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Networks of Care: How Latina Immigrants Find Their Way
to and through a County Hospital

Kathryn Pitkin Derose1,2

The purpose of this paper is to explore qualitatively the principal problems that Latino
women face in getting health care for themselves and their families, how their experiences
with the health care system affect them, and how they often overcome obstacles to get health
care. Focus group and individual interviews with Latinas in a public hospital in Los Angeles
County revealed that Latinas faced many challenges in getting health care for themselves
and their families, and, as a result, many felt embarrassed, scolded, helpless, and discouraged
from seeking care. Yet they overcame enormous obstacles to get into the system through
solidarity with other Latinas, either friends or extended family, and connections with key
health service personnel. These networks of care enabled Latinas to access a complicated
health care system and offer lessons for providers and policy-makers concerned with improv-
ing the delivery of care to this population.

KEY WORDS: Latinos; health care access; social networks.

INTRODUCTION

Latinos in the United States face multiple barri-
ers to receiving timely and appropriate health care,
both preventive and curative. Latinos are the most
likely of any ethnic group to lack health insurance.
Nationally, some 39% of Latinos are uninsured (1);
in California, 36% of Latinos are uninsured (2); and
in Los Angeles County, 46% of the Latino population
lacks coverage, well over twice the rate of Whites
(17%) (3). This is of concern since Latinos comprise
over 40% of the population in Los Angeles County.

In addition to lack of health insurance, literacy
and language barriers significantly affect the delivery
of care for Latinos, particularly those who are immi-
grants. Williams et al. (4) found that 61.7% of Spanish-
speaking Latinos at a Los Angeles public hospital
had inadequate or marginal functional health literacy
in Spanish, meaning they could not read instructions

1PhD. Candidate, Department of Health Services, University of
California, Los Angeles, School of Public Health, Los Angeles,
California.

2RAND Health, 1700 Main Street, P.O. Box 2138, Santa Monica,
California 90407-2138; e-mail: kathryn derose@rand.org.
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on medicine bottles, appointment slips, or hospital
financial aid forms. Data from the same study re-
vealed that interpreters are often not called despite
poor language concordance between provider and
patient (5). Additional analyses found, after control-
ling for other factors that affect health care utiliza-
tion, that Latinos’ limited English proficiency signifi-
cantly reduces their use of physician services (6).

The political climate in California further im-
pedes Latino immigrants’ access to care. Proposition
187, a state measure passed in 1994 to deny public
education and health care benefits to undocumented
immigrants, and recent welfare and immigration re-
forms threatened to restrict access to care for undocu-
mented and legal immigrants. Although Proposition
187 was successfully challenged in court, its passage
was associated with a climate of fear and distrust, and
immigrants described experiences of discrimination
because of their ethnicity or language preference (7).
Even before Proposition 187, undocumented immi-
grants were only eligible for prenatal and emergency
care; thus, they have always had more restricted ac-
cess to health services than those immigrants who
have documentation sufficient to establish eligibility
for Medi-Cal or the county indigent care program.



80 Derose

Many noncitizen families have been reluctant to
apply for Medi-Cal even though they may be eligible,
for fear of being labeled a ‘‘public charge’’ (8).

Latino immigrant women (or Latinas) in particu-
lar are affected by these barriers to timely and appro-
priate health care for several reasons. First, they tend
to work in lower paying jobs, which lack health insur-
ance benefits. Thus, they rely heavily on public hospi-
tals and clinics for their care and the care of their
families. Second, Latinas often have had fewer op-
portunities for formal education in their countries of
origin. Therefore, they struggle with the challenges of
low literacy and limited English proficiency. Finally,
Latinas are often the main point of contact between
the health care system and family members and thus
must face these barriers frequently. Women in many
countries are seen as ‘‘gatekeepers’’ to child and fam-
ily health (9) and in Latin America, women play a
pivotal role in forming and using social networks,
particularly as economic crisis advances (10, 11).

The overall goal of this paper is to inform social
policy by exploring Latinas’ experiences trying to
obtain health care for themselves and their families
in a county hospital in a large metropolitan area.
Specifically, three aspects of Latinas’ experiences in
the public hospital system will be explored:

1. The principal problems that Latinas face in
getting health care for themselves and their families.

2. How Latinas’ experiences with the health care
system affect them.

3. How Latinas overcome obstacles to obtain
care for themselves and their families.

METHODS

In order to explore these issues, case studies
are used. These case studies were developed through
individual and focus group interviews conducted with
Latinas in a public hospital in Los Angeles County
in December 1992 and January 1993. The interviews
were part of a larger study that examined the preva-
lence and importance of literacy and language barri-
ers on the delivery of health care among diverse eth-
nic populations (4, 5). The larger study lasted nearly
2 years and included qualitative and quantitative
data collection.

