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Abstract

Background: Despite available evidence-based interventions that decrease health dis-
parities, these interventions are often not implemented. Northwestern Medicine's®
Hispanic Kidney Transplant Program (HKTP) is a culturally and linguistically compe-
tent intervention designed to reduce disparities in living donor kidney transplanta-
tion (LDKT) among Hispanics/Latinos. The HKTP was introduced in two transplant
programs in 2016 to evaluate its effectiveness.

Objective: This study assessed barriers and facilitators to HKTP implementation
preparation.

Methods: Interviews and group discussions were conducted with transplant stake-
holders (ie administrators, nurses, physicians) during implementation preparation.
The Consolidated Framework for Implementation Research (CFIR) guided interview
design and qualitative analysis.

Results: Forty-four stakeholders participated in 24 interviews and/or 27 group dis-
cussions. New factors, not found in previous implementation preparation research
in health-care settings, emerged as facilitators and barriers to the implementation of
culturally competent care. Implementation facilitators included: stakeholders’ focus
on a moral imperative to implement the HKTP, personal motivations related to their
Hispanic heritage, and perceptions of Hispanic patients’ transplant education needs.
Implementation barriers included: stakeholders’ perceptions that Hispanics’ health
insurance payer mix would negatively impact revenue, a lack of knowledge about

LDKT disparities and patient data disaggregated by ethnicity/race, and a perception
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coercion.
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1 | INTRODUCTION

Health disparities persist as a significant public health problem,1 de-
spite the availability of effective evidence-based interventions,? in-
cluding culturally competent and adapted interventions,®* because
these interventions are not widely implemented or not delivered as
intended (ie with fidelity). For example, ethnic/racial disparities in
access to living donor kidney transplantation (LDKT) have increased
in the last decade.’ Hispanics/Latinxs waitlisted for kidney trans-
plant received significantly fewer LDKTs than waitlisted non-His-
panic Whites in 2019: 5.0% versus 12.2%.° Because LDKT offers
longer kidney graft and patient survival than deceased donor kidney
transplantation,” LDKT disparities may magnify ethnic/racial dispar-
ities in transplant outcomes.®

Northwestern Medicine's™ Hispanic Kidney Transplant Program
(HKTP) was established in 2006 to provide culturally competent
and linguistically congruent care to Hispanic/Latinx patients and
their families seeking evaluation for kidney transplantation. Cultural
competency refers to: ‘A set of values, principles, behaviours, atti-
tudes, policies and structures that enable organizations and indi-
viduals to work effectively in cross-cultural situations.” The HKTP
addresses recipient-donor, health-care provider, and health system
factors known to contribute to lower rates of LDKT in ethnic/racial
groups,'? including lack of knowledge, cultural and religious beliefs
about transplantation, lack of bilingual staff at dialysis facilities and
transplant programmes, and lack of culturally competent care.!* The
HKTP was associated with a 74% increase of Hispanics receiving
LDKTs and 70% decrease in the proportion of Hispanic LDKTs to
non-Hispanic white LDKTs.*?

One factor contributing to ongoing disparities is that orga-
nizations often encounter considerable barriers to carrying out
interventions.’® Although many culturally competent care inter-
ventions have been put into effect across clinical conditions,® and
some have evaluated the barriers and facilitators to their imple-
mentation, few have directly evaluated their implementation and/
or used an implementation science theoretical framework to guide
their implementation evaluation.'*'> Such trends have been at-

tributed, in part, to the implicit focus of equity in implementation
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that the family discussion component was immoral because of the possibility of

Discussion and Conclusions: Our study identified novel barriers and facilitators to the
implementation preparation of a culturally competent care intervention. Healthcare
administrators can facilitate organizations’ implementation of culturally competent
care interventions by understanding factors challenging care delivery processes and

raising clinical team awareness of disparities in LDKT.

consolidated framework for implementation research, health disparities, healthcare

administrator, Hispanic/Latinx, implementation science, living kidney donation

and dissemination research.'® Further, few interventions are mul-
tilevel, that is, directed at more than patient, provider, system,
social, policy or environmental levels of influence on health nec-
essary for reducing health disparities.r” Moreover, few interven-

1819 or small groups of

tions aim to change clinical microsystems,
people who routinely work together to provide health care to pa-
tients.? Thus, little is known about how system factors (eg health-
care teams, hospitals, health systems) affect implementation of
interventions to reduce racial/ethnic health disparities in access
to care.}®20

The purpose of this study was to identify the facilitators and bar-
riers of HKTP pre-implementation. Implementation research schol-
ars recommend evaluating the barriers and facilitators to putting the
intervention into effect in the preparation phase to ensure the valid-
ity of the observations.?* ‘Implementation preparation’ (or ‘pre-im-
plementation’) research occurs after an organization's leadership
has decided to adopt an intervention but before it is carried out.??
The preparation phase also includes undertaking ‘implementation
strategies’, which are ‘methods or techniques used to enhance the
adoption, implementation and sustainability of a clinical programme

. 23
or practice’,

such as training stakeholders about the intervention
and further assessing organizational needs for adaptation. The
preparation phase is valuable for increasing intervention adoption
and fidelity.?*%°

Implementation research examines ‘methods to promote the
systematic uptake of research findings and other evidence-based
practices into routine practice, and, hence, to improve the quality
and effectiveness of health services’.?¢ Implementation research
aims to shed light on the gap between expected outcomes based
on scientific and clinical evidence, and outcomes experienced
by healthcare organizations in their implementation of those
recommendations.

The Consolidated Framework for Implementation Research
(CFIR)?’ guided the study's implementation design and evaluation.**
CFIR is a meta-theoretical framework compiled from 19 frameworks;
it includes 39 constructs in 5 domains—intervention characteristics,
organizational inner setting, characteristics of individuals, outer set-

ting, and process.?* CFIR can be used as a data collection or analysis
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tool in any stage of the implementation (eg preparation, executing,
reflecting).

