicity and do not even try to understand or get answers.  They 

also acknowledged that some FBPs have a nurse go into the room with them and are 

comfortable with pausing occasionally to let the nurse restate the message or check for 

questions. 
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CHAPTER 3   

DATA COLLECTION 

The research design included three stages: interviews with providers, matched surveys 

of providers and patients, and in depth interviews with patients. Two years of employment as a 

care coordinator in the outpatient offices gave birth to the research plan and design. 

The client was Summit Health, which provides inpatient services at two hospitals in 

southcentral Pennsylvania as well as outpatient services through Summit Physician Services.  

Summit Health uses hospitalists to staff the inpatient services at both hospitals.   Of the twenty-

seven family physicians, seven are foreign born; but of the twenty hospitalists, fifteen are 

foreign born (although three of them did all of their medical studies at an American university). 

For this research, the term provider is limited to only physicians which included both MD’s and 

DO’s.  Providers are considered foreign born if they were not US citizens by age one.  

 

3.1  Client Arrangements 

The first contact was with the associate medical director of the hospitalists. I met with 

him and presented my proposal.  He expressed interest in the project and was curious about 

the results since he has observed that this is a very polite community.  He gave suggestions on 

contacts for setting up interviews and carrying out surveys in the hospital.  I was invited to a 

hospitalists’ meeting where I presented my proposal and explained how I would request the 

involvement of the hospitalists. The hospitalists seemed moderately interested and expressed a 

willingness to participate.   
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I submitted my proposal to the Institutional Review Board of the University of North 

Texas April 2015 and it was approved the same month.  My proposal also was reviewed by the 

ethics committee of Summit Health which granted its approval in March 2015.  Data collection 

began in June 2015. 

 

3.2  Provider Interviews 

Due to the delay between meeting with the hospitalists and actually interviewing them, 

a general informative email was sent to the hospitalists as a reminder.  Interview arrangements 

were facilitated by the director and the administrative assistant. Some of the interviews were 

spontaneous when a provider came for his or her lunch and agreed to an interview, others 

were paged and came for interviews between patients.  The majority of interviews were held in 

a private office or lounge.  

Informed consent notices were given to the providers who agreed to be interviewed. It 

was assumed that the interviews would be done spontaneously, so the discussions were not 

audio recorded and the researcher collected detailed notes. Also, there was a small risk that 

providers would be more reluctant to participate if they were being recorded since their 

director at Summit Health was the client. There were a total of ten interviews, ranging from ten 

to thirty minutes with seven FBPs and three ABPs participating.   

The interviews started with gathering demographic information about their country of 

origin, where they went to medical school, place of residency, years of being in the US and 

years of being a physician, as well as the length of time they have been working at Summit 

Health.  The semi-structured interviews covered topics of communication style, developing 
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trust with patients, challenges for FBPs, unique issues with the research populations, and advice 

for both providers and patients.  (See Appendix A for the question template used in interviews.) 

With the exception of one provider who was willing but rushed for time, the providers 

appeared to enjoy the opportunity to discuss these issues as evidenced by their open 

expressions and willingness to talk at length.   

 

3.3  Surveys with Patients and Providers 

 In my lifetime observations as a nurse, I have noticed inconsistencies in the perceptions 

of providers and patients, where a provider states that they have a good relationship with a 

patient and the patient reports that they struggle to understand the provider and wish they 

could have a different provider.  Matched surveys were designed to measure the cross-

sectional perceptions of patients and providers.  An eight-question survey about trust, respect, 

understanding and communication was created for both provider and patients to complete. 

The survey was of original design with similar questions regarding trust and satisfaction that 

Lucas et al. (2008) used in their development of a tool to measure cultural competency. A five-

point Likert scale was chosen for user convenience.  The template was tested on a group of 

eight to ten women ranging in ages from 20s to 80s, some of whom were from the Appalachian 

group.  They advised on wording for easier comprehension.  (See Appendix B for survey forms.) 

The surveys matched provider and patient with a numerical and letter code (Ex: the survey set 

for provider 1 with patients A, B, and C were labeled 1A, 1B, and 1C).  The goal was to survey 

four patients of four foreign born providers as well as four patients of one American born 

provider for a total of twenty survey sets.  
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 The smaller hospital was selected as the survey location for simplicity and due to the 

fact that it serves the rural, less ethnically diverse part of the county.  The surveys were given to 

patients who had the same hospitalist for, at the minimum, three days and who would be 

discharged within forty-eight hours of receiving the survey.  The surveys were not to be 

completed until after the patient saw the provider for the final time, once they were officially 

discharged.   The nurse manager on the medical surgical floor advised on the least disruptive 

way to survey patients by suggesting that I go to the floor on Thursday or Friday and talk to the 

nurses and unit secretary to determine which patients had been there at least three days and 

would be capable of participating in the research.  Patients who were unable to speak or 

understand instructions were excluded from the surveys.  The nurses and unit secretaries were 

very helpful in choosing which patients met the criteria.  They had to be reminded not to screen 

out grumpy or unpleasant patients but they appropriately advised against a survey if a patient 

was not feeling well or would not want visitors for some reason.  I went to the patient rooms, 

introduced myself as a non-employee, explained the research, reviewed their demographics to 

ensure that they were either Appalachian, plain, or elderly, and requested their participation.  If 

willing, they were given an informed consent notice and the survey.  When they were 

discharged, they gave the completed survey to the unit secretary or their nurse.  Some patients 

had already seen the provider for the final time so completed the survey in my presence or 

asked me to verbally ask them questions and fill it in for them.  A few patients did not 

participate because they chose to decline or they did not know who their hospitalist was. A list 

of patients who had surveys to be collected was left for the unit secretary so she could ask 
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patients for the survey when they were checking out. Completed surveys were placed in a 

manila envelope to be retrieved the following week.   

 When a patient consented to participate in the study, their name and room number 

were written on a sticky note along with the provider’s name and placed on the coded provider 

survey.  Every week, the provider surveys were given to the hospitalist secretary who 

distributed them to the providers and collected the completed ones for retrieval the following 

week.  An informed consent notice was also given to the provider if they had not already 

received one.   

 This process took much longer than anticipated for several reasons.  Some weeks, 

census was low and only two surveys were distributed.  Sometimes patients or providers would 

forget to complete the survey. On one occasion, there was a misunderstanding about the 

surveys and by the time it was discovered, it was too late to ask the providers to complete them 

accurately. 

 Surveys were distributed and collected between August and December 2015.  Over 

thirty sets of surveys were distributed. Of the completed returned surveys, there were ten 

matched sets of surveys for FBPs, four sets for ABPs, as well as seven unmatched patient 

surveys and seven unmatched provider surveys.   

 

3.4  Patient Interviews 

 In-depth patient interviews with eight patients who had a foreign born provider in the 

past six months occurred in the final stage of data collection. The interview question template 

is provided in Appendix C.  Appalachian, elderly or plain individuals were found through 
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acquaintances and word-of-mouth which included a post to friends on Facebook.  Two were my 

relatives, one was a friend, and five were friends of friends, previously unknown by me.  The 

interviews were done primarily in the interviewee’s home with the exception of one who 

preferred her place of employment.   Each interview started with an explanation of the 

research, confirmation that the person was part of the populations being studied, and a review 

of the informed consent.   Since the interviews were audio recorded, time was spent explaining 

that identifying names would be removed from the transcript.  The consent form was signed 

and a copy was given to the interviewee prior to the start of recording. 