Case studies are useful for understanding com-
plex social phenomena because they help ‘‘retain the
holistic and meaningful characteristics of real-life
events’’ (12). This approach seemed particularly ap-

propriate for trying to understand how Latinas inter-
act with a complex health care system. In order to
interpret these case studies appropriately, however,
we should note the historical context: (1) data collec-
tion occurred during the period directly leading up to
the passage of Proposition 187 and (2) data collection
occurred at a time when the county of Los Angeles
was facing severe budget shortfalls and was anticipat-
ing the state’s plan to convert most of the Medi-Cal
program to managed care. These factors created an
environment of unusual uncertainty and confusion
about access to health care services, particularly
for immigrants.

The goals of the qualitative component of the
overall study were to understand how literacy and
language barriers affected health care delivery in or-
der to design quantitative data collection instruments
and to interpret quantitative results. Thus, we re-
cruited patients who had low literacy or limited En-
glish proficiency to participate in a focus group or
individual interview. Because of transportation diffi-
culties, most patients were unable to return for a
focus group interview, so we interviewed them at a
time convenient to them, before or after a clinic or
emergency room visit. Several of the Latina partici-
pants had family members present during the inter-
view and sometimes these family members contrib-
uted comments in the interview.

The overall results of the qualitative component
of the study are reported elsewhere (13). Briefly,
we found that patients with poor reading ability had
important problems accessing the health care system,
understanding recommended treatment, and follow-
ing their providers’ instructions. Patients reported a
variety of coping mechanisms; however, Latina immi-
grants tended to rely more on social networks. Thus,
for this paper, the data from Latina immigrants
(n � 9) were reanalyzed to explore more fully the
nature of these networks.

All the interviews were conducted in Spanish.
The interviews lasted approximately 90 min and were
audiotaped and transcribed. Subsequently, transcrip-
tions were reviewed for accuracy and interviews in
Spanish were translated into English and reviewed
by at least two bilingual project staff. From these
transcripts, discrete, holistic case studies were devel-
oped and patterns across cases were examined. In
addition, transcripts were coded based on key content
areas (e.g., access problems, doctor–patient commu-
nication, language barriers, shame, coping mecha-
nisms, social networks). Quotations that represented
the most commonly expressed ideas or the range
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of comments were selected for presentation in this
paper. Pseudonyms were used when referring to spe-
cific women in order to protect confidentiality.

In addition to analyzing the data from focused
interviews with Latinas, two other qualitative data
sources were consulted for this paper. The first in-
cluded field notes kept during the overall study, in-
cluding observations made by the author and re-
search assistants during data collection in the
emergency department and general medicine clinics
in the hospital. The second source included qualita-
tive comments made by patients during structured
interviews for the overall study. Most of these com-
ments came during interviews with patients after their
visits to the emergency department or a hospital clinic
and were in response to a final question, ‘‘Is there
anything else you would like to tell me?’’ The verba-
tim responses were abstracted and coded for key
content areas. Where appropriate for this paper,
overall themes that emerged from analysis of these
qualitative comments and observations from the
overall study were integrated into the findings of the
focused open-ended interviews with Latinas.

RESULTS

Challenges to Getting Timely and Appropriate
Health Care

Latinas described many challenges to getting
health care for themselves and their families. First,
they described problems getting into the system. In
order to access primary care, many went to the county
hospital emergency room (ER), where, at the time
of our study, it was not uncommon for patients to
wait 12–24 hr for nonurgent conditions. Substantial
language barriers commonly compounded the diffi-
culties faced by Latinas. As Eloı́sa, a 55-year-old
Mexican woman, explained:

The first thing that I did not like was that the lady
at the window refused to help me because she did
not speak Spanish. It was not until another patient
came in who was bilingual did she talk to us. There
were several of us waiting who did not speak Spanish.

