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Abstract
Language barriers are major obstacles that Asian American immigrants face when accessing health care in the USA. This 
study was conducted to explore the impact of language barriers and facilitators on the health care of Asian Americans. Quali-
tative, in-depth interviews and quantitative surveys were conducted with 69 Asian Americans (Chinese, Filipino, Japanese, 
Malaysian, Indonesian, Vietnamese, and mixed Asian backgrounds) living with HIV (AALWH) in three urban areas (New 
York, San Francisco, and Los Angeles) in 2013 and from 2017 to 2020. The quantitative data indicate that language ability is 
negatively associated with stigma. Major themes emerged related to communication, including the impact of language barriers 
on HIV care and the positive impact of language facilitators—family members/friends, case managers, or interpreters—who 
can communicate with healthcare providers in the AALWH’s native language. Language barriers negatively impact access to 
HIV-related services and thus result in decreased adherence to antiretroviral therapy, increased unmet healthcare needs, and 
increased HIV-related stigma. Language facilitators enhanced the connection between AALWH and the healthcare system 
by facilitating their engagement with health care providers. Language barriers experienced by AALWH not only impact 
their healthcare decisions and treatment choices but also increase levels of external stigma which may influence the process 
of acculturation to the host country. Language facilitators and barriers to health services for AALWH represent a target for 
future interventions in this population.
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Introduction

Among all racial or ethnic groups in the United States (US), 
Asian Americans are the fastest-growing group [1] and in 
2018, made up 6.7% of the total US population [2]. Asian 
Americans belong to diverse ethnic groups and reflect lin-
guistic diversities. One study reported that more than 1000 
languages/dialects are spoken by Asian Americans [3]. The 
Asian American population in the US has the highest pro-
portion of residents who speak one or more languages at 
home other than English [3].

Approximately 30% of Asian Americans in the US have 
limited English proficiency (LEP) [1]. English proficiency 
significantly affects the acculturation process [2] when var-
ious challenges are faced such as separation from family 
and friends and adapting to a new culture, language, and 
lifestyle. English proficiency plays a vital role in dealing 
with a disease in the US healthcare system, especially when 
the system is new to the immigrant [3]. Language barriers 
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impact access to healthcare and how healthcare services are 
understood [4]. Immigrants with LEP experience communi-
cation barriers that affect not only patient-provider relation-
ships and reduce trust [4, 5] but also their health outcomes 
and quality of their medical visits [4]. Inefficient communi-
cation contributes to poor medical assessments, misdiagno-
ses, and delayed treatment [6]. Patients with LEP are more 
likely to have prolonged hospital stays [7], are at greater risk 
for hospital readmission [8], have fewer follow-up appoint-
ments [9], and have poorer medication adherence [10] and 
treatment compliance [4].

Acculturation, a process during which people leave their 
own culture for a host country culture, plays a key role in 
assimilating to the mainstream system [11]. According to 
Suinn-Lew (1987), if social friends’ ethnicities are the same 
as the study participants, in most cases, he/she will prefer to 
use their mother tongue to communicate [12]. In addition, 
if an individual prefers to use the native language to com-
municate, mostly maintain their LEP level [12]. One study 
has shown that people who stay in the US longer accultur-
ate more to the US dominate culture [12]. In addition, if 
an individual arrives in the US at a young age and goes 
through the US education system, his/her LEP should be at 
a minimum [13].

For Asian immigrants living with HIV with LEP, stress 
during the acculturation process comes from a multitude of 
factors including discrimination from external sources (e.g., 
Asian hate), HIV disclosure struggles, health care access 
issues, and culture shocks [14, 15]. Several studies confirm 
that the acculturation process is associated with depression, 
stigma, and perceived stress [14, 16]. In particular, low or 
moderately acculturated Asian immigrants living with HIV 
present with depressive and stress symptoms [11]. In a recent 
study, perceived (felt) stigma can threaten a person’s own 
value [17]. Using Huang. et al.’s theoretical model (2020), 
we hypothesized that acculturation is negatively related to 
perceived stigma [14].

