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ABSTRACT

Introduction. A comprehensive definition of culture encompasses
shared norms, beliefs, expectations, language, and customs, all of which
are crucial considerations when working with patients with limited
English proficiency (LEP). In this study, the authors examined how
language, external influences, and patient-provider relational factors
associated with decisional conflict in prenatal care patients.

Methods. The authors conducted a cross-sectional study to assess
decisional conflict related to postpartum contraception, elective induc-
tion, and newborn feeding methods. The survey included questions
about demographics, communication methods, external influences,
and provider trust, and was distributed to prenatal care patients who
spoke either English or Spanish. Data analysis involved using descrip-
tive statistics and chi-square analyses.

Results. Out of the 23 respondents, 12 were Spanish-speaking and 11
were English-speaking. Spanish-speaking participants were less likely
to have health insurance compared to English-speaking participants
(1, N = 23) = 3.67,p = 0.016). There was no statistically significant dif-
ference in decisional conflict between English- and Spanish-speaking
participants. Religion affected 11 of 23 participants’ decisions, while
partner expectations influenced 10 of 23 participants. Working with an
interpreter and the quality of interpretation were crucial for Spanish-
speaking individuals. Most participants (59%) felt that the provider’s
understanding of the patient’s cultural background was important for
decision-making.

Conclusions. While there was no association between language dis-
cordance and decisional conflict, several factors influencing prenatal
decision-making were identified. The use and quality of interpretation
significantly affected decision-making and should be prioritized for
patients with LEP. Religion and partner expectations were found to be
highly influential in decision-making. Respondents also emphasized
the importance of the provider’s understanding of the patient’s cultural
background. Kans J Med 2024;17:11-15

INTRODUCTION
Shared decision making (SDM) involves multiple parties reach-
ing a consensus about a preferred treatment and is a growing clinical
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practice.! While there is no definitive model for this approach to patient-
centered care, there are guiding principles. SDM prioritizes patient
autonomy and beneficence by providing patients with adequate infor-
mation about their options to aid in their informed decision-making.?
This approach has improved patient satisfaction, clinical outcomes,
adherence to treatment, and lowered incidences of decisional conflict
and regret.*® Decisional conflict refers to an individual’s uncertainty
about the course of action when choices involve risk, loss, regret, or
challenge personal life values.® As patients assume greater responsibil-
ity for their health decisions, evaluating the efficacy of SDM and its
correlation with experiencing decisional conflict becomes increasingly
important.

Decisional conflict is essential to evaluate not only for assessing the
effectiveness of SDM and communication, but also for understanding
the factors that contribute to a patient’s role in decision-making, Previ-
ous studies indicate a higher incidence of poor-quality patient-clinician
communication and SDM among non-White individuals, patients with
limited English proficiency, families of lower socioeconomic status, and
patients with lower education levels.” Providers and patients speaking
different languages are associated with worse communication, which
could impact SDM. Therefore, it is crucial to investigate how language
discordance and culture might impact the degree of uncertainty regard-
ing medical decisions in patients with limited English proficiency.’

Prenatal care is an area of medicine where SDM is particularly
important, as pregnant women are required to make numerous deci-
sions for both them and their child.' These decisions include choosing
abirth control method, determining the mode of delivery, and selecting
feeding options for the newborn. These decisions often involve SDM, as
there are usually multiple options without a clear right or wrong choice.

Many prenatal decisions also are subject to cultural, familial, and
societal influences.'*!" Coast et al.'” created a systematic mapping of
interventions that have been implemented to address cultural factors
that affect women'’s use of skilled maternity care, stating that,

“Childbirth, and the time around birth, is a social and cultural event
that is often governed by [societal] norms. However, in most soci-
eties, the dominant culture, expressed through social institutions
such as the healthcare system, requlates how health issues are both
perceived and addressed.”

Understanding the impact of linguistic, cultural, familial, and social
experiences is crucial for physicians to comprehend the drivers behind
patient decision-making, especially in non-white individuals.”” Provid-
ers need to consider these cultural and societal influences as integral
components of the SDM process, particularly in the context of deci-
sional conflict. This study aimed to identify factors associated with
decisional conflict in prenatal care, including language proficiency, cul-
tural influences, and patient-provider trust.