Few studies to date have used CFIR (or other implementation
science frameworks) to examine barriers and facilitators to inter-
ventions in healthcare settings during the preparation stage.'*?*
Intervention characteristics identified as facilitators include the
following: strength of evidence?® and relative advantage over ex-
isting practice,?”3° adaptability,?® trialability?®2? and design qual-
ity and packaging.®! The primary intervention characteristic barrier
found in prior research is complexity.?®2732 Outer setting charac-
teristics enabling intervention implementation in healthcare set-
tings include the following: relationships between the healthcare
organization and other organizations31 and the presence of best
practice examples in other healthcare organizations.28 No outer
setting barriers have been identified in CFIR research in the prepa-
ration phase. Inner setting characteristics identified as facilitators
in healthcare settings include the following: readiness for the im-
plementation,30 particularly having sufficient resources to imple-

k% and

ment the intervention,?? the nature and quality of teamwor
communicated leadership commitment.?® Inner setting character-
istics identified as barriers to interventions were: competing orga-

nizational priorities?”3?

and perceived lack of compatibility with
existing work routines and technology systems.3? Characteristics
of individuals identified as facilitators in healthcare settings in-
clude the following: knowledge and beliefs about the interven-
tion,?® self-efficacy?’ and a sense of belonging among the staff.%!
Individual characteristic barriers include the following: resistance
to new routines,?® limited knowledge or negative attitudes about

80,3233 4nd turnover.?? The only process factor

the intervention,
identified as a facilitator was a stepwise rollout.?® A systematic
review of interventions that used no or other theoretical frame-
works identified an additional barrier not mentioned in CFIR re-
search: safety/legal and ethical concerns in the context of patient
confidentiality, legal restrictions, and fear of litigation.3*
Although prior research revealed common facilitators and bar-
riers to implementing interventions to improve health outcomes
across the population in healthcare settings, unique facilitators
and barriers may arise upon implementing culturally competent
care interventions designed to reduce racial/ethnic inequity. Many
studies have examined facilitators and barriers to the implementa-
tion of culturally competent care interventions.**>3%-38 However,
few of these studies highlight the unique factors relating to the
implementation of culturally competent care, and/or use imple-
mentation science theoretical frameworks or models to guide
study design and/or situate findings within implementation re-
search.**'> Unique facilitators identified included the following: a
recognition of the changing demographics of the client population,
the medical center's explicit commitment to diversity, past expe-
rience with multicultural interventions, and a shared commitment
to serve underserved populations. However, the barriers to im-
plementing culturally competent care were consistent with those
in previous research on other types of interventions in healthcare

organizations.

2 | METHODS

2.1 | The culturally competent transplant care
intervention

The HKTP provides patients care under the same standards but
utilizes different care delivery processes compared with patients re-
ceiving transplant education and evaluation in English. The HKTP
intervention entails 16 key components, which map directly to the
National Quality Forum's Framework for Measuring and Reporting

d***2 (Figure 1). Outreach to

Cultural Competency, as describe
Hispanic dialysis patients about the HKTP aims to educate pa-
tients about transplantation and encourage them to seek trans-
plant evaluation at the institution. The education sessions for
potential transplant recipients and their family and friends cover-
ing routine transplant information is supplemented by culturally
salient information targeted to Hispanics. A physician teaches the
education sessions because many Hispanics/Latinos regard phy-
sicians as authority figures. A post-education ‘wrap-up’ session
with the physician educator, patient and family are intended to
foster family-wide discussion and decision making about the op-
tion of and eligibility for living donation. Family members, espe-
cially elders, are encouraged to partake in the evaluation process
given traditional roles in health decision making. Bicultural staff
are essential to foster trust and rapport with patients through
shared cultural idioms. As a linguistically congruent intervention,
the HKTP entails oral and written communication in Spanish. The
HKTP maintains both the potential donor's and potential recipi-

ent's confidentiality.

2.2 | Study design and research sites

An ethnographic, longitudinal approach assessed shared percep-
tions of barriers and facilitators to the HKTP implementation
preparation period. Utilizing an ethnographic approach entailed:
examining barriers and facilitators within their social, economic,
and political contexts, revealing culturally embedded norms and
tacit assumptions shared among stakeholders, and examining
social processes in greater depth.?? Northwestern University's
Institutional Review Board granted study approval (STU00201331)
before data collection. Written and verbal informed consent
were obtained for individual interviews and group discussions,
respectively.

The intervention was implemented at two US kidney transplant
programs: in the South (Site A) and in the Southwest (Site B). These
sites were selected because they perform 50 + living donor kidney
transplants per year, have a Hispanic, bilingual transplant physi-
cian and serve a large Hispanic patient population. Both sites had
disparities in LDKT rates for Hispanics compared with Whites in
2016.12 Both hospitals were non-profit. Site A was a regional based
academic affiliated medical center that had a large-sized 1,000-bed

hospital with a level one trauma center. Site B is part of a national
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HKTP Components and How They Are Culturally Competent
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FIGURE 1 HKTP components and how they are culturally competent

academic medical center that had a medium-sized 300-bed hospital
with no trauma center. Implementation preparation spanned from
April 2016 to December 2016 to prepare for delivering the HKTP
intervention in January 2017. Although the sites were familiar with
one Principal Investigator through their joint membership and par-
ticipation in the American Society of Transplant Surgeons, they had
no financial or collaborative relationships with the research team

prior to the grant-funded study.

2.3 | Participants and sampling strategy

Eligible participants included transplant stakeholders: transplant
physicians (surgeons, nephrologists, urologist), administrators, clini-
cal staff involved in HKTP preparation and future implementation
and research staff. Site Principal Investigators notified all stakehold-
ers who would be directly or indirectly involved in implementing the
HKTP about the forthcoming site visit and requested their participa-
tion in interviews and group discussions to facilitate the implemen-

tation process.

2.4 | Data collection

The study Co-Principal Investigators (EJG, JCC) conducted site
visits in May 2016 to identify stakeholder, operational, and center-
level barriers and facilitators to HKTP implementation; clarify the
protocol; and troubleshoot ways to accommodate the intervention
into each institutional setting. Site Principal Investigators recruited
stakeholders for the initial group meeting.

In-person group unstructured discussions were led by the Co-
Principal Investigators to clarify the study protocol, assess progress
on intervention implementation preparation strategies using a check-
list and brainstorm ways to accommodate the intervention. In-depth
semi-structured interviews were conducted with transplant stake-
holders in person or by telephone by one Co-Principal Investigator,
a trained social scientist (EJG). Interviews assessed stakeholders’ per-
ceptions of organizational readiness to change, organizational culture,
attitudes about the implementation complexity, and perceived barriers
and facilitators to implementing the HKTP components using the CFIR
Interview Guide (www.cfirguide.org). Interviews lasted 30-60 minutes

and were audio-recorded.
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The learning collaborative method was used to help both sites’
transplant stakeholders design center-customized solutions to bar-
riers to implementing the HKTP. This rapid approach to health-care
quality improvement is used by organizations and providers to accel-
erate learning by collaboratively sharing their experiences and best
practices.40

The first learning collaborative discussion occurred via a one-
hour teleconference call in September 2016. The second learn-
ing collaborative occurred during a two-day in-person meeting at
Northwestern University in October 2016. On both occasions,
stakeholders discussed challenges and strategized solutions for
implementing the HKTP at their institutions, following a meeting
agenda listing key intervention components for review. Half-way
through the in-person meeting, subgroup breakout discussions were
held among 2-5 stakeholders with common roles (eg administrators,
clinicians, outreach staff) to help stakeholders identify role-spe-
cific potential roadblocks and brainstorm ways to implement the
HKTP within their institutional context. Discussions were recorded
mostly by audio, or handwritten notes when requested, and lasted
20-190 minutes.