During data collection for the main study in the ER,
we observed that often Spanish-speaking patients
were not allowed to sign the logbook (which placed
patients in the queue for triage) when no bilingual
clerks or nurses were available to assess their com-
plaints. We also heard a triage nurse tell a Spanish-
speaking patient, ‘‘If you want someone to speak

Spanish, go back to Mexico, that’s where they speak
Spanish.’’ This comment may have been an extreme
example of what can happen when overcrowding and
shortage of bilingual personnel overburden the staff
in place. However, in follow-up interviews after ER
visits, Latino patients consistently made comments
about the severe lack of language access, either for
themselves or for other patients they observed.

In addition to language barriers, filling out forms
was consistently reported as an intimidating task for
the women due to low literacy. Most of them had
completed very little formal education, and thus they
could not read very well, even in Spanish. Many of
the women interviewed said they would only seek
care if someone accompanies them who can read
or interpret. Sometimes this was due to a previous
negative experience in trying to access the system for
themselves or a family member. Manuela, a 42-year-
old Mexican woman who is illiterate, described such
an experience:

Once I went to a hospital, I was taking my sick
husband, he was very ill, he had so much pain that
he couldn’t even stand up, or sit down, nothing. And
they told me that I had to sign a sheet and to put
my husband’s name, and I couldn’t do it, how embar-
rassing! I felt my face break out in a cold sweat,
until a girl that was standing there saw me and she
asked me if I wanted her to sign it, and she put my
husband’s name. But I felt so bad, in a cold sweat
all over, because everyone was looking at me.

In this case, Manuela was the intermediary between
her husband and the health care system, but her lim-
ited literacy skills placed her in an embarrassing situa-
tion. Similarly, Esperanza, a 23-year-old El Salvado-
ran woman, explained:

It is difficult, like when they say, ‘‘No, we don’t speak
Spanish!’’ but in an angry tone. What can we do?
We then feel bad. Or they say, ‘‘Fill out this form!’’
and if we don’t know how to read and write, it is
very complicated.

In addition to problems accessing the system,
Latinas described difficulties communicating with
providers once they get into the system. During the
time of our study, there was only one full-time profes-
sional interpreter on staff at a 500-bed hospital whose
patient population is approximately 40% Spanish-
speaking. In addition, the county paid a bilingual
bonus to staff who could pass a basic proficiency
examination. Still, this did not meet the need and
most clinics instructed patients to always bring an
interpreter. As the daughter of a 64-year-old Hondu-
ran patient explained:
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Somebody has to come because she doesn’t under-
stand a word in English. There are never people
to translate, and to really know what is happening,
somebody from the family has to come. Because by
herself, she can’t . . . she’s afraid.

Not only did patients describe a severe lack of
language access, they also complained of a prevalence
of discrimination against Spanish-speaking patients.
As Manuela explained:

That’s why I think that they don’t care about us,
because we are not from here, we don’t speak En-
glish, we don’t have our papers, we don’t have any-
thing. They look at us like garbage, all the employees,
wherever I go, that’s what I feel. That’s what they
think about us, that’s what I feel in my heart, and I
say that is how it is.

Qualitative data from the overall study corroborated
the general theme of Manuela’s comments. In re-
sponse to the open-ended question in the follow-up
interview (‘‘Is there anything else you would like
to tell me?’’), Spanish-speaking patients consistently
expressed feeling discriminated against because of
their ethnicity and inability to speak English.

Similarly, Marı́a, a 44-year-old Mexican woman
who is the primary caregiver for her aging mother
with cancer, said that she was scolded by a physician
when she told him that she could not read very well:

He told me that he had to lock me in room, and I
said, ‘‘Hey, why are you going to lock me in a room?’’
He said that they should lock me in a room because
he didn’t know what I might do with [my mother],
because I had to take care of my mom. Didn’t I tell
you that I missed my appointment for May 1st? Well,
I didn’t even notice or anything until it passed, so
what could I do?

He said, ‘‘No, you were wrong, you have to think
when you have to bring your mother to the appoint-
ment.’’ He was very, very angry.

‘‘Well, I don’t know, doctor,’’ I said. ‘‘I didn’t look
on the slip, and I missed the appointment. What do
you want me to do?’’

He said, ‘‘You have to go again through Emergency,
and you have to fill out the paperwork again.’’

‘‘No,’’ I said, ‘‘I shouldn’t have to do that, just be-
cause I can’t remember.’’