 

3.5  Data Analysis 

Grounded theory was used to study the interview transcripts and notes for themes that 

addressed relationships between patients and providers.  There was a mix of inductive and 

deductive coding since the interview questions were informed by the literature review and the 

assumption that facilitating positive relationships involved trust and communication. 

Transcription of the interviews was assisted by the use of Dragon software.  The transcribed 

patient interviews and notes from the provider interviews were entered in Excel workbooks 

and then exported into MaxQDA for ease of coding and analysis The quantitative data from the 

surveys were managed in Excel.  The small number of comments on the surveys were only used 

to support the findings from the interviews.  
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CHAPTER 4  

RESULTS 

4.1 Demographics 

Of the ten hospitalists interviewed, seven were foreign born providers (FBP) and three 

were American born providers (ABP).  One came to the US as a young child and completed his 

studies in the American system but all the others did their medical studies outside the United 

States and then completed a residency once they came to the United States.   The average 

number of years as a provider for both FBPs and ABPs (including time in home countries) was 

seventeen.  The average number of years in the United States for FBPs was sixteen.  Only one of 

the providers interviewed was female.  For reference, there are twenty hospitalists at Summit, 

fifteen are FBPs, all four female hospitalists also happen to be FBPs. 

Table 1. Demographics of all providers interviewed 

American (ABP) or 
Foreign-born(FBP) 

Provider 

Region of 
medical training 

Years as 
Provider 

Years in 
the US 

Years with 
Summit Health 

FBP Asia 8 10 5 

FBP Asia 10 7 3.5 

FBP US 11 30 8 

FBP Caribbean 13 9 6 

FBP Middle East 22 12 5 

FBP Middle East 22 18 4 

FBP Africa 32 22 3 

ABP Caribbean 6 life 2 

ABP US 16 life 13 

ABP US 27 life 4.5 

There were ten matched surveys with six different FBPs. They had a minimum of seven 

years of experience as a provider.  Four matched surveys were completed with two ABPs who 
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had thirty years of experience as providers.   There was one additional foreign born provider 

who had an unmatched survey. Some of the providers who had been interviewed participated 

in the surveys as well; the exact numbers of overlap are not available since the surveys were 

anonymous.  The total number of patients, including matched and non-matched surveys, was 

twenty-one though one of those did not meet the criteria and was excluded.  Of the remaining 

twenty, one was from the plain group, thirteen were Appalachian, and sixteen were elderly.   

Some participants fit more than one category; as can be seen in Table 2 nine Appalachian 

patients were also elderly.  The plain patient was not Appalachian. 

Table 2. Demographics of patients who completed the survey 

   Age<65 Age>65 

Total Patients (N=20) 4 16 

Appalachian 4 9 

Plain 0 1 

           

Table 3. Demographics of providers who completed the survey 

   FBP ABP 

 Providers (N=9) 7 2 

 Range of years in the US 8-19 yrs. life 

 Range of years as provider 7-22 yrs. 30-31 yrs. 

 

 Seven of the eight patients interviewed were Appalachian (88 percent).  The remaining 

individual was adopted and while his adopted family fit the criteria for Appalachian, he spent 

part of his childhood and adolescence outside of this community.  Three were from the plain 

groups (38 percent) and three were elderly (38 percent).  Two individuals were part of all three 

populations: elderly, Appalachian, and plain (25 percent). 
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Table 4. Demographics of eight patients interviewed 

  Age < 65     
(N=5) 

Age > 65     
(N=3) 

Appalachian 
(N=7) 

Plain            
(N=3) 

Age, Mean 54.4  78.3  64.6  68.7  

Appalachian 4  3  7  2  

Plain 1  2  2  3  

Female 4  2  6  1  

Male 1  1  1  2  

 

None of the patients interviewed were at the Summit hospital during the survey 

process.  The interviews started with a discussion about a recent FBP encounter but then 

ranged to cover visits with other FBPs and ABPs.  Two of the recent encounters with FBPs were 

with Summit hospitalists, four were with specialists in the Summit outpatient system, and two 

were with providers outside of Summit Health. 

 

4.2  Overview of Coded Themes 

 All of the data collected from the provider and patient interviews was reviewed for 

themes and coded as noted in Table 5.   

Table 5. Overview of codes based on interviews 

Patient skills Foreign-born provider skills Building trust Miscellaneous 

Involve family and 
staff 

Involve family and staff Patient part of 
team 

FBP as family 
doctor 

Trust provider Learn local culture Time and presence Elderly 

Communicate Communication: Approachable Medical 
competence 

Plain 

 Communication: Check 
understanding 

Relationship Appalachian 

 Communication: Accent Reputation  

 Communication: Loudness and 
speed 

Professional 
demeanor 

 

 Unique positives Bedside manner  

  Continuity of care  
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There were three main categories with subgroups: patient skills with a FBP, FBP skills, and 

building trust in general.  Two additional codes were for the patients’ level of acceptance of a 

FBP as a family doctor and for issues specific to the three populations.   

 

4.3  Patient skills 

 Both providers and patients were asked to offer ideas on what skills patients should 

bring to the relationship with their FBP. The questions used to elicit this data were as follows: 

 For providers: How would you advise patients to build a good relationship with their 

provider, especially a FBP? 

 

 For patients: What advice would you give other patients going to see this provider 

(FBP)?  What is the most useful skill in relating to your FBP?  What could improve your 

relationship with your provider?   

 

Figure 1. Skills patients need to bring to the relationship with foreign-born providers (FBP) 

 

25%

38%

63%

67%

67%

100%

14%

100%

29%

0% 20% 40% 60% 80% 100% 120%

Involve family and staff

Trust provider

Communicate

Percent of interviews that mentioned skills 

Specific Patient Skills for FBP relationship
Per patients and providers 

 Foreign-born provider n=7 American-born provider n=3  PATIENTS n=8



34 

The responses were primarily about the relationship with a FBP but during transcription 

and analysis, it was noticed that occasionally they seemed to broaden to include skills to bring 

to any provider relationship. The responses were divided by patient, AFP, and FBP.  Figure 1 

shows the percentage of interviews in each group that mentioned the patient skills of 

communication, trust for the provider, and involvement or inclusion of family and staff. 

Involvement of family or staff as a patient skill refers to the use of a third party when 

meeting with the provider.  This could be a family member who provides a “second set of ears” 

(I6 2015), helps ask questions and record information; or a staff member who helps to translate 

or re-explain what the provider says.  The ABPs were most likely to suggest this as a patient 

skill. Of the patients, only those over age 65 mentioned the usefulness of including family or 

staff.  Only one FBP (14 percent) suggested this as a patient skill. Note that most FBPs (71 

percent) did mention involvement of family and staff, but as a FBP skill. 

Offer trust to the provider is a skill that was most frequently mentioned by the FBPs.  