2.5 | Data analysis

Audio-recordings were transcribed, and transcriptions were ana-
lysed for themes using the constant comparative,** deductive and
inductive coding methods.*? Research team members with expertise
in implementation science (MS, EJG) developed an initial deductive
code list a priori, based on the CFIR framework domains. Each inter-
view transcript was independently coded by the 4-member research
team. The research team held analytic retreats to review coded
transcripts to inductively develop additional codes and revise the
codebook for clarity, in an iterative process, until reaching data satu-
ration (when no new information or themes emerged).42 Each tran-
script was then coded independently by two different people. After
consistently achieving inter-rater reliability on a subset of transcripts
(Kappa > 0.80), all transcripts were recoded and Kappas calculated.
Discrepancies between coders were resolved through arbitration by
one team member (EJG). Recoded transcripts were uploaded into
qualitative analysis software (MAXQDA v.12). Table 1 lists the codes
by CFIR domain.

Text segments for each code were then independently reviewed
by two team members to create a code summary. Each summary
was developed by comparing segments and grouping together sim-
ilar ideas to identify emergent patterns and themes, and comparing
themes in one code summary to themes in other code summaries.*®
We also compared and contrasted themes by study sites to see if
codes were common to both sites or idiosyncratic to one site, we
focused our analysis on themes common to both sites. Next, the
research team reviewed all codes to see whether they mapped to
CFIR; codes that did not map onto CFIR revealed new factors re-
lated to the implementation preparation of culturally competent

care interventions. The research team met in groups of 2-4 people

TABLE 1 Codes and Frequencies by CFIR Domains

Code Frequencies Themes—CFIR Domains
Compatibility 168 Intervention
Characteristics
Infrastructure 96 Inner Context
Leadership Support 70 Inner Context
Available Resources 52 Inner Context
Team Culture 42 Inner Context
Support 41 Characteristics of
Individuals
Relative Advantage 28 Intervention
Characteristics
Confidence 27 Characteristics of
Individuals
Institution's or 27 Inner Context

Professional's
Espoused Values

Business Case 24 Emergent factors related
to culturally competent
care (Outer Context)

Patient Needs 23 Outer Context

Evaluation and 20 Inner Context

Feedback Process
Stage of 18 Implementation Process

Implementation

Spanish-Speaking 16 Inner Context
Staff

Competitive 14 Intervention
Advantage Characteristics

Change Commitment 14 Characteristics of
Individuals

Hispanics 12 Emergent factors related
to culturally competent
care (Outer Context)

Immorality 11 Emergent factors related
to culturally competent
care (Outer Context)

Rationale 11 Emergent factors related
to culturally competent
care (Characteristics of
Individuals)

Data Ignorance 11 Emergent factors related
to culturally competent
care (Inner Context)

Equity 10 Emergent factors related
to culturally competent
care (Intervention
Characteristics)

Evaluation and 9 Inner Context

Feedback Process

Learning from Past 9 Inner Context

Experiences

Organizational 6 Inner Context

Priorities

(Continues)
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TABLE 1 (Continued)

Code Frequencies Themes—CFIR Domains
Evidence quality & 4 Intervention

strength Characteristics
Cosmopolitan 3 Outer Context
Adaptability 1 Intervention

Characteristics

Complexity 0 Intervention

Characteristics

to review each Discussion transcription and create a new document
that summarized key points extracted from the discussion pertaining
to relevant codes. Representative quotations are presented below
to illustrate results. Credibility and confirmability of interpretations
were attained by employing analyst triangulation and self-reflexivity,
and dependability (reliability) and transferability were maintained

through an audit trail of analytic decisions.*44°

3 | RESULTS
3.1 | Characteristics of the sample

Forty-four stakeholders (site A: n = 21, site B: n = 23; 100% recruit-
ment rate) participated in one or more of the following activities: a
site visit interview (n = 24), group discussion (n = 35) and/or learning
collaborative discussion (n = 12). During site visits, 27 group discus-
sions occurred (site A: n = 15, site B: n = 12). Stakeholder members
in group discussions varied depending on topic covered (range: 1-9).
Most participants were female (57%, site A: 52%, site B: 61%) and
non-Hispanic (80%, site A: 76%, site B: 83%) and included physicians
(25%, site A: 28%, site B: 22%), nurses, social workers (30%, site A:
14%, site B: 43%), administrators (16%, site A: 19%, site B: 13%) and
other staff (eg marketing, information technologists, financial and
research) (30%, site A: 38%, site B: 22%).

3.2 | Common health-care organization factors
influencing HKTP implementation

The HKTP intervention encountered facilitators and barriers com-
mon to research on implementing interventions into healthcare set-
tings.34 These results correspond to two CFIR domains: intervention
characteristics and the inner setting. lllustrative, representative
quotations documenting these results are presented below and in

greater depth in the Appendix 1.

3.2.1 | Intervention characteristics

Stakeholders at both sites reported that they perceived that the

HKTP would benefit their current transplant program by increasing

WILEY-

Hispanic LDKT rates and improving their program's quality of care.
Thus, they perceived that the intervention had a relative advantage
over existing routines. Stakeholders said that the HKTP would ‘en-
hance’ their organization by ‘providing better care’ specifically, as
one nurse noted, by ‘bring[ing] in a culture of inclusion and diver-
sity and cultural sensitivity... that meet[s] the needs of our patients
with the demographic here’. They observed that bicultural/bilingual
providers cultivate a welcoming and supportive environment that
fosters genuine connections between patients and providers, char-
acterized as ‘comfort’, ‘bonding’ and ‘engaged’.

Stakeholders commonly expressed that the HKTP held the po-
tential to increase transplant program revenues. They were ‘mo-
tivated’ to support the HKTP as a ‘valuable endeavour’ because it
aimed to increase patient volume by increasing LDKTs, which they
perceived would financially benefit the institution by providing a
higher revenue margin (cost versus reimbursement) than deceased

donor kidney transplants:

| think there is an obvious economic benefit to [site
B], | mean, more live donor transplants is economi-
cally beneficial to the transplant programs, and even
though it takes resources to build a process like this,
... there’s much more to gain from it than the actual
investment of personnel and time...