Asian Americans navigated the US healthcare system 
experiencing perceived stigma and discrimination especially 
Asian Americans with LEP [18]. Stigma that is experienced 
or anticipated can increase Asian Americans’ vulnerability 
to poor health outcomes, lead to lower healthcare access 
and engagement, and result in delays in seeking treatment 
and poor patient-HCP relationships [19, 20]. In addition, 
perceived stigma is also high when immigration status is 
required to disclosed in order to find a job or access social 
welfare [17], especially during the COVID pandemic with 
Asian hates [21, 22].

Asian Americans living with HIV (AALWH) are an espe-
cially vulnerable group [23–25], however, few studies have 
focused specifically on the impact of language barriers on 
HIV care. According to the US Centers for Disease Control 
(CDC), from 2010 to 2016, Asian Americans had the highest 

rate of HIV diagnoses (42%) compared to other racial/ethnic 
groups [26]. Additionally, Asian Americans present with 
low levels of HIV knowledge and have low HIV testing rates 
[25]. When diagnosed with HIV, Asian Americans are more 
likely to be at an advanced stage of AIDS and developed 
several opportunistic infections [24].

In this paper, we explore the impact of language barriers 
on AALWH as well as seek potential language facilitators. 
Findings from this study will guide development of interven-
tions with AALWH that enhance communication between 
Asian Americans and their HCPs.

Methods

Study Design

This study not only designed to capture the richness of lan-
guage barrier experiences in healthcare settings but also 
aimed to quantify language preferences and stigma levels 
in AALWH by using a mixed-methods study design. In 
total, we conducted 69 in-depth qualitative interviews with 
AALWH that were analyzed using content analysis. We used 
the content analysis to identify research themes (accultura-
tion and stigma) and to identify the relationships of these 
two themes. Quantitative data were collected on language 
preference during the acculturation process and perceived 
and anticipated stigma via a survey.

Study Settings and Sample

Community health clinics in New York, San Francisco, and 
Los Angeles provided approvals for research in their com-
munities. Institutional Review Board (IRB) approvals were 
obtained from Yale University (HIC #1208010657) and 
from the University of California at Los Angeles (IRB#18-
000025). Participants were recruited from the San Fran-
cisco Community Health Center (formally known as A&PI 
Wellness Center) in San Francisco, the Chinese-American 
Planning Council, Inc. (CPC), the Asian/Pacific Islander 
Coalition on HIV/AIDS Community Health Center (API-
CHA) in New York City, and the Special Service for Groups-
Access to Prevention Advocacy Intervention and Treatment 
(SSG-APAIT) in Los Angeles. Snowball and convenience 
sampling methods were used to identify AALWH who met 
the following inclusion criteria: (1) diagnosed with HIV, 
(2) self-identified as Asian American, and (3) 18 years of 
age or older.

A total of 69 AALWH participants from three urban cent-
ers were recruited. Multivariate logistic regression was used 
to test relationships between psychosocial factors, accultura-
tion, and perceived stigma. The study had two data collec-
tion phases: (1) From January to June 2013, 50 AALWH 
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participants were recruited in San Francisco, CA, and New 
York City, NY, and (2) From September 2017 to January 
2020, 19 AALWH participants were recruited in Los Ange-
les, CA, and New York City, NY.

Qualitative Data Collection

Prospective participants met with bilingual researchers. 
Researchers were trained on cross-cultural qualitative 
research methods and had PhD degrees in nursing and/
or social work. After securing consent, 60–90 min, audio-
recorded, in-depth, semi-structured interviews were con-
ducted in the participant’s language of preference (Viet-
namese, Cantonese, Mandarin, or English). Interview 
topics included experiences of acculturation, HIV diag-
nosis process, perceived stigma, HIV treatments, medical 
history, and language barriers and facilitators during medi-
cal visits. After two phases of in-depth interviews, data 
saturation was achieved.