Marı́a felt that the physician was trying to punish
her for missing the clinic appointment. She knew that
going back to the ER was problematic, for reasons
noted previously (long waiting periods in the ER and
lack of bilingual personnel). In addition, the process
of referral from the ER to a hospital clinic was com-
plicated. First, the attending physician had to get
approval from the clinic. At least 10 clinics, however,

required a ‘‘second approval,’’ meaning that the med-
ical chart had to be reviewed later by clinical staff to
see if they would ‘‘accept’’ the referral from the ER.
Patients were sent home from the ER with instruc-
tions that they would receive an appointment for the
indicated clinic through the mail. In some clinics,
however, approximately 50% of the referrals did not
receive second approval. Cases denied in the second
approval were sent back to the ER for reconsidera-
tion and referral elsewhere. But given the workloads
there, many fell through the cracks and patients never
received the appropriate referral.

How Latinas’ Experiences Affected Them

Latinas’ attempts to interact with the health care
system affected them in several ways. First, it pro-
duced anxiety for some women, especially the more
recent immigrants. Piedad, a 53-year-old Ecuadorian
woman who had been in the country for less than 1
year, said that her son brought her in the ER on his
way to work, about 10 a.m. He signed her name in
the logbook and left her in line to get a number. By
the time Piedad was interviewed, it was about 4 p.m.
and still she had not been seen by a doctor. Her
unfamiliarity with ‘‘how things worked’’ in the emer-
gency room (e.g., what she needed to do, how long
it would take from them to call her, what she could
expect) produced anxiety. She explained:

First of all, it’s the first time I come to a hospital
here. I get nervous, wondering what I should do.
Because my son gave me some instructions when he
dropped me off, I feel a little better. But still, it is
very different. In Ecuador, the doctor would just call
me by name.

Interacting with the health care system also
caused shame for some Latinas. Often this was be-
cause they could not understand the numerous writ-
ten materials they received. Zoila, a 35-year-old Gua-
temalan woman with very limited reading skills, said
she was unable to fill out forms or understand ap-
pointment slips and prescription medicines. When
asked if her reading difficulties had ever affected her
health, Zoila explained, ‘‘I get all nervous. I feel bad,
shameful, and like I can’t understand anything.’’

In addition to anxiety and shame, Latinas experi-
enced delays in their care because of language barri-
ers. As noted earlier, the lack of bilingual clerks and
nurses in the ER often prevented patients from get-
ting in the queue for triage. Even for those patients
who made it into the system, however, the lack of
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bilingual health care providers and interpreters fur-
ther delayed care. Furthermore, the women ex-
pressed frustration at not being able to communicate
with providers, particularly physicians. For example,
Marı́a said that she didn’t even know what was wrong
with her mother until after her mother was operated
on. Even then, Marı́a was not able to identify what
kind of tumor was found:

It must be somewhere in the uterus, somewhere
around there, I don’t know where it was. But they
told me that way, that she had a tumor, and in one
side, she had cancer. I don’t know, we’ll see what
they tell me when I bring her. They are going to
operate on her again. But I don’t know what for.

Such was the frustration that some women were re-
luctant to return for a follow-up visit. For example,
Manuela explained:

I got a ‘‘cancer test’’ [Pap smear] about 6 months
ago. The nurse told me that I had to come back,
that I should finish the medicine and go back to get
the test done again, no matter what. But I didn’t go
again, who knows how I am now. I didn’t go back
because I need someone to take me, to run around
with me. I feel very embarrassed to go around asking
strangers to help me.

How Latinas Overcame Obstacles to Obtain Care

Latinas described a variety of strategies that en-
abled them to overcome some of the barriers they
faced to timely and appropriate care. The most com-
monly mentioned strategy was relying on English-
speaking family members. Such members proved crit-
ical in helping them access the system, communicate
with providers, and facilitate comprehension of and
adherence to the diagnosis and treatment plan. For
example, Juana, a 64-year-old Honduran woman,
lived with one daughter and depended on another
daughter (who did not work outside the home) to
bring her to her appointments, fill out forms, and
interpret with the physician. She explained, ‘‘My
daughter is the one who communicates with the doc-
tors, I don’t. I just listen. I get to the clinic and she
is the one who deals with the doctors.’’

Sometimes these family networks spanned mul-
tiple generations, as was the case with Marı́a, the 44
year-old woman who also cared for her ailing mother.
Marı́a described how she keeps track of appoint-
ments:

I have to write it down. Look, like just now, I will
get the appointments [for my mother] and my daugh-
ter has already written them down for me on the

calendar. I leave the calendar at home, then she tells
me when I have to bring my mother.