(B11)

3.2.2 | Inner setting

Stakeholders at both sites were receptive to the HKTP because their
institutions’ values of ‘the patient comes first’, ‘compassion, integrity,
respect, diversity’ and ‘people, service, [and] quality’ directly ‘aligned’
with the HKTP’s goal of providing culturally competent and linguisti-
cally congruent care. Stakeholders perceived the HKTP as ‘something
different’ that had not been done before. Thus, they believed the
HKTP would advance their institution's value of innovation by provid-
ing a service that ‘nobody else has’ and that ‘sets [them] apart’.

Both transplant programs’ institutional infrastructure presented
challenges to implementing the HKTP. Because patient education
had traditionally been the role of nurses, stakeholders expressed
concern about physicians’ knowledge and skill in teaching. Some
stakeholders feared that the surgeons would not have time to deliver
education sessions because ‘surgeries have to come first’ in clinical
care. Moreover, they worried that using surgeon time for education
would be cost prohibitive.

Although both sites had abundant interpreters, sites differed in
making Spanish-speaking staff available to support the HTKP. Both
sites reported lacking Spanish-speaking staff to perform outreach at
dialysis centers, assist with clinical assessments and clinical follow-up.
During the site visit, the Co-Principal Investigators asked stakehold-
ers to identify bilingual transplant faculty, staff, and administrators for
involvement in intervention implementation. Stakeholders were ini-

tially unaware of who their bilingual staff were, but later unexpectedly
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learned that some staff were bilingual. The Co-Principal Investigators
suggested reallocating Spanish-speaking staff from other depart-
ments to support the HKTP. However, stakeholders believed this op-
tion would complicate financial systems, and bilingual staff would not

have time for the HKTP because they were already overworked.

3.3 | Tensions over implementing the culturally
competent care intervention

New factors, not commonly found to influence the implementa-
tion preparation of interventions in healthcare settings, arose in the
HKTP implementation preparation phase.

3.3.1 | Facilitator 1: Equity

Stakeholders perceived the HKTP as the morally ‘right thing to do’
and appreciated how the HKTP enabled their institutions to provide
equitable care to the Hispanic population. Stakeholders recognized
that the Hispanic community comprises an underserved population
and considered increasing services to this population important.
One stakeholder stated:

[Alnybody who is a healthcare provider wants to make
sure, | believe, that the patient population is able to re-
ceive healthcare in an equitable way, and certainly as-
sist with that.... | can tell you that for us, we want to do
the right thing, and if there are patients out there who
aren’t able to access health care because we're just not
mindful of that, then this is the right thing to do.

(A10)

3.3.2 | Facilitator 2: Personal motivations to
implement a program for Hispanics

Personal experiences motivated many stakeholders to implement
the HKTP. Hispanic stakeholders, aware of Hispanic community
needs, expressed their personal desire and passion to help Hispanics
and increase Hispanic access to transplantation, noting, ‘Our people
need this!” Non-Hispanic stakeholders reported their desire to con-
duct research to reduce health disparities, assist underserved com-
munities, provide linguistic congruence, and reduce challenges with

interpreters. One Hispanic stakeholder stated:

| see a population that's underserved in a state where
there's so many Hispanics, maybe because they are
Hispanic. | feel passionate about who | am and where |
come from, and my Latin people, are Hispanics, | think
there’s some need and there’s room for growth there
and improvement, and how we service the population.

(B22)

3.3.3 | Facilitator 3: Characterizations of Hispanics

Some stakeholders’ characterizations of Hispanics as a cultural
group reinforced their preparation for implementing the HKTP.
Specifically, two stakeholders noted that Hispanic families, particu-
larly elders, were important in healthcare decision making. They also
perceived that Hispanics had low health literacy, especially about
transplant options. Each characterization enhanced positive evalua-
tions of HKTP components including: (a) encouraging family member
involvement in the education sessions to address Hispanics' cultural
needs, (b) providing education that addresses concerns held by the
Hispanic community about transplantation, and (c) involving bilin-
gual and bicultural staff with whom Hispanic patients could identify.
A stakeholder reported:

Hispanics have a very strong family orientation that,
for the most part, it certainly doesn't exist in the
same way among the Caucasian population, nor in
the African American population. So, it's a distinct
population that works and functions differently. ...
there are clearly, better ways that we can approach
them.

(A12)

3.3.4 | Barrier 1: Business case—Hispanic payer mix

A few stakeholders expressed ‘reservations’ about implement-
ing the HKTP because of the perception that increasing Hispanic
patient volumes may have a negative impact on reimbursement.
Stakeholders believed that the Hispanic patient population's payer
mix was comprised predominantly of Medicare and/or Medicaid
rather than commercial insurance. Thus, increasing Hispanic patient
volume would increase the volume of Medicaid or Medicare payers,
which do not reimburse as well as commercial payers and in some
cases, the expected reimbursement does not cover the institution's
costs. One stakeholder stated:

If you look at every transplant that you're doing and
you're losing money on it, adding volume doesn’t help
anything. ... It's not all about the money - | don’t want
to make that sound like that’s what we’re looking at.
But if you don’t look at it, you will lose your program
because then you go under.

(A10)

A few stakeholders also expressed concern about potential neg-
ative financial impact by transplanting undocumented immigrants
without insurance coverage. One stakeholder recalled a past chal-
lenge that occurred when undocumented patients had initiated eval-
uation believing that they had Medicare coverage, but they found
out after transplantation that insurance did not cover the patient. A

stakeholder remarked how Hispanic undocumented patients will be



GORDON ET AL.

declined for transplantation because of an anti-immigrant political
sentiment:

[SJo we have patients that.. appear to have
Medicare. But as soon as they find out that they
weren't eligible for it, because they were undocu-
mented, we didn't get paid....[W]e are a private not-
for-profit, we do a lot of charity but transplant is not
the charity that our program, that our healthcare
system provides. And so, | think there’s some anx-
iety around that for us too.

(A11)

3.3.5 | Barrier 2: Lack of knowledge about
disparities

Stakeholders were generally aware of their center's patient volume
data and, less so, payer mix. However, almost all lacked knowledge
of their center's patient volume and outcomes data by ethnic/racial
background. One stakeholder said: ‘I really don't know [how big the
need to implement this initiative at my institution was], | just know
we have an unmet need, and the stats you showed this morning were
very telling, and actually, | was just quite taken back by it. | had not
understood that it was that bad’ (A12).