Quantitative Data Collection

A 30-min quantitative study survey with standardized meas-
ures was undertaken to gather data on demographics, social 
history, acculturation, and HIV stigma. The scales used in 
the survey have been used in many Asian populations and 
have shown good reliability and validity over time [27, 28]. 
Participants completed the survey through Audio Computer-
Assisted Self-Interviews (ACASIs) or using Research Elec-
tronic Data Capture (REDCap). Small reimbursements ($15) 
were offered to compensate participants for their time and 
effort. To ensure the reliability of the study, we first pilot 
tested the semi-structured interview guide using two par-
ticipants who were not included in the final study sample. 
Questions included: “Tell me when and why you decided to 
come to the United States?”; “What language do you prefer 
to speak at home, with your friends and at work? And why is 
that?”; “When and how did you know you were infected with 
HIV?”; “Tell me what happened when you needed to see the 
HIV doctor?”; and “Can you give me an example of when 
you feel that you were excluded or not welcome at a gather-
ing? What happens?”; “Who helps you when you need to see 
the HIV doctor? What is the most helpful thing that you get 
from him/her/them?”. After the pilot participants expressed 
understanding of the interview questions, the in-depth inter-
view was deployed to the study sample participants.

Demographics

Demographic data included age, sex, ethnic background, and 
immigrant status.

Suinn‑Lew Asian Self‑Identity Acculturation Scale

This 21-item scale measures six acculturation domains in 
Asian populations: language and cultural preference, inter-
action, generational identity, affinity for ethnic identity and 
pride, food preferences, and generation and geographic his-
tory [28]. In order to analyze correlations with stigma, we 
focused on six questions related to language ability from the 
full acculturation scale. Each item was scored from 0 to 4, 
and a total acculturation value was calculated by summing 
scores across the 6 items. The overall reliability of the Cron-
bach alpha in this instrument was 0.96 [13].

Stigma

The HIV Stigma Scale [27], a 40-item self-reported instru-
ment that measures the degree of stigma experienced (1 = 
strongly disagree, 2 = disagree, 3 = agree, and 4 = strongly 
agree), was used to evaluate perceived stigma. The total 
scores ranged from 40 to 160; higher scores indicated 
increased stigma. The subscale measured disclosure con-
cerns, negative self-image, personal stigma, and concerns 
with public attitudes toward people with HIV. For this scale, 
the overall Cronbach’s alpha reliability was 0.95 [27].

Analysis

All in-depth interviews were transcribed verbatim in the 
speaker’s language and coded and analyzed with qualita-
tive content analysis [29] using the Atlas.ti 7.1.7 software 
(ATLAS.ti Scientific Software Development GmbH, Berlin, 
Germany). First, after completing the in-depth interviews, 
transcriptions without individual identifiers were shared 
with a few study participants for transcription validation. 
Second, the study team looked for concept categories and 
code trees related to language barriers. Third, two research-
ers inspected the transcriptions individually and assigned 
codes based on themes. To ensure coding inter-rater reli-
ability, two researchers coded the first 5 transcriptions and 
checked the consistency of coding. The study team discussed 
the coding discrepancies and achieved consensus. Repre-
sentative quotations related to language barriers and stigma 
experiences were then selected and, where necessary, trans-
lated into English.

Quantitative data analyses were conducted using SPSS 
24.0 (IBM, Chicago, IL). The continuous variables were 
expressed as mean and standard deviation (SD); categori-
cal variables were expressed as percentages. We conducted 
multivariate logistic regression analysis to identify and 
check associations between language acculturation and 
stigma. Independent variables with p < 0.05 was consid-
ered significant. Missing data were replaced by the average 
of observed data.
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Results

Demographic data including participants’ language prefer-
ence and social friends’ ethnicities are presented in Table 1. 
The age range of the study participants was 31 to 72 years 
(mean = 51 years, SD =10.4) and approximately 78% of 
the participants were male. Participants had various ethnic 

backgrounds: Chinese, Filipino, Japanese, Malaysian, Indo-
nesian, Vietnamese, and mixed Asian. The majority reported 
that they were US immigrants and more than three-quarters 
of the participants (78.3%) were raised in Asia.

Quantitative Analysis

The results of multivariate logistic regression are shown in 
Table 2. Different demographic (age, sex, ethnicity, immi-
grant), language acculturation, and stigma were entered 
in stepwise regression. The results of multivariate logistic 
regression analysis (F=3.17, p=0.009) suggest acculturation 
levels were negatively affected by the respondents’ stigma 
(β= −0.541, p =0.002).