This term includes treating the provider as a human with respect and patience, recognizing that 

FBPs have the same training and competence as ABPs, and giving them a chance to prove 

themselves. Patients commented that they just have to trust that the provider is competent.  

Only 38 percent of patients mentioned the idea of a patient offering trust to the provider while 

100 percent of the FBPs did.  This indicates that the FBPs have a high value on feeling that the 

patient trusts them.  

The code communicate covers the skills of open dialogue, asking questions and listening.  

Patients need to be open with their providers and give them accurate information.  One patient 

gave the following example that applied to interactions with both ABPs and FBPs:  
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I8:  I can, I've seen enough, I know that when I'm in the hospital, they come in there and 
say, "do you got any pain?" Yes. No. If I got it: "Yes" if I don't "No." I'm not going to say, 
"Ahh, well maybe, a little bit." No, no, I don't do that. 
 
Interviewer:  Okay, yeah. So, some advice you would have for patients, then is to…?  
 
I8:  Be straightforward with it. If you've got something, tell them. If you've got a 
problem, tell them. But don't beat the bush.   

 
The patients should ask questions and if they do not understand, ask again. A provider 

shared that patients can be hesitant to ask questions because they are afraid they will not 

understand the answers.  An ABP noted that he has never seen a FBP show frustration at being 

asked to repeat something.  Patients confirmed in the interviews that they have not had FBPs 

get annoyed when asked to repeat.  Finally, patients commented that they simply need to listen 

a little more closely if there is an accent.  In one incident, listening was connected to the 

provider’s personality: “I’ve noticed people with his kind of temperament, you kind of go with 

his ideas and that’s what I’d recommend. I’ve been more of a listener than making a lot of 

suggestions…” (I7).  Of those mentioning the importance of asking questions, 80 percent were 

providers; while those who focused on the need to listen closely, 75 percent were patients.  All 

of the ABPs mentioned communication as a needed patient skill. 

 

4.4  Foreign Born Provider Skills 

Skills specific to foreign born providers were gleaned from the interviews with patients 

and providers.  The patient interviews were primarily focused on the most recent visit with a 

FBP but prior interactions with FBPs were also discussed.  Questions were about 

communication, trust and likeability, as well as general positives and negatives about the 

experiences.  In the interviews with the providers the primary questions that evoked responses 
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about FBP skills were: “What are the unique challenges for FBPs when caring for their patients?  

How do you deal with these?” and “How would you advise providers to build a good 

relationship with patients from this community?”  The resulting themes were involvement of 

family and staff, learning local culture, communication, and the unique positives of FBPs. Figure 

2 shows the percentages of responses from each interviewed group, with the providers 

separated as FBP and AFP. 

 

Figure 2. Specific skills foreign-born providers (FBP) can bring to the relationship 

 

The patients had the most to say about the skills that FBPs need to develop.  Figure 3 

illustrates which skills were most discussed by population group of plain, elderly, or 
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Figure 3. FBP skills as reported by patient populations of plain, elderly, and Appalachian 
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somebody with them that is used to hearing their accent, you know to kinda interpret, so to 

speak, if you didn't quite catch what they said.” 

Learn local culture was the least mentioned skill though it was covered by all groups—

patients, ABPs and FBPS.  Ideas ranged from the general “realize they are in America now” (I3), 

to the role of religion in this community, to specific actions: 

 Get involved in the community to experience, learn and increase understanding 

 Religion is important.  Patients may say, “I’m praying for you.” 

 Americans are more outspoken  

 Americans are more open to diversity, though homogenous communities are less so 

 Use antiperspirant 

 Be friendly and sit down 

One patient (I6) shared a time in the hospital when the FBP told her to sit down and she 

perceived this to be due to his religion and ethnicity that prevented a woman from being on the 

same level as a man.  A FBP (DR2) recounted that in his home culture, it is respectful to stand 

when speaking to a patient, but he has learned that this community perceives a standing 

provider to be a rushed provider, so he sits down. 

Communication was the skill most frequently mentioned.  This was divided into four 

subgroups in order to better explore the nuances: approachability, check understanding, 

accent, and other vocal qualities (loudness and speed).   

Approachability refers to open communication and honesty.  Three patients mentioned 

their appreciation of an honest provider who is straightforward with the medical situation.  
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Providers talked about the importance of fitting communication style to the patient which 

could mean joking with some patients while being authoritative with others.  

The importance of checking understanding was brought up by 70 percent of the 

providers in general and 100 percent of the ABPs.  Patients spoke of providers who made an 

effort to ensure they were understood.  The advice shared by providers was to use everyday 

examples to explain medical terms, not rely on the overuse of “Do you understand?” and be 

attentive to body language.  Some providers explained that it can be difficult to simplify medical 

terms and there is a risk of misunderstanding idioms or words with multiple meanings. 

Accent was the FBP skill most frequently mentioned by the patients for twenty-four 

total mentions with the providers mentioning it four times.  While seven of the eight patients 

interviewed brought up accent as an issue of concern, only two of the patients actually 

recounted negative experiences.   Patients recognized they had to listen closer and admitted 

they have anxiety about whether they will be able to understand when they go to a FBP. 

Suggestions for improvement are for providers to be intentional about looking at the patient 

when speaking to increase understanding, speak clearly, and seek language lessons if there are 

patient complaints that the accent is strong. 

The vocal qualities of loudness and speed or rate were also factors in communication. 

Forty-three percent of the FBP mentioned the importance of speaking slowly.  A suggestion was 

given to spend more time when a patient is hard of hearing. One provider reported that part of 

his communication style is to speak in a low voice.  Interestingly, the four patients spoke of the 

difficulty with the low volume of the FBPs.  Only one of these patients was elderly and she 
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offers that her hearing is not good which cause her to find the low volume of FBPs to be 

stressful. 

FBPs also bring unique positive gifts to the medical relationship.  Patients report that 

FBPs sometimes are better than the ABPs in friendliness and taking time with patients.   

I5: But the ones at the local clinic, that I've experienced, they've done everything the 
same. In fact, in fact in some ways it feels like they are working harder, if that makes any 
sense. It feels like in a way they might be actually trying, maybe they feel like they have 
to overcome some prejudice, maybe they get more prejudice here in Franklin County 
because of how backwards people are, you know maybe they feel, in fact I've had better 
experience with the foreign-born doctors, I think that I have with the American foreign 
doctors. 

Interviewer: What do they do different? When you say they have to do more, what do 
they do?  

I5:  It just feels like they are trying harder to, be friendly, communicate, making sure that 
they come across well. Take more time. I never thought about that but it just seems like 
maybe they feel, maybe they've had some negative experience where they have to be 
extra, that others don't have to be... 

Interviewer: Put in that little extra bit? 

I5:  Yeah, little bedside manner, a little: "I'm really confident even though I come from 
not-Franklin-County." 

According to both providers and patients, this may be because FBPs have had to work harder to 

overcome prejudice, are more focused on their occupation, and have more empathy due to 

their life experiences. Two ABPs observe that FBPs work hard and do not complain or use 

racism as a reason for a patient not accepting them.   

