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ABSTRACT​
PURPOSE:  Telemedicine care dramatically expanded 
during the COVID-19 pandemic. We characterized 
facilitators and barriers to telemedicine implementation 
among safety-net primary care clinics serving patients 
with limited English proficiency (LEP).
METHODS:  We collected data on telemedicine volume 
and patient demographics among safety-net clinics 
participating in a telemedicine learning collaborative. 
Data on various metrics were reported to the collabo-
rative from February 2019 through August 2021. We 
conducted semi-structured interviews with clinical and 
quality leaders, purposively sampling clinics serving high 
proportions of patients with LEP. We analyzed interviews 
with a mixed inductive-deductive approach applying the 
Consolidated Framework for Implementation Research.
RESULTS:  By September 2020, the 23 sites served 
121,589 unique patients with in-person and 120,338 
with telephone visits; 47% of these patients had LEP. 
Of 10,897 unique patients served by video visits, 38% 
had LEP. As a proportion of total visits, telemedicine 
(telephone and video) visits increased from 0–17% in 
October 2019–March 2020 to 10–98% in March–August 
2020. We conducted 14 interviews at 11 sites. Themes 
included (1) existing telemedicine platforms and inter-
preter services were not optimized to support patients 
with LEP; (2) clinics invested significant labor iterat-
ing workflows; (3) sites with technological infrastruc-
ture and language-concordant staff were best suited to 
serve patients; (4) patients speaking less-represented 
languages or experiencing intersecting literacy barri-
ers were underserved with telemedicine. Interviewees 

recommended innovations in telemedicine platforms 
and community-based access.
CONCLUSIONS:  Safety-net sites relied on existing 
resources to accommodate patients with LEP, but strug-
gled providing access for the most marginalized. Proac-
tive, data-driven strategies to address patient and com-
munity barriers as well as optimize clinical workflows 
with high-quality, certified medical interpreters are 
needed to ensure equitable access.
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INTRODUCTION
There are 25.6 million people with limited English proficiency 
(LEP) in the United States (USA).1 Patients with LEP experi-
ence a range of healthcare disparities compared to English-
proficient patients. These include decreased access to out-
patient and preventive care,2, 3 greater number and length of 
hospitalizations,4, 5 and more emergency department visits.2, 4 
This is likely due to healthcare system factors, such as inad-
equate communication and structural and interpersonal rac-
ism in healthcare systems,6–11 as well as socioeconomic and 
political barriers to health such as lower health literacy, low 
income, and anti-immigrant legislative policies.12–14

The COVID-19 pandemic spurred a rapid, dramatic 
expansion of telemedicine.15, 16 Healthcare systems quickly 
pivoted from providing primarily in-person care to remote 
care via telephone and video in order to limit viral transmis-
sion and aid social distancing.17 This shift was especially 
marked for safety-net healthcare institutions, which largely 
did not offer telemedicine services prior to the pandemic.18 
While most policymakers, healthcare leaders, and clinicians 
anticipate that telemedicine use will continue well beyond 
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the COVID-19 pandemic, safety-net settings faced the high-
est barriers to telemedicine rollout and will need specific 
attention as we move forward.

Telemedicine not only has the potential to increase access 
and reduce health disparities affecting patients with LEP, 
but it also has the potential to exacerbate existing inequi-
ties.19 There is a “digital divide” in the USA affecting access 
to devices, internet, and digital skills—each of which are 
needed to access telemedicine.20 Racial and ethnic minor-
itized groups and patients receiving public insurance (who 
are more likely to have LEP) are less likely to receive tel-
emedicine visits, and those receiving telemedicine are more 
likely to have a telephone visit rather than video.21–30 Some 
of this differential access is due to “digital redlining”—struc-
tural racism resulting in reduced access and affordability of 
technology services and infrastructure among neighborhoods 
with low-income and people of color.31–34

Beyond these individual- and neighborhood-level barriers 
to digital access and use, we know that healthcare systems 
serve a critical role in fostering or impeding digital health 
equity among ethnically and linguistically diverse patient 
populations. However, little is known about on-the-ground 
experiences of safety-net clinical practices providing tele-
medicine to LEP patients during the COVID-19 pandemic. 
We sought to assess LEP-specific telemedicine facilitators 
and barriers using an implementation science framework. 
By describing telemedicine implementation in the frontlines 
of primary care, we may inform efforts to better serve LEP 
patients in the future as telemedicine continues.