3.3.6 | Barrier 3: Immorality

A less common barrier to implementing the HKTP post-education
‘wrap-up’ component was the perception that it would violate
potential recipient and donor confidentiality and potentially lead
to donor coercion. One stated, ‘I think that's a general question
of engaging the recipients on donor issues. We are not supposed
to do that. We don't do that. And that can be, there is a tension
there probably between that and... the Hispanic family’. (B11)
Stakeholders feared that by asking potential recipients about
the number of potential donors they have, the surgeon would
inadvertently place undue influence on family members present
to volunteer to become donors. Site B stakeholders also feared
that the surgeon calling to inform potential recipients about the
number of ruled out potential donors would unduly influence
patients to remind remaining potential donors to undergo eval-
uation. Involving the family/potential donors in patient-physi-
cian discussions may have triggered concerns about compliance
with Centers for Medicare and Medicaid Services regulations
mandating that potential living donors undergo a medical and
psychosocial evaluation independent of the potential recipient
evaluation.*® As one stakeholder recognized, the HKTP inten-
tionally involves the family in treatment decision making, but
misinterpreted that the HIPAA regulations, which emphasize the
privacy rights of the individual patient, might interfere with in-

volving the family.

WILEY-—

A few stakeholders voiced another moral concern that HKTP’s
focus on Hispanics could compromise patient care for non-Hispan-
ics. They feared that the HKTP could create ‘resentment’ among
other minority patients who do not have a culturally competent pro-

gram catered to their needs.

4 | DISCUSSION
4.1 | Summary

Our study advances knowledge of the implementation of culturally
competent care interventions, and thereby extends the field of im-
plementation research. Our study is consistent with other studies
using CFIR to guide study design, but is relatively novel in assessing
providers’ barriers and facilitators to intervention implementation
during the preparation phase to explain adaptations in the implemen-
tation period.21 Most studies of culturally competent interventions
examine intervention efficacy, but not its implementation. Our study

contributes to scant research***°

using implementation science to
evaluate the barriers and facilitators to the implementation of a
culturally competent care intervention. Unlike many culturally com-
petent interventions that focus on the patient-provider interaction,
our study intervened on multiple-levels beyond the patient-provider
interaction (ie outreach, marketing, clinic education, scheduling
processes). Thus, we identified a more holistic set of barriers and
facilitators involved in implementing a culturally competent care in-
tervention, thereby advancing implementation research designed to
increase health equity.'® We identified several novel facilitators and
barriers to the implementation preparation of a culturally competent
care intervention targeting the Hispanic patient population not iden-
tified in previous CFIR research on healthcare settings.

4.2 | Comparison with existing literature

Some of these themes are consistent with research directly evalu-
ating barriers and facilitators to the implementation of culturally
competent care in healthcare settings.!**> Specifically, healthcare
settings’ institutional values of patient-centeredness and commit-
ment to diversity were seen as consistent with HKTP's goal of pro-
viding culturally and linguistically competent care. Moreover, in both
Nagy's and our studies, client demographics were seen as a motiva-
tor of the intervention. Similarly, Black patients’ perception that the
US Department of Veterans Affairs genuinely wanted to help them
was classified as a facilitator of the intervention.**

However, we identified several novel facilitators and barriers
related to the intervention's culturally competent character, specif-
ically, its focus on addressing Hispanics. Facilitators included stake-
holders’ sense of moral authority to address institutional health
disparities, perceptions that the intervention can address Hispanics’
cultural needs and personal motivation as members of the tar-

get population to help Hispanic patients. Each of these additional
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individual characteristics, not identified in CFIR implementation
preparation research, influences receptivity to culturally competent
care interventions targeted to Hispanics. Healthcare administrators
involved in implementing culturally competent care interventions
should recognize the value of stakeholders who share not only lan-
guage, but also culture with the targeted population to champion
the intervention. Administrators may consider reallocating bilingual
staff from different departments. Administrators should convey to
stakeholders the ethical value of the intervention to foster effective
implementation.

However, barriers included stakeholders’ concern about the neg-
ative financial impact of increasing the number of Hispanic patients
due to their Medicaid or undocumented status and stereotypes
about Hispanics. Both factors would be part of the outer setting in
the CFIR framework, if factual. However, these factors reflect a lack
of knowledge, an individual characteristic. The knowledge gap was
not about the intervention, but about Hispanics. Stakeholders at site
A believed that Hispanics’ payer mix was heavily government subsi-
dized. However, in 2016, more Hispanic transplant recipients at site
A had commercial insurance than non-Hispanic white recipients by
10%, and more non-Hispanic white transplant recipients had gov-
ernment-subsidized insurance (ie Medicaid and/or Medicare) than
Hispanic recipients by 10%.%” Nationally, 40% of Hispanic adults
have employer or commercial health insurance.*® Our findings sug-
gest some stakeholders held implicit bias about Hispanics. Implicit
bias can influence provider behaviors and patient outcomes.*’
Considerations over financing of the healthcare system similarly
emerged as a barrier to a mobile health application intervention in
Kenya and Canada.®®

Another barrier was stakeholders’ lack of awareness of and
the absence of data on LDKT rates for Hispanics compared with
non-Hispanic whites at both sites. A national survey also found that
most dialysis providers were unaware of racial/ethnic disparities
in transplant wait-listing (81%), and within their own dialysis facil-
ity (95%).°° Conversely, in other industries (ie education), data are
commonly disaggregated by race/ethnicity to look for disparities.51
Collecting and reviewing outcomes by ethnic/racial groups are nec-
essary for identifying the presence of disparities, measuring their
magnitude, and setting institutional goals towards increasing equity,
as recommended by The Robert Wood Johnson Foundation's Finding
Answers initiative for reducing health disparities.*® Transplant cen-
ters are mandated to report patients’ demographics, including eth-
nicity and race, to OPTN/UNOS. However, our finding suggests that
sites did not evaluate or were not cognizant of those data.

The HKTP comprised a challenge to study sites’ current care de-
livery processes by using physicians as educators, involving family
(and potential donors) in potential recipients’ decision making and
using bicultural staff. As such, it is a complex intervention that tar-
gets several different healthcare organization processes (eg sched-
uling, job design, human resources). Stakeholders perceived HKTP’s
culturally competent care through the lens of reasonable accommo-
dation. That is, they viewed cultural and language differences as bar-

riers to receiving the current care delivery processes, not recognizing

that the same current care delivery processes offered to all patients
produced less favourable outcomes for ethnic minority patients.

Although stakeholders were informed about how HKTP compo-
nents were culturally competent and the value of culturally compe-
tent care, our results suggest that some stakeholders did not seem to
fully grasp the meaning of culturally competent care. Instead, many
viewed the HKTP as a way of overcoming the perceived additional
needs of Hispanic patients, and primarily construed the HKTP as
providing the same form of care, but in Spanish. Furthermore, stake-
holders did not question the implicit ways that their institution's
current care delivery process prioritized non-Hispanic white cultural
values.

Anthropologically, tacit cultural values of individualism,
health-seeking behaviors, and nosology, embedded within US health-
care practice reinforce an individual-centered rather than fami-
ly-centered approach to patient care.>?>® Healthcare administrators
involved in culturally competent care interventions should consider
having stakeholders undergo training in cultural competency and to
identify implicit biases. Such training may help stakeholders become
more receptive to alternative care delivery processes that prioritize
the needs of underserved patients.