METHODS

This cross-sectional study included patients from two safety net
clinics in Kansas City: The University of Kansas Medical Center’s
(KUMC) Maternal Options that Matter (MOM) Clinic and Jaydoc
Free Clinic’s Women’s Health Initiative Program (WHIP). We dis-
tributed surveys to consenting patients receiving care at these clinics.
Inclusion criteria were being 18 years or older, English- or Spanish-



speaking, receiving prenatal care at either clinic, and having made or
being in the process of making decisions regarding postpartum birth
control, elective induction versus spontaneous labor, and breastfeeding
versus formula feeding. We excluded patients under 18 years old and
those unable to complete a survey in English or Spanish. We distributed
the surveys across various weeks of gestational age during pregnancy,
but the timing of survey completion and specific weeks of gestational
age were not recorded by the research team.

The survey comprised 35 items, incorporating Likert scale and
binary response options. It gathered demographic data on race, eth-
nicity, birth country, education level, primary language, and health
insurance status. To assess decisional conflict, the validated SURE
(Sure of myself, Understand information, Risk-benefit ratio, Encour-
agement) questionnaire was included."* This 4-item checklist screens
for clinically significant decisional conflict, with a cutoff score of <3
out of 4 indicating such conflict.*" In addition to the SURE question-
naire, the survey included researcher-developed questions on external
influences (seven questions) and the impact of language interpretation
quality and method (three questions) on decision making. Further-
more, it featured researcher-developed inquiries on patient trust in
providers, focusing on gender and racial background, cultural under-
standing, and perceived patient interest (four questions).

This study received approval from the KUMC Institutional Review
Board. Surveys were distributed using Quick Response (QR) codes
on paper within the clinic space, directing participants to individual
surveys on their personal devices. Informed consent was obtained
before initiating the survey, and no incentives were offered for par-
ticipation. Survey completion was estimated to take 10 minutes. Data
collection and management were conducted using REDCap” elec-
tronic data capture tools hosted at the University of Kansas Medical
Center."”'® We used descriptive statistics and chi-square to analyze the
data.

RESULTS

Atotal of 23 patients completed the surveys: 11 responded in English
and 12 in Spanish. The response rate is unknown as documentation
of those who did not complete the survey was not recorded, given the
convenience sampling method during clinic visits. Summary of patient
demographic data is presented in Table 1.

When comparing groups through chi-square analysis, a significantly
higher proportion of English-speaking respondents anticipated having
health insurance after birth compared to their Spanish-speaking coun-
terparts (x*(1, N = 23) = 3.67, p = 0.0161). English-speaking respondents
were predominantly from the U.S. or Mexico, while Spanish-speakers
originated from various countries in Latin America.

As shown in Table 2, there was no significant difference in decision-
al conflict rates between English- and Spanish-speaking participants
regarding postpartum contraception, elective induction, and method
of newborn feeding (x*(1, N = 23) = 4.296, p = 0.637). The highest level
of decisional conflict was observed regarding elective induction, while
the lowest level was related to feeding method. However, there were no
significant differences between English- and Spanish-speaking patients
(*(1,N =23) = 3.701,p = 0.296).
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Table 1. Study population demographics.

. English Spanish
Demographics Respondents (n =11) | Respondents (n=12)
?ngl;;‘; ti”gf);fs“my 234+ 3.0 269+ 5.6
Ethnicity (%)

Non-Hispanic/Latinx 3(27.3%) 0(0%)
Hispanic/Latinx 8 (72.7%) 12 (100%)
Race (%)
White 5 (45.5%) 4(33.3%)
Black 1(9.1%) 0 (0%)
Other 3(27.3%) 6 (50%)
Unspecified 2 (18.2%) 2 (16.7%)
Country of Origin (%)
United States 5 (45.5%) 0 (0%)
Mexico 5 (45.5%) 4 (33.3%)
El Salvador 0 (0%) 1(8.3%)
Honduras 0 (0%) 3 (25%)
Guatemala 0 (0%) 3(25%)
Colombia 0 (0%) 1(8.3%
Ethiopia 1(9.1%) 0 (0%)
Primary language (%)
English 8 (72.7%) 0(0%)
Spanish 2(18.1 %) 12 (100%)
Other 1(91%) 0(0%)
Highest education level (%)
Some high school 3(27.3%) 4 (33.3%)
High school degree or 5 (45.5%) 7 (50%)
equivalent
Some college 2 (18.2%) 0(0%)
Bachelor’s degree 0 (0%) 1(8.3%)
Graduate/professional 1(91%) 0 (0%)
degree
Insurance status at time
of birth (%)
Insured 6 (54.5%) 1(8.3%)
Uninsured 5 (45.5%) 11 (91.7%)

Table 2. Patient-reported decisional conflict regarding perinatal
care coordination using the SURE questionnaire. A cutoff score
<3 out of 4 is used to identify decisional conflict.