METHODS
This study aimed to characterize the experience of safety-net 
primary care clinics providing telemedicine to patients with 
LEP during the COVID-19 pandemic using mixed methods.

Study Population
Our study setting included safety-net primary care clinics in 
California participating in a learning collaborative called the 
Connected Care Accelerator35 between August 13, 2020, and 
August 12, 2021. The collaborative functioned as a quality 
improvement initiative in which participating sites provided 
data for evaluation and received funding, resources, and tech-
nical assistance. There was a competitive process to identify 
and select the participating health centers. The final cohort was 
selected to ensure representation on core domains such as geo-
graphic region of the state, size of clinics, rural/urban, patient 
population, Medicaid/uninsured patients, and readiness for 
engagement to identify innovative approaches for telehealth.

Eligibility criteria included (1) providers actively using 
an electronic health record (EHR), (2) serving at least 8000 
unique patients, and (3) reaching Medi-Cal and uninsured 
patients (defined as either serving at least 70% Medi-Cal 

and/or uninsured, at least 40% Medi-Cal and/or uninsured 
as well as 20% Black, or at least 40% Medi-Cal and/or unin-
sured as well as 70% non-white). The learning collaborative 
staff (KF, VA) regularly corresponded with participating 
sites, whereas the evaluation teams (AS, SL, JF, MJ, NA, 
CL, US) corresponded with participating sites during data 
collection activities and follow-up related to this study.

Data Collection
Participating sites submitted clinic characteristics (e.g., site 
location, number of unique patients, number of visits) and 
patient demographics (e.g., insurance type, race, ethnicity, age, 
gender, preferred language) at the collaborative launch. This 
was collected in 2020 but covered a longer time period (begin-
ning in Feb 2019). Health centers also submitted data on unique 
patients seen by their health center in 2019, and all visits in 
2019 segmented by payer. Data regarding prevalence of patients 
with limited English proficiency was defined as “Patients Best 
Served in a Language Other than English,” which is identical to 
how participating sites report patients with LEP to the Health 
Resources and Services Administration.36 The collaborative 
collected data on telemedicine utilization at three time points: 
September 2020, March 2021, and September 2021. These data 
included overall visit volume and telemedicine utilization, along 
with modality (e.g., phone, in-person), using an Excel template 
(Microsoft Corporation, Redmond, WA). The learning collabo-
rative staff (KF, VA) provided the evaluation team (AS, SL, JF, 
MJ, NA, CL, US) with data summaries from each clinic.

Members of the study team (AS, JF, CL, US) then 
conducted semi-structured qualitative interviews with a 
subset of sites participating in the learning collaborative. 
Using the quantitative data reported from each site, we 
purposively sampled clinics for the qualitative portion of 
the study that 1) served a high proportion of patients with 
LEP (≥40%, measured between March and August 2020) 
and 2) represented a range of telemedicine implementation 
maturity (assessed by study team as “early”, “middle,” or 
“advanced”)—to better understand and characterize the tel-
emedicine implementation experiences in a diverse range of 
care settings. Members of the study team (AS, JF, CL, US) 
developed and piloted an interview guide that covered over-
all telemedicine implementation and workflows, facilitators, 
and barriers for patients with LEP in accessing telemedicine, 
and solutions and suggestions for improving LEP access (see 
appendix for Interview Guide). We invited representatives 
from sites to participate in a 45–60-min videoconference 
interview. The study team invited participants over e-mail. 
We asked to interview individuals who held dual roles as 
clinician as well as clinical leadership with close vantage 
point of telemedicine implementation; if no individual 
occupied both roles, we interviewed two individuals from 
the site. Interviews took place between February and May 
2021. Faculty and senior research staff at UCSF with expe-
rience in qualitative methods conducted each interview via 
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videoconference software (AS, JF, CL, US). Participants 
were offered a $75 Amazon e-gift card after the interview 
as a token of appreciation. We did not share detailed tran-
scripts or codes back with interviewees unless requested. We 
conducted interviews until we as a group concluded that we 
had achieved thematic saturation.37 We audio recorded the 
interviews and took detailed field notes, and then had each 
interview recording professionally transcribed.