By maintaining one care delivery process as the gold standard
that all patients receive, hospitals will inevitably impede the provi-
sion of culturally competent care, and the reduction of health-care
disparities.“*18 Culturally competent care requires healthcare orga-
nizations to adopt different care delivery processes, rather than rely
on a singular care delivery process for all patients. Some stakehold-
ers believed that delivering culturally competent care for one ethnic
minority group would compromise care for other groups. Their un-
derlying assumption was that fairness means that all patients receive
the same health-care resources (equality). Instead, culturally com-
petent care aims to promote equity, which means that all patients
receive the care they need to achieve the same healthcare results.>*
We recommend that healthcare leaders understand and articulate
to their teams that institutions should strive for equity in outcomes,
as opposed to equality in care delivery processes, to foster culturally
competent care.

4.3 | Implications for research and clinical practice

We recommend several strategies to facilitate the implementation
of the HKTP or other culturally competent care interventions in
healthcare institutions (Table 2). During the implementation prepa-
ration phase, transplant healthcare administrators should leverage
their knowledge of hospital operations and access to patient-level
data to identify optimal ways to accommodate the intervention
within the institution, and conversely, to adjust the institutional in-
frastructure to accommodate the intervention. Accordingly, they
should plan for and monitor costs and reimbursements associated
with the intervention. Healthcare leadership should also analyze
patient outcomes data by racial/ethnic groups to identify potential

disparities and use these data to set program goals for improving
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TABLE 2 Practice Recommendations by HKTP Needs, Challenges to Implementation and Potential Solutions

Needs

Bicultural/Bilingual staff

Awareness of ethnic/racial
disparities in transplant
patient volume and outcomes

Inaccurate assumptions to be
corrected

Embrace care delivery
processes that foster equity,
rather than equality

Challenges to implementation

Traditional institutional reliance on interpreters, and the
belief that interpreters are ‘good enough’

Difficulty hiring bilingual/bicultural clinical staff due to the
limited pool of qualified candidates

Lack of understanding of the transplant team's
demographics in relation to ethnic background and
language skills

Tradition of analyzing patient transplant data in aggregate,
not broken down by race/ethnicity or other demographic
variables

The following inaccurate assumptions:

That the Hispanic payer mix represents a disadvantageous
payer mix without analysing center data

That undocumented Hispanics are not able to purchase
insurance coverage

Misperception that different care delivery processes for
different patients groups is unfair

Potential solutions

Recruit people who are bilingual/bicultural to
fill open faculty/staff positions

Re-allocate bilingual/bicultural staff from
other hospital departments

Post positions year round

Post positions in the Hispanic Health Care
International (HHCI) journal, which is the
official journal of the National Association of
Hispanic Nurses, or other bilingual venues

Assess the transplant team's ethnic
background and languages spoken

Leverage intervention champions of a similar
ethnic background as the target patient
population

Analyse transplant center patient volume
and outcomes data by ethnicity/race and/or
other groups volume and outcomes

Raise clinical team awareness of disparities
by posting leaflets or posters describing
disparities in private areas (eg conference
rooms, hallways), and discussing in staff
meetings

Analyse center payer mix for Hispanics (and/
or other groups)

Help patients obtain coverage prior to starting
the evaluation process

Analyse center revenue on an ongoing basis

Inform center stakeholders about Hispanic
payer mix

Inform stakeholders that undocumented
Hispanics can purchase health insurance
coverage (but not through health insurance
exchanges which are publicly subsidized)
without a social security number most of
the time, according to anecdotal reports by
transplant social workers. The US

Internal Revenue Service (IRS) can issue an
Individual

Taxpayer Identification Number (ITIN), which
is a tax processing number, regardless of
immigration status.>® The IRS wants to
ensure that people, including unauthorized
immigrants, pay taxes even if they do
not have a Social Security Number and
regardless of their immigration status

Emphasize the ethical value of implementing
culturally competent care as a good business
model

Perform a cultural assessment of transplant
stakeholders to identify intrinsic bias®’
Educate stakeholders about cultural biases

these outcomes and increasing ethnic/racial equity. Healthcare
administrators should educate stakeholders often about dispari-
ties in transplant access and outcomes in their patient population,
to prime them to deliver different care delivery processes embed-
ded in culturally competent care. Transformative leadership styles
that mobilize team understanding of an intervention can foster

organizational climates conducive to implementing culturally

competent care interventions.>® Further, leadership should edu-
cate stakeholders about tacit cultural assumptions underlying
the existing care delivery processes to avert expressions of sub-
tle cultural biases and accommodate the needs of underserved
populations. Moreover, leadership should proactively champion
the business case that culturally competent care interventions

advance the institutional mission of serving the community and
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thus are the ‘right thing to do’. Future research should evaluate
how these novel constructs affect implementing other culturally

competent care interventions.

4.4 | Strengths and limitations

A strength of this study is that it was conducted in multiple sites,
contributing to transferability of study findings. Another strength is
the use of the implementation science theoretical framework, CFIR,
to guide analysis of the implementation preparation process.

A study limitation is that participants’ statements or percep-
tions may not reflect actual behaviours. Although our results
may be transferrable to academic, non-profit hospitals, results
may differ in community hospitals and/or hospitals in other US
geographic regions. Study findings may reflect US experiences in
implementing culturally competent care interventions highlighted
by its market-based system that may not arise in countries with a
single payer system. A social desirability bias may have softened
stakeholders’ concerns because grant funding supported HKTP
implementation. We used measures to control for social bias in-
cluding informing participants that their input would be analysed
in aggregate and contribute to a better understanding of how
to implement the HKTP and deliver culturally sensitive care for
Hispanic patients in the future. Perceived barriers may not have
prevented implementation.