Marı́a depended on her own daughter to access and
interpret the system, as well as to comply with its
demands. For example, several times during our in-
terview, Marı́a asked her daughter to recall important
information, such as the name of the clinic where
Marı́a receives her primary care, how long she has
been taking certain pills, and the dates of clinic ap-
pointments for herself or her mother.

Family members were not the only ones who
helped the immigrant Latinas to overcome the barri-
ers to care. Neighbors and other community members
sometimes played crucial roles in helping the women
access the system. For example, Marı́a describes how
she and her mother first accessed the system, through
another Latina who met her mother at their neigh-
borhood store. In what seemed to be a chance meet-
ing, this woman inquired about her mother’s health
and offered to take them to the hospital, since they
do not know where to go:

‘‘If you want, I’ll take you,’’ the lady offered. And
then she brought her with me, and she took her to
Emergency, there, because she was very sick. So she
went through Emergency, they took her there, and
the lady said, ‘‘I’ll be right back, I have to see my
girls that I took to school.’’ Later on, she came and
brought some broth in a little pot for my mom, and
my mom ate it; she also brought her two tortillas,
bread, and my mom ate everything. When she came
out of Emergency, it was already evening, the sun
was going down. This lady filled out all the papers
[in the Emergency Room].

Then later on, my mom told the lady, ‘‘Go ahead,
you have to go.’’

‘‘Yes,’’ the lady said, ‘‘I have to see my girls. I left
them with my sister-in-law.’’ So she left us, and said,
‘‘Well, you do know how to take the bus, don’t you?’’

‘‘Yes,’’ I said. She showed me how to take the bus
and everything. So I said, ‘‘Yes, I know now. I will
be coming with my mom to the hospital.’’ Then,
another time that I came, she [the woman] went
around, telling me where I have to take my mother
for her appointment and everything. Yes, she really
helped me a lot. And now, I ask the girl right at the
front, by the entrance, or I ask at [window] number
two or here [the information desk].

In this narrative, we see the critical role that one
woman played in helping Marı́a carry out her role as
caregiver for her mother. This woman helped Marı́a
first access the system, by showing them where to go
(the county hospital emergency room) and how to
get there (on public transportation). Then, she ac-
companied them through the system, staying with
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them ‘‘until the sun was going down’’ and she even
provided nourishment. She did not think only of their
immediate needs, however; she also returned on an-
other day to show Marı́a where to take her mother
for her appointment and to introduce her to key
personnel (presumably bilingual) who provided fu-
ture assistance.

Other Latinas described networks of care that
involved family members, friends, and neighbors, as
well as key Spanish-speaking providers and hospital
staff (pharmacy clerks, financial assistance workers,
etc.). For example, Socorro was a 63-year-old Mexi-
can woman who was diagnosed with diabetes 5 years
ago. Her biggest concern was ‘‘the medicine,’’ i.e.,
getting the medicine that she needs to control her
diabetes. Socorro spoke only Spanish and was unable
to read or write. To deal with the enormous chal-
lenges that the public health care system presented
for her, she developed a network that included three
children, pharmacy staff, various clerical workers in
the hospital, and others, such as a woman in her
diabetes class. She did not know the names of many
of these individuals, nor did she always understand
the written materials that she needed from them in
order to get care. To Socorro, they were ‘‘the guy at
the pharmacy who I know a long time, the paper for
the medicine, and the paper to not to have to pay.’’
But she did seem to know where she needed to go
to get what she needed for care:

I go again to the people who gave me ‘‘the paper’’
the first time and I get another paper. Like now,
they told me to get the appointment, to see the
doctor, and then to go back and they would give me
‘‘the paper,’’ so the doctor would continue seeing
me and giving me the medicine. When they don’t
give me ‘‘the paper,’’ it upsets me, I get nervous.

Socorro relied heavily on others not only to
know where to go and what to do, but also to fill out
forms and follow medical instructions. She seemed
to count on the fact that this assistance would always
be available to her. She stated rather matter-of-factly,
‘‘People help me.’’ Her children were her surrogate
readers for medicines, appointment slips and other
written instructions (e.g., her diet). If they were not
at home, Socorro said that she would ask her neigh-
bors. If they were not there, ‘‘God knows. In one way
or another, I would ask somebody. There is always
someone whom I could ask.’’