Data Analysis
For the quantitative data reported by clinics, we used descrip-
tive statistics in Excel to summarize the clinic characteris-
tics (unique patients visits, total visit volume, telemedicine 
visit volume including telephone and video visits), as well as 
their patient populations (race/ethnicity, proportion preferred 
to receive care in a language other than English, insurance 
payor, age, gender). Using the baseline and follow-up data on 
telemedicine utilization, we also summarized the increase in 
telemedicine encounters from the 6 months prior to March 
2020 and the 6 months after March 2020 across all sites.

For the qualitative analysis, we used inductive and deduc-
tive approaches, first identifying themes that emerged from 
the data and then mapping these themes to the Consolidated 
Framework for Implementation Research (CFIR) concep-
tual framework.38, 39 We selected CFIR because it allows 
for a wide range of contextual factors used to characterize 
complex interventions in varied healthcare settings. All 
analyses were conducted in Dedoose software (SocioCul-
tural Research Consultants, Hermosa Beach, CA). Three 
authors (AS, JF, SL) performed open coding with a specific 
focus on the experiences of implementing telemedicine for 
patients with LEP. Five authors (AS, SL, JF, CRL, US) met 
first in small groups and then jointly to determine the final 
codebook. After finalizing the codebook, two authors (AS, 
SL) dual coded 25% of all transcripts, meeting to discuss 
and resolve discrepancies. One author (SL) then coded the 
remaining 75% of transcripts, which another author (AS) 

reviewed for agreement. The entire study team utilized the 
codes to develop inductive themes, and then performed a 
final mapping of concepts to key CFIR domains. We used 
the Consolidated criteria for Reporting Qualitative research 
(COREQ)40 and Statistical Analyses and Methods in the 
Published Literature (SAMPL) checklists for quality report-
ing of qualitative and quantitative findings, respectively.

The UCSF IRB reviewed the survey (#20-32225) and 
interview activities (#19-29025) and deemed them exempt, 
granting a waiver of informed consent.

RESULTS

Quantitative Data
There were a total of 47 applicants for the Connected Care 
Accelerator, and 23 health centers were selected to partici-
pate in the Learning Collaborative. On average, these 23 sites 
reported serving a mean of 48,579 unique patients annually in 
2019 (SD 47,187) and a mean of 166,111 (SD 180,055) visits. 
Learning collaborative sites served between 425 and 42,948 
unique patients monthly in August 2021 (time point when 
monthly data were available), and provided care in urban, 
suburban, and rural areas across the state of California. Full 
characteristics of clinics surveyed and represented by inter-
viewees are listed in Tables 1, 2 and 3. Data on race/ethnicity 
and age were collected by unique patient (Table 1); patient 
gender and language preference were collected monthly by 
visit modality (Table 2); payor was collected by total vis-
its (Table 3); these are thus reported separately. The collabo-
rative data collection form is available in the Appendix.

Demographics of Patients Served
Across all 23 participating sites, 54% of patients were His-
panic/Latino, 45% were white, 12% were Asian, 8% were 
Black/African American, 1% were more than one race, 

Table 1   Site and Patient Characteristics of All Learning Collaborative Sites and the Subset of Interviewed Sites

*Data collected from all registered patients in 2019
‡ Data was collected using the USA Office of Management and Budget standards. The study team suggests that future data be collected with fur-
ther disaggregation. https://​www.​rwjf.​org/​en/​libra​ry/​resea​rch/​2021/​10/​chart​ing-a-​course-​for-​an-​equity-​cente​red-​data-​system.​html

Patient characteristics* N=23 (all sites in learning collaborative) N=11 (interviewed sites)
N (%) N (%)

Race/ethnicity‡ White 502,488 (45%) 205,830 (28%)
Black or African American 86,731 (8%) 69,893 (10%)
Asian 134,636 (12%) 118,199 (16%)
More than one race 10,906 (1%) 6,842 (1%)
Other 242,947 (22%) 232,102 (32%)
Unreported 139,605 (12%) 99,881 (14%)
Hispanic/Latino 599,484 (54%) 380,021 (52%)

Age ≤ 17 366,097 (33%) 205,764 (28%)
18–44 352,060 (31%) 227,656 (31%)
45–64 281,757 (25%) 206,389 (28%)
65+ 118,572 (11%) 92,938 (13%)
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and 22% identified as another race. Thirty-three percent of 
patients seen across all sites were 17 or younger, 32% were 
between 18 and 44, 25% were between 45 and 64, and 11% 
were 65 or older.