 

4.5  Building Trust 

 Relationships are built on trust. This section of the interviews was to explore general 

components that are needed to build trust in any provider-patient relationship whether with an 
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AFP or FBP. Providers were asked, “How do you develop trust with your patients?” and “How 

would you advise providers to build a good relationship with patients from this community?”  

Patients were asked several questions about how trust is built with their provider, whether FBP 

or ABP.    

 

Figure 4. General components of building trust in all patient-provider relationships 

 

As shown in figure 4, the primary themes that came out of the interviews were to involve 

patients as part of the treatment team, time and presence, medical competence, and bedside 

manner.  Reputation was also important to patients. Secondary themes are relationship, 
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professional demeanor and continuity of care. Patients were asked about the level of trust they 

had with the last FBP they saw: five had high levels of trust, two had low levels, and one was 

moderate or neutral. 

 Including patients as part of the team was mentioned as a way to build trust with 

providers in general by every interview respondent.  The three components of involving the 

patient as part of the team were defined as listening to the patient, educating the patient, and 

including the patient in decision-making.  Patients gave the following comments: 

 Not listening to what, you know, my concerns, those types of things. (I1) 
 

 I had asked him questions about (my care) and he wouldn’t answer my questions. He 
goes, ‘Well, you’re going to see a ___ consultant about that, she’ll answer all your 
questions. Tell you everything you need to know.” …  It was just another appointment 
that I had to do before I had the (procedure) but it’s like, can’t you just answer? He 
couldn’t answer a couple question I had, cause, you know, you hear all this stuff from 
other people and you just want the facts. (I4)) 

 

  He teaches. He, in a way, he explains things. Very knowledgeable. And he takes time to 
explain, that’s why I can explain what’s going on with me, because he explains without 
me even asking.  He treats me like I’m intelligent, and he doesn’t dumb it down. He 
doesn’t…he speaks in layman’s term but it’s understandable. (I5) 

 

  Sometimes they cut you off and really don’t…they, I’m the master, you are the servant, 
or something to that effect, you know, they’re just a little bit higher than what you are. 
(I6) 

 

 I don’t think he would be a person that would take suggestions very quickly, but you 
don’t have to be foreign to be that way. (I7) 

 

 I feel like we are a team actually. I feel like he and I, and my husband, are a team, and 
his nurse.  So, that’s an unusual feeling. (I5) 

 
Providers recognized their responsibility to educate and inform the patient and used 

words like “transparency,” “shared decision,” and “listen,” which showed a value of patient 
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participation. One FBP said he tries to show patients that he trusts them and recognizes that 

they are knowledgeable and just need some assistance. 

The gift of time and presence was of highest value to the patients, mentioned by seven 

of the eight patients interviewed as well as two patients in the comment portion of the hospital 

surveys.  In the interviews, all seven shared positive experiences of both ABP and FBP providers 

taking the time to listen to their needs.  When asked what they want from a provider, several 

mentioned the desire for the provider to take time to reassure them and to give them 100 

percent attention.  Interestingly, of the providers, only one FBP said spending time is a way to 

build trust.  Five patients also gave negative examples of times they were rushed.  One patient 

(I4) shared about the ongoing frustration she had with one doctor, in this case, an FBP:  

I had a lot of anxiety and then, I don’t know, he didn’t really tell me a lot…then he got a 
phone call and left in the middle of the appointment.   
 
I had a couple of other questions I wanted to ask him. He goes, “Come on, hurry up. 
We’ve got to get you over here and get your (treatment), we’ve got to keep you on 
schedule.” 
 
I was just a number, get them and get them out. 
 

For three patients, time and presence includes respecting the patient’s time.  They shared 

observations about waiting for the providers to show up for appointments or waiting for 

information. Communicating honestly to the patient about potential delays would help 

preserve trust. 

 Medical competence was a trust variable for all the patients interviewed and three of 

the FBPs.   The providers share results and review patient history in order to reassure patients 

that they are informed.  Four patients told of negative experiences where the provider gave 

incorrect information, just seemed to be following rote orders, or lacked focus.  Competence 
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was defined by patients with words and phrases like “knowledgeable”, “he actually examines 

you”, “reliable”, “know what they are doing”, “competent”, “intelligent”, and “ability”. 

 Bedside manner was referenced by 100 percent of the patients and FBPs and one ABP.  

Some physical traits mentioned were sitting down, shaking hands, making direct eye contact 

and gentle handling.  Compassionate bedside manners were described as gestures of caring, 

kindness, empathy, validation and reassurance.  General likeability attributes such as 

friendliness, smiles, nice, sense of humor were also important.  Negative bedside manner 

behaviors were described as rude, arrogant, condescending, aggressive and over confident. 

Example situations:  

 … he just kind of grabbed my hands and I can't even remember what he said to 
me, but, you could just tell he was a very caring person… yeah, I think he said, “If 
you ever need me again,” he said, “call me. And God bless you.” And I thought, 
"Wow!" (I4) 

 

 She never put me down, she goes, "I can fix that." When she looked at it, some of 
the other nurses were going on about how bad it looks, it looked awful, it looks 
like, look like I did not know a thing about what I was doing to myself. And I was 
embarrassed but she never made me feel awful. She didn't say, "What's, what 
have you been doing?" She was just, "Well I can fix that. " And I just really 
appreciated it because over at the other place, they were like, “Oh my God, what 
is this on your body?" (I5) 

 

 So I had taken all my vitamins and herbs in and I had a little bag, I mean I took 
everything, not, I wasn't taking everything at the time, but, I just wanted him to 
see everything that I could possibly take. And, he pulled one out of the bag and 
looked at it for less than 30 seconds, put it back in the bag and he goes, "Yep, you 
can take them." I go, "I can take all of them?" "Yep, you can take all of them." He 
didn't look at any of the other ones and he only looked at this for like seconds. 
And I'm like, “Oh good grief.” So, something else… oh, and then he goes, "You're 
not gonna feel like taking them anyways." (I4) 

 

 I never had a foreign doctor do like the local doctor around here, was born in the 
United States. I went once and he said that he was surprised that in my condition 
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I'm still living. Well, I told somebody that if he had met up with the right person 
they might have given him a sock for talking like that. (I7) 

 

 He was on one side of the bed, I was in the bed, and my daughter was standing 
over here. And he was standing over here and they were discussing me. And 
finally he said to her, "You sit down; you bother me standing up." Rude! Rude is 
the word we put to that…he was standing, but, he was a Muslim, I'm sure, 
because he couldn't stand a woman being equal height with him, she had to be 
down, he had to be up. That's our interpretation of that one. (I6) 

Reputation was not mentioned by providers at all but was brought up eleven times by 

five of the patients.  The positive or negative experiences shared by other people influences the 

trust a patient has for a provider even before the first meeting. One patient relies on the 

internet to research the reviews, experience, and credentials of a provider.  Self-

recommendation may be helpful too: a patient reported having more trust in a provider after 

he told her his past experience and showed her statistics of his success rates. The 

recommendations of others can even build trust beyond the provider to include the hospital or 

health care system.  

The less frequently mentioned variables were relationship, professional demeanor, and 

continuity of care. For two patients, trust is built over time-- they trust providers because of a 

long or ongoing relationship with them.  Two patients and one provider discussed the 

importance of being professional. Patients lost trust in providers who were unprofessional 

towards coworkers.  One patient and one provider felt that good hand off or communication 

with subsequent providers helped to build trust.   