All the women interviewed stressed the impor-
tance of having providers give verbal instructions to
them in Spanish about future appointments, prescrip-
tions, and other treatment issues. For example, Zoila

was receiving prenatal care at a clinic in the hospital.
Because she had low literacy and could not rely on
written materials, she developed a way to remember
when her appointments were and what medicines
and vitamins she needed to take and how:

First, I ask someone in the clinic to tell me exactly
what these things say—the appointment slips, pre-
scriptions, and everything else they give me. Then
I tell a neighbor what the person in the clinic said
and my neighbor helps me remember.

Similarly, Esperanza stressed the importance of ver-
bal explanations:

Right now I am trying to make a decision about
family planning. I do want to get it, but I would like
them to explain very clear to me. Because just giving
me a paper is not the same as an explanation, a
good explanation.

Almost all of the Latinas interviewed expressed
some type of criticism of the services or treatment
given, although some adopted a more passive role.
But it was the younger Latinas in particular who
stressed a more proactive role. For example, Esper-
anza, a single mother, described how she was able
to obtain care for her son after waiting almost
all day:

And then he had the nurse tell me to go home and
he would see my son another day. And my son was
very ill. Why, instead of keep talking with his nurses,
why couldn’t he see my son, why not make the effort?
So I asked to see the clinic boss, because I knew
that there would be a person who would listen to
me. So I asked someone who speaks Spanish to help
me speak with him and to please translate for me.
And yes, they took care of my son. Not just because
the doctors said, ‘‘I will not see him today,’’ was I
going to remain quiet. No, I don’t remain quiet, I
know my rights, so I spoke up and they took care
of him. But this made me very angry.

It is not clear what Esperanza meant by her ‘‘rights.’’
Did she mean the patient bill of rights often posted at
hospitals? Or did she mean the right to an interpreter
mandated by the U.S. Department of Health and
Human Services Office for Civil Rights? Or was she
merely referring to the right to be treated with dignity
and consideration after waiting all day in a pediatric
clinic with a very sick son?

DISCUSSION

Latinos in Los Angeles County have a dispro-
portionately high rate of uninsurance and rely heavily
on public hospitals for their primary care (3). Latino
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immigrants, particularly the undocumented, have
even higher rates of uninsurance; for example, 84%
of undocumented Latino immigrants in Los Angeles
reported no health insurance, over twice the rate of
Latinos nationally and four times the rate for all
persons nationally (14). Although many Latino immi-
grants have limited English proficiency, interpreter
services in facilities that serve this population can be
very limited (15). Previous research found that some
of LA County’s ambulatory health care centers had
no staff available who could speak Spanish (16). LA
County’s fiscal crises in the 1990s have further im-
peded its ability to provide sufficient numbers of in-
terpreters and bilingual staff.

Thus, although state and federal laws require
hospitals to provide interpreters and bilingual medi-
cal forms, linguistic access remains poor. Perkins et
al. (17) identified three factors that contributed to
this problem: (a) The number of languages spoken
in the United States has increased dramatically over
the last 30 years; (b) current levels of funding are
inadequate to meet the rising demand for interpretive
services; and (c) the federal and state laws that re-
quire access to linguistically appropriate health care
are little known and rarely enforced. The increasing
number of Spanish-speaking patients in managed
care plans through the Medicaid program presents
particular challenges, since many of these network
organizations currently have limited interpreter re-
sources and culturally competent staff to serve these
population groups (18). How such changes in the
delivery of care might affect the results of our study
remains unclear. For example, various studies across
the nation that examined whether Medicaid managed
care reduces use of the emergency department have
had contradictory results (19).

Lack of language access, coupled with literacy
barriers and discrimination, creates substantial barri-
ers for Latinos. The Latinas in our study developed
extensive social networks in order to obtain health
care for themselves and their families. These net-
works went far beyond the notion of mere emotional
support and provided critical information about how
to access health care services. These networks en-
abled women to comply with recommended treat-
ment as well as with their roles as caregivers. As
disempowered as these women were in the county
hospital system, most indicated that there were al-
ways people to call on for assistance within their
communities. For those Latinas, particularly immi-
grants, these social networks seem to give them a
‘‘foot in the door’’ of the health care establishment

just as they help immigrant Latinos get a foot in the
employment door (20, 21).