Of clinical sites interviewed for the qualitative portion 
of this project, 54% (6/11) served at least 50% LEP patients 
and 100% (11/11) served at least 40% LEP patients (Fig. 1).

Telemedicine Visit Utilization
Health centers increased from a range of 0–17% telemedi-
cine visits (both telephone and video) in the 6 months prior 
to March 2020, to a range of 10–98% of total visits by Sep-
tember 2020. See Fig. 2 for a visual depiction of telemedi-
cine visit volume over time.

In the month of September 2020, the 23 sites served 
121,589 unique patients via in-person visits, 120,338 via 
telephone visits, and only 10,897 with video visits. Of the 

unique patients served by in-person and telephone visits, 
47% preferred a language other than English. Of video visits, 
38% (4146) were with patients with LEP.

Payor data was tabulated for the 2019 year and was 
expected to be similar for following years (see Table 3). The 
majority (66%) of total visits seen for primary care at the 
sites in the learning collaborative in 2019 were covered by 
Medicaid or CHIP (2,530,281), with 4% covered by Medi-
care (162,987), 7% under dual eligibility (259,184), 6% by 
other public insurance (226,348), 6% by private/commer-
cial insurance (246,789), and 10% of visits were uninsured 
(394,953).

Qualitative Analysis
We invited representatives from 12 of the learning collabo-
rative sites to participate. We completed interviews with 14 
individuals representing 11 sites (24%, 11/45); one site did 

Table 2   Gender and Preferred Language of Patients Seen at All Learning Collaborative Sites in September 2020, Segmented by Visit 
Modality

† Data collected in September 2020; some patients may have had multiple visits in different visit modalities in the month of data collection
§ A few sites reported gender using best practices for collecting, coding, and reporting gender identity data, but most did not at the time data was 
collected. https://​www.​sfdph.​org/​dph/​files/​Polic​iesPr​ocedu​res/​COM9_​Sexua​lOrie​ntati​onGui​delin​es.​pdf

Patient characteristics † N=23 (all sites in learning collaborative)

Unique patients seen in 
person (n=121, 589)

Unique patients seen 
by phone (n=120,338)

Unique patients seen 
by video (n=10,897)

N (%) N (%) N (%)

Gender § Female 74,344 (61%) 77,576 (63%) 6964 (64%)
Male 47,885 (39%) 45,576 (37%) 3839 (35%)
Nonbinary gender or unreported 312 (<1%) 156 (<1%) 150 (1%)

Language preference Best served in a language other than English 57,490 (47%) 57,050 (47%) 4146 (38%)
Best served in English 64,099 (53%) 63,288 (53%) 6751 (62%)

Data collected between March 2019 and February 2020

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
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Pa�ent language preference, by site

Best served in a language other than English Best served in English

Figure 1   Patient language preference, by site interviewed. Blue horizontal bar represents patients best served in a language other than 
English. Orange horizontal bar represents patients best served in English. Data collected between March 2019 and February 2020.
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not respond to the invitation. Interviewee and clinic demo-
graphics, including phase of telemedicine implementation, 
are in Table 4.

Our qualitative analysis identified key themes relating to 
the implementation of telemedicine for patients with LEP. 
We describe four major themes below organized with respect 
to CFIR domains; additional themes with exemplar quotes 
are listed in the Appendix.

First, telemedicine delivery was not optimized to support 
patients with LEP, due to limitations of the existing plat-
forms and interpreter services (Intervention Characteristics 
domain). For both telephone and video visits, most sites did 
not have linkage between the telemedicine modality plat-
form and interpreter services. Patient outreach for telemedi-
cine encounters, including pre-set portal or text messaging, 
was not consistently interpreted, meaning patients with LEP 
received less awareness of appointment options. During 
telemedicine encounters, interviewees had to troubleshoot 
means to devise three-way calls using a speakerphone or uti-
lize additional staff to connect to an interpreter. Participants 
recommended innovations such as software platforms that 

actually link to interpreter services, and innovative clinic tem-
plates that deliberately add more time to encounters which 
require working with interpreters: “This is the one chance 
to really revolutionize the way we deliver primary care. You 
could make new patient visits, three 20-minute blocks to 
make it a 60-minute visit, or certain patients where you need 
40 minutes like an interpreter, right?” (Participant 2, Site A).