The intention of the matched surveys was to look at the perception of the relationship 

in terms of trust, communication and respect.  In general, the responses were primarily positive 

with 87 percent of the survey responses as “strongly agree” (see table 6).    
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Table 6. All survey responses, by response type 

All 42 surveys   28 Matched surveys 

 Provider 
responses 
(N=168) 

Patient 
responses 
(N=168) 

Total 
(N=338) 

Provider 
responses 
(N=112) 

Patient 
responses 
(N=112) 

Total 
(N=224) 

Strongly 
agree 

138 154 86.90% 90 100 84.82% 

Somewhat 
agree 

25 12 11.01% 18 11 12.95% 

Neutral 3 0 0.89% 2 0 0.89% 

Blank 2 2 1.19% 2 1 1.34% 

 

 

Figure 5. Responses to survey other than "Strongly Agree" 

 

As seen in figure 5, understanding, trust, communication, and likelihood of requesting 

same provider in the future were the attributes most likely to have responses of “somewhat 

agree.”  The providers offered “neutral” as a response for the level of respect for the patient 
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and likelihood of requesting the same provider.  There were no negative responses of 

“somewhat disagree” or “strongly disagree”. 

 The six comments were from patients who reported positive experiences that included 

being listened to and receiving straightforward honest explanations. One surveyed patient 

observed that the provider seemed to be in a hurry.  Suggestions for changes were primarily 

offered by providers. 

 I could be more forceful advocate for patient with specialist. 

 I should be less judgmental about patients who seek narcotics. 

 I'm not sure she entirely believed my explanation of pathology. 

 Involve the family earlier in hospital stay. 

 More time with patient-family presence would have been better. (Surveys) 

 

4.6  FBP as Family Doctor 

 All patients were asked if they would be comfortable with a FBP as a family doctor.  

Three had no reservations about having an FBP as a family doctor.  Two Appalachian patients 

(one was elderly and hard of hearing) would not want an FBP as a family doctor due to 

potential communication difficulty.  One person would prefer an ABP but if she has to, would 

want a female FBP.  The remaining two people would accept a FBP with the condition that they 

speak good English and there is good level of trust.  All the patients seemed to want to be 

accepting of FBP.  This question led some patients to self-reflect on whether they were 

prejudiced.  They recognized that they simply have not had exposure to many accents or 

foreigners and that this affects their ability to communicate and feel at ease with FBP.  One 
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patient (I1) pointed out that the FBP may be the better option sometimes even if they are not 

the first choice. 

…say there is two doctors in the practice and I knew nothing about their
background. I probably would choose the American one just because it is easier 
to communicate. But in the experiences that I've had with foreign doctors, that 
really makes no sense because they sometimes have been the better doctor of 
the two.  So I, I think preconception is, "Argh, I'd rather just deal with somebody 
that is American that I can communicate with."  And then you get in there, and 
you're like, "I don't really like this doctor, why did I not consider the other one?" 

4.7 Specific Populations 

In the provider interviews, there was a brief discussion of the unique needs of each of 

the research populations: Appalachian, plain, and elderly.  Some population specific 

information was also shared in patient interviews. Trends cannot be extrapolated from the 

patient interviews due to limited representation so this is information for further research. 

It is more difficult to identify patients who are Appalachian since they do not have easily 

identifiable markers in the medical record.  Providers report difficulty understanding and 

building trust with Appalachian patients.  According to the providers interviewed, Appalachian 

patients have a higher tendency for substance abuse and are often on disability, sometimes for 

reasons that even the patient does not know. Three Appalachian patients recognized that since 

they have not had much exposure to people with accents, they struggle with clear 

communication and understanding with their FBP. 

Several providers report that the plain patients are rewarding to work with as they have 

low substance abuse issues and are fairly compliant.  Other providers find the plain population 

frustrating as they seem untrusting and non-compliant because of a preference to limit medical 
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interventions (example: no vaccines, minimal birth interventions, and limited medications).  

One provider explained that plain patients have an acceptance of medical limits and strive to be 

good stewards by declining non-essential tests.  If the plain patient is allowed to direct their 

care, it may be less frustrating for both parties.  They may also respond best to a provider with 

a humble approach. A plain patient (I7) explained, “our culture…they’re not quite as brag-gy on 

ourselves as some people.”  

Elderly patients are trusting, compliant, and too considerate to complain according to 

the providers.  Among this population, there is still a high regard for providers so they will 

generally be polite regardless of provider ethnicity. They will nod in agreement even if they do 

not understand.  It is best to write information down for them as they like details.  An elderly 

patient with hearing loss said that being able to clearly see the provider’s face and lips helps her 

understand better, especially if there is an accent.  Since dementia and hearing impairment are 

more common, family involvement is helpful according to the providers.  One of the elderly 

plain patients (I3) that was interviewed described her provider as an FBP because she was “big, 

black, and had many pigtails.”  She was fairly dissatisfied with the care of the provider but did 

not request another provider.  Due to a personal relationship, I accompanied this patient to 

subsequent visits where the patient treated the provider with polite respect but did not ask 

many questions. Later, the patient thanked me for being there and asking questions.  

Incidentally, when the provider was asked about her background, it was discovered that she is 

not an FBP but a first generation American.  This illustrates the underlying current of 

xenophobia that runs through this community: if they don’t look like me, they must be a 

foreigner. 
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CHAPTER 5 

  DISCUSSION OF FINDINGS 

 How can positive relationships be encouraged between patients and providers in this 

rural community?  From the interviews, it is evident that it requires participation from both 

sides of the interaction. The bulk of responsibility rests with the provider.  This is in part from 

patient expectation and in part because the medical system is consumer driven which 

empowers the patient with choice: if the relationship is not working, they can go elsewhere. 

However, illness can affect power and place the patient in a weaker position.  The provider, 

with both power and knowledge, has the responsibility to guide the patient relationship as they 

navigate together towards improved health.

 

5.1  Patient Skills 

Included in the Patient Bill of Rights that is offered to every patient on admission is a list 

of patient responsibilities.  Summit Health’s expectation of patients is shown below alongside a 

general Consumer Rights and Responsibilities from Medline Plus.  Both lists recommend that 

patients communicate with their provider openly and honestly so this is not a unique skill for 

just relating to FBPs.  There is also a mention of respect that correlates somewhat to the 

patient skill of trust for the provider but there is no mention of involving family or staff in the 

care.   
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From Consumer Rights and Responsibilities  

 Give your providers the information they 
need, and clearly communicate what you 
want and need. 

 Be involved in making health care 
decisions with your health care providers. 

 Work with providers to develop and carry 
out the treatment plans you choose. 

 Use the health plan's internal complaint 
and appeal process to address concerns 
that may arise. 

 Avoid knowingly spreading disease. 

 Recognize the risks and limits of medical 
science, and know that providers are 
human and can make mistakes. 

 Be aware of a provider's need to fairly 
provide care to other people and the 
community. 

 Learn about your health plan's coverage 
and options (when available), including 
covered benefits, limits, services that are 
not covered, rules regarding information 
use, and how to appeal coverage 
decisions. 