Qualitative Analysis

Impact of Language Barriers on HIV Health Care

Qualitative data analysis revealed several themes relating to 
the impact of language barriers on HIV health care: impeded 
access to HIV healthcare services, decreased adherence to 
antiretroviral therapy (ART), increased unmet healthcare 
needs, and increased stigma experienced in healthcare set-
tings (Table 3).

Impeded Access to HIV Healthcare Services

As immigrants, the participants felt unfamiliar with local 
healthcare systems, which sometimes led to delayed HIV 
testing. For example, one 69-year-old male stated:

When I came here (San Francisco), the health system 
was new to me… I couldn’t speak English… I had no 
idea that I could get those services here. I could have 
come to check [my] HIV status two years earlier. In my 
case, I can get treatment, but I didn’t know, so it was 
very late for me to find out I had this (HIV).

Similarly, another male participant (53 years old) 
expressed that, “As an Asian American, the difficulty of 
medical care in the US was [the] language barrier.”

Decreased ART Adherence

Participants with LEP had difficulty understanding their HIV 
diagnosis, communicating with HCPs about their disease, 
and understanding prescriptions. These communication 
problems decreased the AALWH’s ability to follow health 
care instructions and interfered with their ART adherence, 
which resulted in delays starting ART and poor ART adher-
ence. On male participant (51 years old) said:

When I did the physical examination, the doctor only 
spoke English and there was no translation. I didn’t get my 

Table 1  Demographic data

N=69 (%)

Age (years)
Mean=51, SD=10.4
Range 31–72
 31~50 30 (43.5)
 51~72 39 (56.5)
Sex
 Male 54 (78.3)
 Female 15 (21.7)
Ethnicity
 Chinese 35 (50.7)
 Philippine 11 (15.9)
 Vietnamese 7 (10.1)
 Malaysian 5 (7.2)
 Japanese 3 (4.3)
 Indonesian 1 (1.4)
 Other 7 (10.1)
Education
  11th grade or less 33 (47.8)
 High school or GED 20 (29.0)
 2 years of college/technical school training 10 (14.5)
 College (Bachelor’s) 5 (7.2)
 Master degree/doctorate/medical degree/law degree 1 (1.4)
Working status
 Not working 49 (71.0)
 Part time 10 (14.5)
 Full time 10 (14.5)
Immigrant (yes/no)
 Yes 63 (91.3)
Language preference (%)
 Asian language 47 (68.1)
 Equally good 8 (11.6)
 Mostly English 14 (20.3)
Friend and peers’ ethnicity
 Mostly Asians 58 (84.1)
 Equally with other ethnicity 5 (7.2)
 Mostly non-Asians 6 (8.7)
Length of stay in the US (mean/years) 21.3 (2.1)
Age at arrival (mean) 29.7 (11.5)
Acculturation level (language) 7.8 (7.9)
Stigma (mean) 52.2 (19.3)
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test results for that visit. Then I got a letter with an under-
lined word of “HIV.” I didn’t know what the letters meant. 
Two years later, I did another physical examination and was 
told that I am HIV-positive. It was almost a 2-year delay.

A female participant (49 years old) had a similar experience:

When I did the medical test, my doctor told me I have 
HIV and he gave me the antiretroviral medicine for 
3 months. Because I didn’t understand English and 
didn’t know what HIV was, I did not take the medi-
cine. Later, when I felt that my health was in trouble, 
especially some neuropathy in my eyes and headaches, 
I went to the hospital again and found out the HIV 
diagnosis.

Increased Unmet Healthcare Needs

One of the participants expressed problems while hospital-
ized due to the language barrier. One 72-year-old female 
shared:

During hospitalization, I got steak, chicken, and some-
thing like that. I am a vegetarian but can’t speak Eng-
lish. So, I didn’t know how to tell them what I can eat. 
I didn’t eat anything and felt I would starve to death.

Even though some bilingual participants expressed that they 
were able to communicate in English, they had trouble under-
standing medical terminology. One 61-year-old male said:

I think my spoken English is OK. But for some profes-
sional issues, I still need a translator, like in the phar-
macy. Sometimes I don’t understand the doctor. But I 
know he doesn’t want to kill me. He is trying to help 
me. I just don’t know what he wants me to do.