. English Spanish

Reported Conflict Respondents (n =11) | Respondents (n =12)
Induction of labor

Conflict 5 (45.5%) 5 (41.7%)

No Conflict 6 (54.5%) 7 (58.3%)
Postpartum contraception

Conflict 5 (45.5%) 3 (25%)

No Conflict 6 (54.5%) 9 (75%)
Feeding methods

Conflict 2 (18.2%) 2 (16.7%)

No Conflict 9 (81.8%) 10 (83.3%)
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The most frequently cited cultural factors influencing decision-mak-
ing were religious affiliation and partner expectations in both groups.
Respondents most often indicated that these factors had atleast "some”
influence compared to others. Family and community expectations, as
well as family traditions, did not significantly impact participants’ deci-
sions. Gender expectations were rarely influential, although patients
may not discern the similarities between partner expectations and
gender expectations.

External factors played a similar role in decision-making for both
English- and Spanish-speaking participants. There was no statistically
significant difference between the two groups regarding the influence of
partner expectations (3*(1, N = 23) = 1.051, p = 0.305) or the influence
of family traditions (x*(1, N = 23) = 1.155, p = 0.283).

Most participants indicated that the gender and racial background
of the provider did not significantly affect their decision-making. For
those for whom these factors were important, the rates were similar for
both English- and Spanish-speaking participants. Thirteen respondents
noted that the health care provider’s understanding of their cultural
background significantly impacted their decision-making, cither 'very
much so’ or 'somewhat’. The factor most frequently chosen as having
the greatest impact on decision-making ("very much so’) was the provid-
er demonstrating concern for the patient’s best interest (n = 15). Among
those who felt their health care provider did not have their best inter-
est in mind, 75% (n = 3) were Spanish-speaking. Figure 1a illustrates
responses to cultural influence prompts, while Figure 1b illustrates
responses to health care provider factors.

External Factors' Effect on Decision Making
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Figure 1a. Participant responses to Likert scale prompts regarding external
factors that may have influenced prenatal decision-making. Participants were
asked to rank the importance of the following aspects on their decision-making.
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Figure 1b. Participant responses to Likert scale prompts regarding patient-
provider relational factors that may have influenced prenatal decision-making.
Participants were asked to rank the importance of the following aspects on their
decision-making.

*Some patients chose not to answer all questions resulting in variable total
values.

Seven out of the 12 Spanish-speaking participants worked with a
professional in-person interpreter, two used a virtual interpreter, and
three conversed directly with their provider in Spanish. Among those
who worked with an in-person interpreter, the majority felt that it sig-
nificantly enhanced their clinical experience (n = 5). Figure 2 depicts
respondents’ views on language interpretation. Both participants who
used virtual interpreters during their prenatal visits emphasized the

importance of the interpreter’s presence and the quality of interpreta-

tion.
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Figure 2. Responses to Likert scale questions from Spanish-speaking partici-
pants who utilized interpreting services.
DISCUSSION

When addressing the needs of LEP patients, it is crucial to embrace
a comprehensive definition of culture, which includes shared norms,
beliefs, expectations, language, and customs, as well as external influ-
ences.'”® In this study, we aimed to explore how external influences,
provider attributes, and the method and quality of language interpreta-
tion contribute to decision-making in prenatal care.

Our findings revealed no significant difference in decisional conflict
between English- and Spanish-speaking individuals regarding postpar-
tum contraception, elective induction, or newborn feeding methods.
This suggests that language discordance alone may not be the primary
factor contributing to decisional conflict. Therefore, simply providing
proper interpreting services may not fully address the reported issues
of poor patient-clinician communication among non-English speakers.”

Beyond language, we identified other factors, such as partner
expectations and religious affiliation, that may influence prenatal deci-
sion-making and contribute to feelings of decisional conflict. However,



participants who utilized interpreters indicated that interpretation
was crucial to their clinical experience, emphasizing the importance of
interpretation quality.