 Show respect for other people and health 
workers. 

 Make a good-faith effort to pay your 
health care bills. 

 Follow procedures outlined by your 
health plans and providers. 

 Report wrongdoing and fraud to the right 
resources or legal authorities. 

From Patient’s Bill of Rights at Summit 
Health:  Your Responsibilities 

 Tell us about all of your medical 

conditions and problems, past and 

present, and advise us of past 

hospitalizations. 

 Tell us what medication you are taking 

 Answer questions about your health 

honestly and completely 

 Cooperate with the staff and ask 

questions about things you don’t 

understand 

 Think about the other people in the 

hospital and minimize the noise and 

visitors in your room 

 Respect the things that belong to others 

and to the hospital 

 Help the doctor and staff take care of you 

by following their orders 

 Take only the drugs ordered and given by 

the hospital staff 

 Take no alcohol or illegal drugs while you 

are here 

 Notify the staff of any discomfort 

 Tell your doctor or nurse if your pain is 

not relieved 

 Pay for your care 

 
Source: https://www.summithealth.org/patients-
visitors/patient-rights 

 
 

Source:https://www.nlm.nih.gov/medlineplus/ency/
article/001947.html 

 

Asking questions and sharing pertinent information with the provider are part of 

communication competence that providers expect from their patients (Scholl, Wilson, and 

Hughes 2011).  Only two of the FBPs brought up the patient skill of communication.  This may 

be due to insecurity or an assumption that communication failures are the FBPs’ fault since 

https://www.summithealth.org/patients-visitors/patient-rights
https://www.summithealth.org/patients-visitors/patient-rights
https://www.nlm.nih.gov/medlineplus/ency/article/001947.htm
https://www.nlm.nih.gov/medlineplus/ency/article/001947.htm
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English is a second language.  Every one of their ABP colleagues pointed out the patients’ 

shared responsibility for communication. In the FBP relationship, patients need to feel at ease 

when asking providers to repeat or explain again until they understand.  Listening attentively is 

more important when communicating with a provider with an accent.  Patients can be 

reassured that the provider wants them to understand and does not mind repeating or re-

explaining until they do. 

The issue of trust and respect is important in the relationship with a FBP.  The fact that 

trust was brought up in every FBP interview indicates that it is an issue that the FBPs probably 

face frequently.  The initial level of trust may be lower due to ethnic discordance between the 

provider and patient.  However, as Street et al. (2008) found, patients may find similarity with 

their providers based more on age, gender and the provider’s communication skills rather than 

ethnicity.  This is validated in the current research by the patients’ reports that a FBP may be 

preferred over an ABP. While the patients shared six negative experiences about FBPs, they also 

told two negative experiences about ABPs; and five patients reported very positive experiences 

with FBP.  One patient noted that she would be willing to have a female FBP as a family doctor.  

Humans are often more reasonable than expected so a gentle reminder to patients to offer 

initial trust and confidence to a FBP (or more simply: give them a chance) may be helpful in 

launching a successful relationship.  

Involvement of patient and staff is a skill for both patients and FBPs. It was the least 

mentioned patient skill in the research but that should not negate it as a useful 

recommendation for patients.  Since politeness is a high value in this community, especially 

among the elderly, there could be reticence about taking the staff’s time.  If communication is 
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not successful, the medical care also risks not being successful.  Patients should be reminded 

that family is welcome and that the staff is there to assist them in getting better which includes 

helping the patient understand and be involved in their care.   

 

5.2  FBP Skills 

Foreign born providers have much to offer to our communities by filling the need for 

qualified providers (James 2008).  Their life experiences may give them an additional level of 

empathy and dedication.  All the patients interviewed had suggestions of how to improve the 

FBP-patient relationship which shows that there is room for improvement but also indicates a 

willingness on the part of the patients to engage with FBPs.    

The results of this research show that while FBPs are being moderately accepted, 

communication is still a large barrier along with occasional cultural differences.  Communication 

is a major skill that the FBP needs to be conscientious about developing. It is foundational to 

the medical relationship (Ahmed 2007; Perloff 2006).  Patients focused on accent and loudness 

while FBPs recognized the need to slow down their speech.   All three ABPs and over half the 

FBPs emphasized the need to check the understanding of the patient.  Several patients 

suggested that the providers learn English but, since all the providers were speaking English, 

they were presumably referring to the accent.  Only two of the FBPs mentioned accent; this 

could be due to a feeling that an accent is not easy to change.  One FBP (DR2) who did talk 

about accent said that he has not had many complaints about his accent. While I agree that he 

was fairly easy to understand, I wonder if there is a simple, judgement-free platform for 

accurate feedback to be given.  Everyone has accents, even the patients; how can one limit the 
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damage accents can cause through misunderstandings?  My recommendation is to focus on the 

initial interaction. The provider should speak slowly and slightly louder than average according 

to the patients’ comments during the interviews. If receiving complaints that his or her accent is 

difficult to understand, the provider could consider investing in accent improvement classes.  

The provider should watch for body signs of understanding as well as audibly confirming 

comprehension. One AFP (DR10) cautioned against the overuse of asking, “Do you 

understand?” as it can become rote and ineffective. Fostering an atmosphere of dialogue is 

crucial.  Patients can be misunderstood by providers as well.  The relationship should allow for 

questions and feedback to flow between the patient and provider in order to maximize 

effective communication (Scholl, Wilson, and Hughes 2011). 

FBPs were most likely to suggest the necessity of involving family and staff in a patient’s 

care.  In some ways, this is the easiest way to address the communication barrier.  When the 

third person is a staff member who is accustomed to the provider’s accent and personality, they 

can share the burden of cultural competence by serving as English-English interpreter, 

educator, and cultural broker.   Family members can share the patient responsibility of being 

understood and asking follow up questions. This may improve both communication and patient 

involvement by breaking down the potential power imbalance in the patient-provider dyad and 

sharing it in the team of patient-staff/family-provider but that is beyond the scope of this study 

and would be a subject for future research. 

 Cultural competence on the part of the provider should include understanding the 

majority culture not just minority culture. One shortcoming of FBPs according to Howard et al. 

(2006) is that their training may not have included cultural sensitivity and competence.  Two 
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antecedents to cultural competence according to Suh (2004) are encounters with another 

culture and knowledge of worldview, language, history, and socio-political issues. Patients 

suggested that the FBPs learn local culture.  Being involved in community life would give 

visibility to the provider and allow for them to be known as a person, producing the dual 

benefit of increased understanding of the community worldview for the provider and increased 

trust from the patient.   

In sum, FBPs should intentionally develop skills in the general realm of communication 

and cultural competence.  The daily concrete acts are to speak loudly and slowly, attempt to 

control the accent, and confirm that the patient has understood. In addition, they should 

become a student of the community in order to understand the patient’s worldview.   

 

5.3  Building Trust 

 The elements of trust development are applicable to all providers.  There was not a 

control group in this research to compare if trust is more difficult or more slowly built in 

relationships with FBPs in this community.  If there are higher levels of trust and satisfaction 

when patients and providers are similar as Street et al. (2008) reports, then there may be lower 

levels when the patient and provider are not similar so it is important for FBPs to be intentional 

about building trust.   This may be frustrating to the FBPs but investing the time to build trust 

can pay off in better health outcomes (Howard et al. 2006). 