Increased Stigma in Healthcare Settings

A few participants described their experiences of perceived 
stigma by HCPs were due to language barriers. One 72-year-
old male stated:

There is one time that I went to see the doctor and 
waited there after check-in. I waited there for nearly 
3 hours. Everyone had seen the doctor, but not me. I 
went to ask the doctor. But he ignored me. So, I contin-
ued to wait until 4 p.m. Then, the receptionist told me 
that the doctor had no time to see me. Later, my case 
manager told me [that] because of my limited English 
proficiency, it would better to find my own interpreter. 
So, after that, I hired my own interpreter when I went 
for the follow-up visits. 

One 59-year-old female shared:

When I did my mammogram, my translator couldn’t 
come in with me. So, I went in by myself. There was 
a big machine. A Spanish technician told me to do 
some things, but I couldn’t understand. Then she was 
very fierce and pushed me aside. She also scolded me 

Table 2  The multivariate 
logistic regression between 
demographic, language 
acculturation, and stigma

**P ≤0.05.

Variables Stigma

B β t p F Adjusted  R2

Age −0.078 −0.044 −0.293 0.770 3.17** 0.161
Sex 4.943 0.111 0.957 0.342
Ethnicity 1.122 0.179 1.499 0.139
Immigrant −13.677 −0.21 −1.417 0.161
Length of stay in the US 0.02 0.013 0.079 0.937
Acculturation (language) −1.273 −0.541 −3.188 0.002**

Table 3  Themes and sub-
themes from participants’ 
in-depth interview 
transcriptions

Themes Sub-themes

Impact of language barriers on HIV health care Impeding access to HIV healthcare services
Decreased antiretroviral therapy adherence
Increased unmet healthcare needs
Increased stigma in healthcare settings

Language facilitators that could enhance HIV care Assistance from case managers
Assistance from family members or friends
Looking for an HCP who can communicate 

in their mother tongue



 Journal of Racial and Ethnic Health Disparities

1 3

in English. It is probably because I had HIV and she 
looked down on me.

Because of LEP, some participants only see a HCP with 
the same language background. However, others preferred 
not to seek an HCP with a similar background in an effort to 
avoid anticipated stigma. One 61-year-old male explained:

I never want to see a Chinese-speaking doctor. I have 
HIV, and I don’t want to see a Chinese doctor. We 
are Chinese, but you never know (whether) the doc-
tor might know someone that you know. Doctors from 
other backgrounds… [who] know I have HIV… will 
be less likely to disclose my status.

Facilitators that Could Enhance HIV Care

Participants shared several ways that their HIV care could be 
facilitated. These included getting assistance from case man-
agers, having family members or friends accompany them, 
and only making appointments with same-language HCPs.

Assistance from Case Managers

Most of participants expressed their gratitude for case man-
agers. One 56-year-old male said:

When I purchased life insurance, I was asked to do 
a blood test and found out that I was HIV infected. 
The salesperson in the insurance company introduced 
me to the Chinese-American Planning Council. The 
case managers in CPC helped me contact HIV doc-
tors, accompanied me to see the doctor, and helped me 
apply for social welfare. It has been 20 years till now. I 
can’t speak English, and I need them to translate. They 
not only translate the doctor’s words, but also told me 
how to take medicine and what things I need to pay 
more attention to.

Some case managers not only physically accompanied 
the participant on HCP’s appointments, but also helped via 
phone-based remote translations. One 53-year-old male 
stated, “Sometimes the case manager can’t make the visit 
with me; then I just call and she can translate instantly.”

However, while many non-government organiza-
tions (NGOs) provide case managers to facilitate doctors’ 
appointments, some hesitate to request them for transla-
tion, especially if there is the potential of disclosing one’s 
HIV status. One 38-year-old female noted such a breach of 
confidentiality:

Every time I went for a follow-up visit, the case man-
ager would come with me. They have done a good 
job. [However,] when she introduced herself as an 
HIV case manager, I felt that she was saying that I am 

an HIV-infected patient. I felt a little uncomfortable. 
One time, two of us [patients] needed to see doctors in 
the same department. When I saw the other patient, I 
blushed and didn’t dare to say hello. I know the case 
manager’s work, and the other client also knew. That 
means both of us are HIV-infected. That was really 
awkward.