A systematic review by Flores et al.'” highlighted that the quality
of care diminishes when patients with limited English proficiency
lack access to interpreters or are provided with inadequately trained
interpreters. This suggests that patients without proper language inter-
pretation may face challenges, such as poor interpersonal interactions,
increased likelihood of misunderstanding, decisional conflict, and
compromised care. As health care professionals facilitate discussions
regarding care coordination and informed decision-making, ensuring
proper interpreting services could help alleviate feelings of decisional
conflict and potentially reduce adverse outcomes across patient popu-
lations, as poor interpretation cannot be overlooked as a contributing
factor.

We found that religious affiliation and partner expectations were
the most influential cultural factors affecting decision-making. It is not
surprising that various religious beliefs can influence health decisions,
especially regarding contraception.?® Partners often play a significant
role in the prenatal and postnatal journey, so their expectations can
heavily influence the decisions made by expectant mothers. In the tradi-
tional SDM model, the health care provider and the patient are the main
participants. However, the influence of partners may disrupt this model,
potentially leading to decisional conflict if the partner’s and patient’s
beliefs and expectations are not aligned. Moreover, SDM processes may
inadvertently involve individuals outside of the patient-clinician rela-
tionship. Clinicians should be mindful of these external influences and
consider them when guiding patients through their decision-making
processes.

We also found that participants were influenced by their health care
provider’s understanding of their culture, with 13 respondents indicat-
ing that it impacted their decision-making. Coast et al.'® published a
comprehensive review mapping interventions that providers can use
to address cultural factors affecting maternal care in diverse contexts.
They emphasized the importance of an interdisciplinary approach and
active dialogue with communities to understand their cultural systems,
health beliefs, practices, and preferences. These strategies are crucial
in healthcare delivery to diverse populations to enhance understand-
ing and reduce cultural ignorance. Fisher et al.'® refers to this practice
as "cultural leverage,” which describes the strategy of improving the
health of communities of color by utilizing their cultural practices,
products, philosophies, or environments to facilitate behavior change in
both patients and practitioners. By employing "cultural leverage” with
patients, providers can demonstrate acknowledgment and understand-
ing of a patient’s culture, potentially mitigating a patient’s decisional
conflict.

While culture typically includes aspects of religion, language, beliefs,
and norms that shape an individual’s or group’s perspectives, it can be
challenging to separate cultural factors influencing decision-making
from concurrent economic and geographic constraints.'”® This was
evident in our study, particularly with Spanish-speaking respondents
who were significantly less likely to have health insurance compared
to their English-speaking counterparts. We recognize that these dif-
ferences are not solely due to language spoken, but are influenced by
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broader contextual factors affecting certain populations, which must
be fully considered to provide appropriate care.

Additionally, most participants in our study believed that their health
care providers had their best interests in mind. However, three of the
four participants who disagreed were Spanish-speaking. While this
study cannot pinpoint the exact source of this sentiment among these
patients, it may indicate an area for improvement in how providers treat
LEP patients and the need to ensure all components of culturally com-
petent medical care are provided.

This study is limited by its cross-sectional design, conducted at
varying weeks gestation during the patients’ prenatal course, which was
not documented. As a result, there may be variability in responses, as
patients likely received differing levels of counseling throughout their
pregnancy. Further studies are warranted in this context, with larger
sample sizes and prospective study designs. Additionally, studies should
explore the influence of other non-English languages and cultural con-
texts from patients’ countries of origin. Future research on the practice
of cultural leverage and its impact on decision outcomes for diverse
communities in medicine would be a valuable addition to the existing
literature on this topic.

CONCLUSIONS

While language discordance did not significantly relate with deci-
sional conflict, we identified several factors that associated with
prenatal decision-making. The presence and quality of interpretation
were found to be beneficial to communication and decision-making,
highlighting the importance of prioritizing these services for patients
with LEP. Religious beliefs and partner expectations were the cultural
aspects most frequently reported by patients as influencing their deci-
sion-making, albeit to varying degrees. Interestingly, the factor most
cited was the belief that their health care provider had their best inter-
ests in mind. This underscores the need for providers to consider the
broader cultural contexts and external influences that contribute to a
patient’s decision-making process, while also emphasizing the impor-
tance of building trust with patients.
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