The numerous mentions on the value of time, presence, and a good bedside manner by 

both providers and patients indicates that an emotional connection is important. Some patients 

spoke of trust being built over time, through several encounters.  While relationship was 
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considered a separate variable, it is part of the emotional component of trust building.  

Providers mentioned the value of shaking hands and introducing themselves but patients 

focused on friendliness and feeling a sense of compassionate caring.  Patients valued eye 

contact and having the provider sit and spend time listening to them. Only one of the providers 

mentioned the importance of giving time and presence to the patient but considering the 

examples provided by the patients in section 4.5, it is evident that many providers are 

managing to do so.   Why the discrepancy? Are providers focused on the medical component so 

they do not recognize the importance of time?  Is it too ambiguous since it is hard to determine 

when “enough time” has been offered?  From observation of the medical field, my opinion is 

that providers feel the pressure of time and often wish they could spend more with patients 

but always fall short so they might not have viewed time and presence as an attainable way to 

build trust.  Handshakes and introductions may be perceived as more important to providers 

since they are professional gestures.  From what was said during the interviews, patients valued 

observing professional behaviors between provider and other staff however when talking about 

the patient-provider interaction, they preferred relational and emotional words like “gentle”, 

“compassion”, “jovial”, “kind”, “awesome”, and “really care.”  The expectation or goal can be 

summed up: “He treats us like we are friends” (I5). “Act like I am the only person in the world. 

100 percent attention.” (I6) Treat patient as a family member (D2).  One patient (I1) sets a 

slightly lower expectation: “They don't always have to be the nicest person, but I have to feel 

that they have my best interest and do want to treat the problem and not blow it off.”  

Warm emotional connection is just one piece; quality care is another piece of building 

trust.  Patients need to be reassured that the providers have the necessary and correct 
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information, have thought through the options, and are providing the best treatment.  One 

patient (I2) spoke of feeling neutral about her FBP because he seemed to “just be following 

orders.”  The link in emotional connection and quality care is that the patient does not want 

cookie-cutter treatment but wants a unique treatment plan fitted to his or her situation.  

When the patient is included as part of the medical team, they develop trust according 

to every patient interviewed. A provider (D3) explained that patients are a source of knowledge 

so the provider needs to listen to them and their concerns.  They are seeking care because they 

lack some knowledge so the provider offers that through education and explanations.  With the 

joint contributions, diagnosis can be made and treatment can be planned. This is similar to the 

Ask, Share, Compare, and Negotiate (ASCN) tool used for cultural competent care (Kutob et al. 

2013). Honesty and having everything in the open respects the patient as part of the team and 

demonstrates trust.  “I want him to be straightforward. I don't want him beating no bush, and I 

want him to be honest. If he can do them three things, I, I can trust him.” (I8)   

The importance of reputation was unexpected.  Word of mouth recommendations, or 

condemnations, are probably the most powerful but the role of the internet should not be 

underrated. Though the older population might be less likely to utilize the internet’s resources, 

patients in general are becoming more aware of the medical-related resources online. Patients 

reported that they can find out the providers’ training, see published articles which may 

indicate areas of interest, learn where they worked before, see success rates, and sometimes 

read patient reviews.  On the website for Summit Health, basic information is available about 

each provider.  Some providers had interviews posted on their demographics page.  I found that 

the more information I read on the provider, the more I, as the researcher, felt warmth and 



58 

interest in them even though I had never met them.  Providers should utilize the power of the 

internet to start the process of building trust with the patient and the community by sharing 

information that shows their humanness as well as professional achievements.  

The foundation to a positive relationship is trust.  Medical competence is crucial since 

patients are looking for quality medical treatment.  Ensuring that the patient is part of the team 

shows value for the knowledge they bring and increases the likelihood of compliance with the 

negotiated treatment plan, and subsequently brings positive health outcomes.  The emotional 

component of warmth and compassion brings this all together to connect with the patient and 

provider and allow the medical skills to be implemented.  A positive reputation can jumpstart 

the process of trust in the relationship with the next patient. 

5.4 Deliverables 

The research sought to find if trust and good communication can be built between 

patients and FBPs and if so, how.  The results indicate that trust and good relationships do exist 

between some patients and FBPs and proposes skills that both patients and providers can 

develop to strength positive relationships with one another.  

These results were shared with the Associate Director of the Hospitalists in an executive 

summary. Figure 6 illustrates the primary pieces to building trust in provider-patient 

relationships in general. For FBPs, this structure is more like a Lego set as shown in figure 7 

where additional blocks are needed to support the columns to solidly build trust. 
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Figure 7. Model with components for building trust for foreign-born providers 
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Figure 6. Model of components that build trust between providers and patients in general 
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Summit Health is working on an introduction card for each provider that can be given to 

patients upon admission. Figure 8 is a sample of what could be added to the cards of FBPs to 

encourage patients to develop the skills needed to improve the relationship with their FBP. 

1. I want you to understand me.  Please ask me to repeat or explain again if needed.  I 

don’t mind repeating and will repeat as often as necessary. 

2. I want to understand you.  Be open with me about your symptoms and concerns so that, 

together, we can find the best treatment for you. 

3. Have a family member be with you at our visits to help take notes, ask questions, or 

explain. 

4. If you are having trouble understanding, please ask for a nurse to be present to help 

explain. 

Figure 8. Proposed addition to introduction card for FBP that is to be given to patients. 

 

5.5  Limitations 

 Some limitations to this study are as follows:  

 The small size of the patient populations interviewed.  Seven of the eight were 

Appalachian but there were only three individuals interviewed from each group of the 

plain and elderly populations. Some patients overlapped into two or all three of the 

population groups. 

 The patients interviewed were not all reporting on experiences within the Summit 

Health system.  Two had Summit Health hospitalists, four had Summit Health outpatient 

providers, and two had providers from outside of Summit Health.   

 The interviewer’s relationship to those interviewed may have affected patient responses 

since trust also plays a role in the research relationship.   This is particularly possible for 

the patients who were previously unknown to the interviewer.   
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 The patient surveys were completed at the time of discharge which may have given 

false positives.  At discharge, patients are feeling well and looking forward to finally 

going home so they may have felt more kindly towards the provider and gave higher 

ratings; or in their eagerness to return home, may have just quickly marked “strongly 

agree” rather than thoughtfully completing the survey.  In addition, surveys that 

measure patient satisfaction may not be reliable according to Sitzia (1999) who notes 

they are often not well tested for validity and reliability. 

 

5.6  Suggestions for Further Research 

The literature is scarce on cultural competency of FBPs and patient acceptance of FBPs.  

Rather than proving causative factors or links, this research suggests improvement specifically 

for FBP-patient relationships and generates ideas for further research. This research focused on 

a rural community in Pennsylvania but due to limited number of patient participants, 

subsequent studies would be needed to confirm the results.  