Assistance from Family Members or Friends

Participants who cannot communicate in English often seek 
support from family members. One 52-year-old female 
stated, “The first time that I saw the doctor, I was very 
depressed without helI just could not talk…so now, I ask 
my sister and my sons to help me.”

Several participants reported that family members/friends 
needed to know their HIV status before they could ask them 
to facilitate their health care. One 53-year-old male said, 
“My boyfriend is a Vietnamese Chinese. I told him I have 
HIV and he was okay with my situation. Therefore, some-
times he translates for me when I have a doctor’s visit.”

Locating HCPs Who Can Communicate in the Same 
Language of Preference

Participants described how they tried to find an HCP who 
could communicate in their own language to avoid miscom-
munication. One 51-year-old male explained:

As Asians, we need support, we need care, and we 
need attention. Of course, you can go to a different 
group for health care, but it is the best thing that we 
had the same ethnic background. I did search for 
a while. I was searching for the right doctor, and I 
tried; finally, I found someone. He told me that he is a 
Vietnamese doctor. The best thing is…he is an Asian 
and has the same color as me. He is also a doctor and 
speaks the language. Of course, he understood the cul-
ture better. We had the same mentality, the vision, and 
our mother tongue. When I talk to my doctor in the 
same language, that feels much better. We had more 
connection. It is very important for me to know that 
the person who provides care can really connect to me.

Discussion

Language barriers significantly impact AALWH patients’ 
adherence to medication and quality of care [19]. The pre-
sent study highlights the vulnerabilities of Asian Americans 
with LEP in their use of healthcare services. While language 
barriers can also be an issue for those from other ethnic 
backgrounds, AALWH face additional barriers from stigma 
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stemming from both racism and stereotyping [23–25]. In 
this study, we explore the impact of language barriers on 
HIV care among AALWH and identify potential language 
facilitators to enhance care.

The ability to communicate in English plays a vital role 
in successfully engaging in healthcare services in the US 
[4]. Most of the participants in this study were immigrants 
to the US and more than half of them reported having LEM-
ore than two-thirds preferred to use their native language in 
everyday activities, supporting our hypothesis that language 
barriers are a common experience among AALWH, not only 
in HIV-related care but also in other health-seeking behav-
iors. AALWH with LEP in this study received suboptimal 
care, which is similar to findings of other studies [24, 25].

The impacts of language barriers on HIV care are many 
for immigrants. Firstly, familiarity with the US healthcare 
system is lacking. Many AALWH have already developed 
AIDS before seeking care due to not knowing where to go 
for HIV testing or not understanding what HIV is, or its 
high-risk behaviors. In many cases, a confirmed diagnosis 
was received only after developing full-blown AIDS, a find-
ing supported by other studies [24]. Secondly, the quality 
of care was significantly decreased due to language barri-
ers. When AALWH are unable to express their needs, their 
own health may deteriorate and they will also pose a greater 
risk for transmitting HIV to others. Thirdly, communica-
tion difficulties can reduce trust between a patient and their 
HCP, decrease cooperation and their adherence to medical 
advice, cause missed appointments, and result in poorer 
health outcomes [30]. One study participant was ignored by 
the healthcare team, waiting for three hours and ended up not 
receiving any care. Due to language barrier and their HIV 
status, they were stigmatized during the health care seek-
ing process. Lastly, as shown in both the quantitative and 
qualitative results of this project, language barriers increase 
AALWH’s perceived stigma and are associated with level 
of acculturation.

Our findings highlight the stigma that AALWH with 
LEP face in HIV health care. Regression analysis identified 
a strong relationship between stigma and language ability, 
which is an important part of acculturation. Consistent with 
previous studies on immigrants, individuals who came to 
the US at a younger age, had longer stays in the US, had 
more non-Asians friends, and had better English proficiency, 
experienced less perceived discrimination in this study and 
others [19, 31]. In contrast, immigrants with high levels of 
perceived stigma tended to socialize with Asian friends, had 
less access to health care resources, and maintained limited 
social connections to the greater society - findings that are 
echoed in other studies [2, 19]. In addition, the stigma per-
ceived by AALWH with LEP not only leads to dissatisfac-
tion with health care but also influences how health care 
services are sought in the future. Other studies have shown 