5 | CONCLUSION

Our study identified novel barriers and facilitators unique to the
implementation preparation of a culturally competent care inter-
vention that reflect implicit biases about delivering care to cultural
groups. Our findings may enable healthcare organizations to more
effectively implement the HKTP and other culturally competent

care interventions in the future.
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‘[Alnybody who is a healthcare provider wants to make sure, | believe, that the patient population is able to receive

healthcare in an equitable way, and certainly assist with that....I can tell you that for us, you know, we want to
do the right thing and if there are patients out there who aren't able to access healthcare because we're just not
mindful of that, then this is the right thing to do’. (A10)

‘It's a great idea what you are doing. Increasing awareness about the living donation in the Hispanic population...
Certainly, Hispanics as a population may be even more attractive because of the barriers that they may have -- be
it, cultural, be it language barriers, so... we have the opportunity to be even more effective in this group, if we can
abolish those barriers... It's time for our group to do this in a systematic fashion, so [site B] is very well positioned
to get on this and get the job done. And we have a fairly good amount of the Hispanic population. | can't tell the
exact percentage.... And we would like to see the living donation improve at our center... (B10)

‘[Slomething like this, | think offers us the opportunity to not only focus on underserved populations but also |
think will enhance or change some of our thinking related to all populations...” (B16)

Personal motivations to
implement a program
for Hispanics

‘For me personally, | think it's [the HKTP] a really important one being of Hispanic, just being Hispanic myself, you
know, and having parents... | mean, | understand the value of it from a personal level, and then from generally
speaking for the institution, | think, it's also very beneficial, it definitely brings in a culture of inclusion and

diversity and cultural sensitivity, so | think that as an institution it's very valuable as well that we are meeting the
needs of our patients with the demographic here in [state]’. (B13)

‘| think to me, | see a population that's underserved in a state where there's so many Hispanics, maybe because
they are Hispanic and | feel passionate about who | am and where | come from, and my Latin people, are
Hispanics, | think there's some need and there's room for growth there and improvement, and how we service
the population, and | think because it's transplant and | love transplant, it was one of those things, you just do
something good for somebody and they are grateful, most of them, | can't say everybody is, most of them are
grateful for that second chance. So | think, for me, it's the passion and excitement, and to be able to be involved
with something like that, it's great personally’. (B22)

‘You know, as a native Spanish speaker, my abilities have been utilized since my medical school days, and | think
I've been impactful on a patient to patient basis most of my career, and | think this is an opportunity to impact the
community of potential patients on a broader scale...’ (A13)

(Continues)
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Immorality

‘I look around the community, and I'm like this [the HKTP] is obviously a huge need. And the other thing | admire
a lot about the Hispanic population and Hispanic culture is they are very loyal as a culture. | think once they see
somebody catering to their needs, | think it will automatically drive people to at least inquire and find out about
the program. So | think it [the HKTP] has a lot of potential to grow pretty quickly just because I've seen the need
when we opened up community events, when they come and the desire for knowledge and the questions they
have and how they embrace and absorb, and they just have a thirst for that to understand it’. (A14)

‘Hispanics have a very strong family orientation that, for the most part, it certainly doesn't exist in the same way
among the Caucasian population, nor in the Afro American population. So it's a distinct population that works
and functions differently, and unless you begin to just scratch at the surface and ask questions, and you see this...
there are clearly, better ways that we can approach them on'. (A12)

‘[Alnd | understand, you know, the elders and they kind of rule and dictate, but | think that if you can explain things
to them, they'll be more open-minded. | mean hopefully more open-minded and say ‘yes’. (B14)

‘I think there is an obvious economic benefit to [site B], | mean, more live donor transplants is economically
beneficial to the transplant programs, and even though it takes resources to build a process like this, ... there's
much more to gain from it than the actual investment of personnel and time....[l]f you think of it from an economic
standpoint, there's much more profit here than, you know, there's going to be a lot of revenue generated by each
incremental living donor transplant compared to the personnel and human time that it would take to create this
program’. (B11)

‘Well, it's... you know, certainly, with more donors becomes more recipients. So for [site B] that means more money,
yeah... So, bottom line. [Giggles] | really think that, that's what motivates [site B] to want to seek this, but you
know, our numbers are growing every year, especially in kidney transplant but as well as in liver but our donor
population, our living donor has stagnated’. (B18)

‘...[T]his is business as well, and it's [the HKTP] something that hopefully will grab more individuals attention to
come to [site A] and get their transplants here’. (A13)

‘... we have to consider the bottom line of these things. We have to think about the greater good and cost too and
how to meld those things together, and we can make that happen’. (B24)

‘Yeabh, it sounds like the only reservation they [transplant department leaders] have is our payer mix, and their
ability to come here for insurance. But otherwise, other than that, they think that culturally that they would
adapt, and it sounds like from the past clinical research that they are very accepting and very accountable to that
consent and follow through'. (B23)

‘Well, | mean, if you look at every transplant that you're doing and you're losing money on it, adding volume doesn't
help anything, so you just have to, if you're losing money then you are not at your sweet spot, and it's not all about
the money | don't want to make that sound like that's what we're looking at, but if you don't look at it, you will
lose your program because then you go under’. (A10)

‘[Slo we have patients that have applied and received Medicare under the [unclear; 0:46:27] but who didn't qualify
and so, they appear to have Medicare. But as soon as they find out that they weren't eligible for it, because they
were undocumented, we didn't get paid....[W]e have done a number of transplants that way and so, some of those
are the fears...do we have the processes in place to ensure...but then we find out later...and we don't expect a
Medicaid plan primalrily]...we don't accept a lot of exchange plans, so we are a private not-for-profit, we do a lot of
charity but transplant is not the charity that our program, you know, that our health care system provides. And so,
you know, | think there's some anxiety around that for us too’. (A11)

‘ wasn't even really aware of the exact numbers until, you guys, brought it to our attention. I'm sure some of the
transplant people knew like our whoever the nephrologist that you guys have been... | don't know who you're
dealing with if it's... Dr [Department chairs] or them. They probably are aware of that, our coordinators are. | don't
even know that everyone really knew the exact numbers’. (B19)

‘I really don't know [how big the need to implement this initiative at my institution was], | just know we have an
unmet need, and the stats you showed this morning were very telling, and actually, | was just quite taken back by
it. | had not understood that it was that bad’. (A12)

‘Yeah, I mean, | think that's a general question of engaging the recipients on donor issues. We are not supposed
to do that, we don't do that. And that can be, there is a tension there probably between that and the family or
[unclear] of the Hispanic family’. (B11)

‘Well, the fact that they haven't come forward, | think is private, yes, there might have been a discussion in a group
saying these are potentials, but any next steps by any of those donors whether it's moving forward or not, is really
private and confidential to the donor, not, in my opinion is not our job to share with the recipient, donors can
share that with the recipient, but we wouldn't, just in our current practice, that's just not what we speak about’.
(A10) (Continues)
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‘But you can't keep, you can't ask the nurses to compromise this population of patients to meet the needs of this
population of patients’. (B25)

‘It may make me wonder about sort of other minorities and wonder why we don't have a cultural sensitive program
that caters to their needs too. So, I'm not sure if there's resentment from other patients who may have that, | don't
know’. (B24)