The very existence of these networks testifies to
the incredible resourcefulness, solidarity, and perse-
verance of these Latina immigrants against substan-
tial odds. Given the qualitative nature of this study,
conclusions cannot be made about how pervasive
these networks are among Latina immigrants more
generally and how effectively the networks reduce
barriers to care. The small number of cases analyzed
for this paper further restricts generalizability. How-
ever, as a hypothesis-generating study, the qualitative
findings form the basis for more systematic research
into the prevalence and nature of these networks.
Future research should examine networks of care in
a community or population-based sample.

If the existence and extent of these networks of
care are validated in other settings, policy-makers
could explore ways to build on them to expand the
safety net and enhance continuity of care. For exam-
ple, hospitals could develop a cadre of volunteers
through community groups such as churches and uni-
versities to serve as ‘‘helpers’’ with non-English-
speaking and low-literacy patients. If trained ade-
quately, these volunteers could serve as an important
link between the health care system and persons of-
ten alienated by the system, similar to the promotora
or lay health advisor model used in a wide variety of
community settings. Lay health advisor intervention
strategies run a broad spectrum of approaches, from
‘‘natural helping to paraprofessional helping’’ (22).
Among Latina immigrants, such strategies have pro-
vided outreach from community health clinics to mi-
grant farmworkers (23, 24) and from family planning
centers to urban Latinas (25, 26). While most promo-
tora programs are sponsored by community-based
organizations, hospital-based programs are growing
(25, 27).

Promotoras provide important outreach for
health services by developing relationships with com-
munity groups, providing health education and refer-
rals to residents, and enrolling them in health plalns.
Our findings suggest that such a model could also be
useful for patients once they are in the system. In
addition to providing linguistic services at ‘‘key points
of contact’’ (17), trained volunteers or promotoras
who receive a small stipend could help patients navi-
gate the system, answering questions about emer-
gency room procedures, how to get medications
filled, and other hospital procedures. In this way,
networks would gain official status and might be more
easily sustained and broadened. However, it would
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be important that Latinas retain control over their
own networks and not be coopted by a system that
often alienates them. Moreover, the use of nonpro-
fessional interpreters raises its own problems, includ-
ing loss of privacy and confidentiality, misinterpreta-
tions that affect care, and the creation of a barrier
to a more direct patient–provider relationship (17).

For longer term solutions, community groups
should be engaged to maximize immigrant women’s
skills while fostering interdependence and solidarity
among groups. For example, more Spanish literacy
and ESL (English as a second language) classes are
needed to enable women to break the cycle. Also,
as suggested by Perkins et al., community-based orga-
nizations can play a critical role in improving health
care access for limited English-proficient patients,
by educating providers and consumers on the legal
requirements for linguistic access, collecting and pub-
licizing data on compliance with requirements, en-
couraging legal enforcement, and developing and dis-
tributing guidelines for interpreter services (17).

Finally, it must be noted that the California
county health system is drastically underfunded and
this has exacerbated many of the access problems for
immigrants (e.g., financial crises have prompted the
county to eliminate interpreters). Sources of funding
such as the California Tobacco Tax support for indi-
gent care, county property taxes, federal funding for
health care to newly legalized immigrants, and the
Medi-Cal disproportionate share hospital (DSH)
program have become threatened in recent years
(28). Some suggest that this erosion of public hospi-
tals in California symbolizes an end to government’s
traditional promise to provide care to the uninsured
and warn that it will occur elsewhere (29). The 1997
Balanced Budget Act contained Medicaid provisions
that reduced and restricted two major sources of
funding for the uninsured: Federally Qualified Health
Center funding and DSH spending. Furthermore,
with the expansion of Medi-Cal managed care, pro-
vider counties such as Los Angeles County are partic-
ularly at risk financially since they must now compete
with private providers for Medi-Cal patients (a major
source of revenue) (30).

Thus, although counties are mandated by Cali-
fornia’s Welfare and Institutional Code to provide
care for the uninsured, they have fewer and fewer
resources to work with. At the same time, welfare
and immigration reforms have been associated with
an increase in the uninsured rates among noncitizen
families from 1995 to 1997 (8) and this will likely
place even more burden on the county hospitals as

the providers of last resort. Only by addressing these
serious structural barriers to care will we find long-
term solutions that will help transform the face of
our health care institutions.
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