that individuals prefer culturally and linguistically con-
cordant HCPs [5]. However, the situation is more complex 
among AALWH. In this study, some participants preferred 
not to choose HCPs with similar backgrounds due to the 
perceived increased risk of HIV disclosure and discrimi-
nation. Compared to other ethnicities, AALWH experience 
higher levels of perceived HIV-related stigma which affects 
their healthcare-seeking behaviors [19]. In traditional Asian 
cultural contexts, HIV is synonymous with homosexuality, 
drugs, and extramarital relationships, all of which are deeply 
stigmatized [32] and creates a closed, intolerant community 
that leads to fear of HIV, stigmatization, and exclusion of 
AALWH from mainstream society [23]. Thus, stigma is an 
essential factor to consider in planning future interventions 
to enhance AALWH’s engagement with healthcare systems.

Our findings indicate community agencies are essential 
in connecting AALWH to the healthcare system in the US. 
Case managers are the most frequent and important liaisons 
between AALWH and HCPs. Case managers are readily 
available, easy to access, familiar with the unique challenges 
facing each client, and are usually free of charge. In the US, 
several community agencies provide case management ser-
vices to AALWH. These services, including medical care 
assistance, social welfare applications, and language ser-
vices, are cost-free and available upon request. Case man-
agers also encourage adherence to medical treatments and 
coordinate a range of services needed to maintain physical 
and mental health [23]. Conversely, in order to avoid poten-
tial disclosure of their HIV status, some participants prefer 
not to use them, a concern shared by other populations [33] 
that highlights the importance of privacy and confidentiality 
in the context of health care.

Similar to other studies on LEP [34], family and friends 
can serve as translators to overcome language barriers. In 
most situations, family or friends are the most accessible 
and convenient resource for language translation [35]. In 
this study, family or friends are a source of support for 
AALWH but, for those AALWH who have yet to disclosure 
their HIV status, the use of family or friends for support 
is not encouraged [36, 37]. Several issues arise from using 
family members/friends as language translators. Firstly, the 
quality of interpreting may be compromised [38], due to 
medical jargon and translational errors with harmful con-
sequences and possible omissions of care may occur [7]. 
Secondly, providers asking AALWH sensitive questions via 
their children can interfere with family roles [39] and either 
false information or misinterpretations can occur that affect 
their disease management. Thirdly, relying on family/friends 
to translate creates breaches in confidentiality [40]. Thus, 
to safeguard against violations of privacy, refraining from 
requesting family members or friends to serve as language 
translators for AALWH is always preferred, and professional 
translator services are recommended.
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This study has several limitations. Firstly, participants in this 
study were recruited from urban centers where culturally-rele-
vant services and resources are more readily available. There-
fore, this study may not represent all AALWH in the US and its 
results may be limited in generalizability. Secondly, selection 
bias may be present since participants may have had an inter-
est and awareness of their language needs vis-à-vis healthcare 
engagement. Thirdly, we were limited in recruiting participants 
who spoke certain Asian languages (English, Mandarin, and 
Cantonese), which may have biased the results. Fourthly, the 
long timeframe of the study and our sampling methods may 
have introduced sampling bias. In addition, the majority of 
participants were males, and therefore, results may not be gen-
eralizable to females. Lastly, the small sample size of AALWH 
used in our correlational analysis of acculturation and stigma 
potentially limited the interpretation of this association.

Conclusion

This study shows AALWH face language barriers when 
accessing and receiving HIV care in the US. In addition, 
results indicate those who are acculturated to the US expe-
rience less perceived stigma. Lack of language ability may 
discourage AALWH from seeking health care in the first 
place through its impacts on access to healthcare services and 
perceived potential stigma from healthcare settings, result-
ing in poorer medication adherence and unmet health needs. 
Potential language facilitators—family members/friends, case 
managers, interpreters, or healthcare providers with congru-
ent cultural backgrounds—may enhance quality of care and 
engagement in healthcare services. Based on this study, a tar-
geted and culturally sensitive intervention should be devel-
oped to enhance healthcare experiences in this population.
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