‘I think the history of what we believe is always the right thing to do for the right reason, which | think everybody
thinks this is the right thing to do, it's a need that we have, which is how we always decide how to do things, we
looked at the needs and various to-dos: does your patient need to do it? And, is it the best thing for the patient?
| think one thing you'll see about our organization and our culture really is that we like to pride ourselves, and |
think we do on being a patient-centered organization. And because of that, it's just patient centered to a total
definition of what patient centered is, right? If you do it the right way in my opinion and so to me it aligns with
the core values, mission, vision and values of what [site A] stands for, and anytime we can do that, we can align
anybody we need to, to get behind a project and | know that, just because everybody, that's just how we agree
upon things, everything we do is around a pillar, it's people, service, quality, and finance, and if we can align our
projects with those four pillars which are our core values of our culture... Then, we can move things much easier.
Does that make sense?’ (A14)

‘I mean, | think that [site B] has meant to, and | mean, as the caveat, that I'm new, but [site B] really focuses on the
care of the patient, and the care of the patient comes first, and that doesn't there's not differentiation in regards
to whether that patient has Hispanic background, or European background, or whatever the case may be. We are
trying to provide those quality services. So | mean, by providing it, and then trying to outreach specifically to the
Hispanic community we are outreaching to the population that we have here in [our state]. So, there is that great
need for that and by doing this program it will really engage the local population’. (B21)

‘The [site B] values are based on compassion, integrity, respect, diversity with those 4 values, this research project
supports all of those. So, the diversity of culture, the respect of differences, and the respect of the different
cultures, even within our departments of research and clinical practice, and how we are able to collaborate
together to hold integrity. So, | think this supports research values and [site B] values’. (B23)

‘Well, because it [the HKTP] would just bring that, it would just make that much, you know, what makes [site B]
special per se or the thoroughness of it or the quality of care with the education and research backing it up, it
will just bring that full range of culture and care to the Hispanic population instead of just a fraction of it, you
know, by using interpreters or just having written information duplicated but not having that access to a Spanish
speaking provider. So they are not getting the full experience, | guess, | would say, currently, because of that, but
if they did, then it would be great’. (B13)

‘| think that it can, yeah, | think so, | think that it's going to increase Hispanic kidney transplant and | think that in
itself will increase living donor kidney transplant, so | think that's an advantage’. (A10)

‘| will just mention this, it seemed odd to me, not odd, but | understand the concept, but having the physicians, do
all the teaching, | have a little bit of anxiety with that, because | don't, | think there are things that our physicians
won't know about, won't teach as well, and know, different physicians are different, there are some physicians
that are excellent teachers and others are not and so, not that it can't happen, but | feel strongly, like | want to
listen, participate, | feel like | need to have my hands on that a little bit more than, “Sure you just go teach!” (A10)

‘l understand [DrX] does that education class, correct? [interviewer: Yes] It's, I'm concerned that we'll be able to
deliver that. A little bit concerned.... but [Dr X, the surgeon educator] is very busy guy, yeah and [Dr X] is very
busy. It's not just him. All of us are very busy. I'm the medical director of the program, | have just this afternoon,
Wednesday afternoon is my time to do all the meetings, every time else...I'm, you know...So, this is the way it is
here. It's not a bad spot. But, it is [Pause] you have to really be mindful of the resources’. (B20)

... [Slomething like this, | think offers us the opportunity to not only focus on underserved population but also |
think will enhance or change some of our thinking related to all populations, as part of being able to think outside
of the box. Having a physician or surgeon teach a class is so far-fetched from anything anybody, you know, it's
always, relegated to the lowest clinical provider’. (B16)

(Continues)



GORDON ET AL. 1465
Wi LEYJ—

APPENDIX 1 (Continued)

Facilitators

Compatibility ‘| think the biggest one [barrier] that | can personally would say is the lack of having bilingual staff, we are very
limited in, there's not very many staff that's actually bilingual, | mean, we're kind of sparsed out.... | have tried
the interpreters just to get a test, and a feel for them, and generally they do a very good job with interpreting
information, | think it's very dependent on the interpreter. So, some interpreters are a little better than others,
| guess that's a symptom of growing pains | guess, you know, if they are newer to the area or if they interpreted
this material before, they are familiar with how to get the message across, but generally speaking, interpreters
have been good, they have gotten the task done... But what you miss is that connection like, the trust, | guess
there's a level of trust, a level of connection that you lose with an interpreter, and so that's hard to quantify and
it's hard to, yeah, it's just hard to quantify and really make sense of it until you actually go through it. Yeah, so the
information gets translated, the information, the questions, there's opportunity for questions, but you do lose the
sense of, that intuition, you lose that sense of intuition, like do they really understand this? Do | need to explain
something further? And an interpreter is just simply transplanting the words, they don't really have the intuition
to know based on their responses if they are really getting it or not, so | think you do lose a little bit of that with
an interpreter’. (B13)

‘| think, because of how, to me how we're communicating with that patient population now isn't very patient
centered, it's through a translator, it's through a phone, it's through a computer, which is what we use as
interpreting. We don't even have a lot of one on one interpreters anymore’. (A14).

Available resources ‘Well, | know that our website needs to be translated and unfortunately | have no control over that. This is
something that needs to be done by, not by [site B], it's done by [site B] enterprise. So, it's a joke, | call it the
mothership. [Interviewer laughs] If we have a like 3 committees here to do something, we have about 7 to go
thought the mothership, so | don't know how long is going to take but | know they are working on it. That's, that's,
all I know'. (B15)

‘For [site A], no, we can absolutely engage the social media team with our marketing group but those two teams
are very trusting and love, love, love transplant stories and yet, they get a lot of attention on our social media so
they're anxious for those stories. We just didn't want to launch that too soon, of course’. (A11)

Perceptions of Hispanic ‘.... | think the biggest thing is going to be on the pre-transplant side of things, you know, on the [nearby site A]
patients’ needs campus we have Spanish-speaking coordinator, and on the [site A] campus we do not, and so, | think that's going
to be a big starting point, where we need to figure out how we can, as you mentioned the other day, | mean,
this patient population does not want to go through an interpreter, and they do not want to go through family
members necessarily and | think that works better sometimes than an interpreter, but we need to figure that one
out first’. (A15)

‘...but | think right now we take care of people's clinical needs, but | think that for our Hispanic patients that are
looking for kidney transplant education, we probably need to enhance how they are being educated because they
need that and that need is real’. (B11)

‘We have such a close relationship with the coordinators, all the coordinators because | mean we are walking with
patients, we are educating them through the process, and we notice a difference between our English speaking
patients and our Spanish-speaking patients. They are less likely to call back - Spanish speaking patients. We don't
get to connect with them on that level. Like today, | was talking to a patient this morning about her upcoming
wedding and her trip to Bali for her honeymoon and all of these things. | would not be able to get that engaged
through an interpreter, and that's what leadership doesn't see. They see us still getting the patients through and
getting them transplanted and getting the outcome, the good outcomes to the SRTR, but they don't see us not
being able to engage with patients’. (B17)