Trust is elusive.  Personality, emotional state, time of day, level of hunger may all be a 

factors in whether or not trust is built during any given interaction.  Further research is needed 

on trust development.  Are the components of medical competence, patient on team, bedside 

manner and reputation important in building trust in other communities as well?   What is the 

role or influence of non-provider medical staff in building trust? What is the perfect balance of 

time that meets the patients’ expectations and needs while also allowing the providers to 

efficiently manage their daily workload? 
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Bedside manner was an important value to the respondents.  The definition of good 

bedside manners seems to vary between cultures. Are there universal components of good 

bedside manner? Does the level of cultural competency of the provider positively correlate to 

good bedside manner according to the perceptions of the patient?  

Interpreters are used when the provider and patient does not share a language.  The 

literature shows that it is preferable to NOT use family members as language interpreters.  

According to this research, families are encouraged to be a part of a patient’s care.  Does the 

inclusion of family or staff support the patient and provider relationship or does it negatively 

intrude on the relationship? How does the presence of family or staff affect the power balance? 

 

5.7  Contribution to the Field of Research 

The actions proposed by this research concurs with recommendations suggested in the 

literature review of Chakrabarty (2012), Norris (2013), Pho (2006), and Selby et al. (1999) but 

through the framework of cultural competence.  It is implicit in most cultural competency 

discussions that the provider is from the dominant, powerful culture extending cultural 

competence down towards the patient who is a member of a minority group.  This current 

study looks at cultural competence in the opposite direction, flowing upstream from patient to 

provider.  Patients from the dominant majority group are seeking care from and needing to 

accept providers from minority groups.  The difficulty is teaching and developing cultural 

competence in the public sphere of the general population, who are or will be patients at some 

point.  Providing prompts to individuals at the point at which they become a patient can coach 
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them through the relationship building process.  A positive relationship with one FBP hopefully 

will lead to faster acceptance and positive relationships with the next one.   

Providers are still in the dominate group or biomedical culture so FBPs share a role in 

finding cultural competence in the provider-patient relationship.  This study offers concrete 

ways that FBPs can improve the cultural competent qualities of self-awareness, cultural 

sensitivity and flexibility.     
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CHAPTER 6  

REFLECTIONS 

The research did not find the resistance to FBPs that I originally suspected to be in the 

community. This may have been due to the small number of interviews and the difficulty of 

reaching a deep level of trust and frank honesty in a forty-minute exchange.  When this 

research was designed, I assumed I would still be an employee of Summit Health and would be 

able to recruit newly discharged patients that I was interacting with regularly.  Unfortunately, 

work and family changes muddled the plan.  In addition, a staff member at the hospital noted 

that there have been changes in the hospitalists since the beginning of my time as a care 

coordinator so some of the providers that I was hearing complaints about may have moved 

elsewhere.   My interactions with the providers were positive. I was intimidated by some of the 

providers that I had not met before but was honored that they generally were very willing to 

take the time to chat with me both during the interview process and when I was at the hospital 

distributing surveys.  I was also impressed by the support and positive comments the American-

born providers had regarding their foreign-born colleagues.  

Patients were open to sharing with me as well.  The patients that I met in the hospital 

appeared keen to help me when I gave them the surveys though due to the low rate of 

completion, this may have been politeness with the surveys being forgotten in the joy of being 

discharged.  In the community, the patients I met welcomed me into their homes even though I 

offered to meet at my home or at a neutral place like a church or library.  I was humbled by the 

recognition that they were making themselves vulnerable as they shared their experiences and 

opinions.  
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APPENDIX A  

PROVIDER INTERVIEW TEMPLATE 
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Provider interview (semi-structured)  Date: 

Demographics 
Born in 

Medical school in the US/ outside the US. 

Has been a doctor for _____________ years. 

Lived in the US for ______________ years. 

Worked for Summit Health for ____________ years. 

How do you describe your communication style? And your way of interacting with patients? 

How do you develop trust with your patients? 

What are the unique challenges for FBPs when caring for their patients?  How do you deal 
with these? 

Is there anything specific when working with the elderly/Appalachian/plain?  How do you 
deal with these? 

How would you advise providers to build a good relationship with patients from this 
community? 

How would you advise patients to build a good relationship with their provider, especially a 
FBP? 

Anything else you want me to know? 
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APPENDIX B  

MATCHED SURVEYS 
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Provider survey Number _______
I was born in (country)____________________.

I went to medical school in the US / outside the US. (circle one)

I have been a doctor for _____________ years.

I have lived in the US for ______________ years.

I have worked for Summit Health for ____________ years.

How strongly do you agree or disagree with these statements?

Strongly 

agree

Somewhat 

agree Neutral

Somewhat 

disagree

Strongly 

disagree

1.       I listened well to this patient

2.       I explained things thoroughly to the patient

3.       I felt the patient respected me

4.       I respected the patient

5.       I felt that the patient trusted me

6.       I feel like the patient understood me completely

7.       My patient and I had good communication

8.       I think the patient would ask for me to be their doctor in the future

9.       If I could change one thing about the interaction with this patient, it would be: 

10.       Additional comments:

Thank you for your time!

Patient Survey                                                                           Number                       ___________

Age:                               

Gender: 

For most of my life, I have lived within 100 miles of Waynesboro Yes     /     No (Circle one)

My family has lived in this area for at least 4 generations. Yes     /     No (Circle one)

I am a member of the "plain" community. Yes     /     No (Circle one)

How strongly do you agree or disagree with these statements?                

(Place an "X" in the box that matches your opinion)

Strongly 

agree

Somewhat 

agree Neutral

Somewhat 

disagree

Strongly 

disagree

1.       My doctor listened to me

2.       My doctor explained things to me thoroughly

3.       I respect this doctor 

4.       I felt that this doctor respected me

5.       I trust this doctor

6.       I understood this doctor completely

7.       My doctor and I had good communication

8.       I would request this doctor again if I was in the hospital

9.       If I could change one thing about the interaction with this doctor it would be:   

10.       Additional comments:

Thank you for your time!
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APPENDIX C  

PATIENT INTERVIEW TEMPLATE 
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Patient (Community) Interview (semi-structured)    

Demographics:   Male/Female, Age________, Plain/Appalachian    

Specific FBP visit:    

When did you most recently have a FBP?  How many visits/interactions?     

How do you like/feel about this doctor?    

Tell me about the level of trust you have with this provider.      

How does this compare with other medical providers you have? Are other providers ABP or FBP?  

How did you feel about the communication with this provider?     

How does it compare with your communication with other medical providers?   

What were positives/negatives?    

What could have made it better?    

If you could give any advice to the provider, what would you say?    

What advice would you give to other patients going to see this provider?    

General FBP:     

Have you had positive experiences with other FBPs?  What made it positive?   

Have you had negative experiences with other FBPs? What made it negative?   

What has been the most useful skill in relating to your FBPs?    

What would improve your relationship with your FBPs?    

Could you have a family doctor that is a FBP?  Why/why not?    

General Trust:    

What is most important for you to have with your doctor?      

               (trust, respect, quality medical advice, listening skills, etc.)    

What does it take for you to trust your doctor?    

How is trust built between you and your doctor?    

    

Do you have any additional thoughts on how to help FBPs improve the relationships with their patients? 
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