To meet the needs of patients with LEP, safety-net sites 
trialed complex iterations of work processes, based on the 
organizations’ existing expertise serving diverse populations 
(Process domain). The process of telemedicine delivery was 
adapted to the existing workflows to support patients with 
LEP at each site. This involved both the rapid adaptation of 
workflows, to iteratively identify what worked well, as well 
as the development of workarounds: individual means to cir-
cumvent workflows which impeded clinical care. This was 
a finding both for telephone as well as video visits. While 
individual workarounds were cited as successful in com-
pleting telemedicine encounters, workarounds could also 
be cumbersome or difficult to standardize. Adaptations of 
workflows could add to confusion as processes were iterated: 
“This is just so egregious…the initial workflow was to call 
interpreting services on the landline and just speakerphone 
them onto the call…these computers had no microphones 
or audio. So, then the clinicians were supposed to get on 
[telemedicine platform] video through [the EHR] and then 
call-in on the phone…it’s really challenging to even find 
the call number and the password. And then somehow there 
was a conference call in interpreting services but…no one 
trained doctors how to conference call or put people on hold” 
(Participant 8, Site G).

Table 3   Distribution of 2019 Visits by Payor

N (%) N (%)

Medicaid or CHIP 2,530,281 (66%) 1,777,603 (71%)
Medicare 162,987 (4%) 98,268 (4%)
Other public 226,348 (6%) 149,921 (6%)
Private/commercial 246,789 (6%) 68,850 (3%)
None/uninsured 394,953 (10%) 226,295 (9%)
Dual eligible 259,184 (7%) 179,118 (7%)
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Figure 2   Change in telemedicine visit volume for all patients across sites interviewed. Left bar graph represents telemedicine volume 
6 months prior to March 2020. Orange bars represent the total number of video visits at each site. Blue bars represent the number of 

telemedicine visits per 1000 patients at each site. Right bar graph represents telemedicine volume 6 months after March 2020. Orange bars 
represent the total number of video visits at each site. Blue bars represent the number of telemedicine visits per 1000 patients at each site.
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Existing process facilitators included language-specific 
trainings for patients on how to access a telemedicine 
encounter, and inclusive appointment outreach that did not 
presume the telemedicine preferences of the patient prior 
to asking. Respondents named lack of equity-based data as 
a process barrier and desired more evaluation and accurate 

telemedicine utilization data to inform the implementation 
process. They recommended analyses stratified by race/eth-
nicity and language preference in order to address telemedi-
cine equity through quality improvement projects: “We’ve 
tried to look at the data a couple of times – we haven’t actu-
ally shared that data with the clinic because we have never 

Table 4   Interviewee Characteristics

Site letter Participant 
ID

Role Setting loca-
tion

Setting type Telemedicine utilization

Telemedicine matu-
rity at the launch of 
the learning collabo-
rative (early, middle, 
advanced)

No. of telemedi-
cine visits per 
1000 patients in 6 
months prior to 
March 2020

No. of telemedi-
cine visits per 
1000 patients in 
6 months after 
March 2020

A 1 Internal medicine 
physician, Asso-
ciate Medical 
Director

Large urban Public 
healthcare 
system

Middle 16 1185

A 2 Family medi-
cine physician, 
Residency 
Program Direc-
tor, telemedicine 
implementer

Large urban Public 
healthcare 
system

Middle 16 1185

B 3 Pediatrician, Medi-
cal Director of 
Outpatient Health 
Center

Large urban Public 
healthcare 
system

Middle 81 883

C 4 Pediatric medical 
director

Urban Community 
health 
center

Advanced 303 1083

D 5 Family nurse prac-
titioner, telemedi-
cine platform 
implementation 
lead

Urban, agricul-
tural

FQHC Early 0 754

E 6 Director of Clinic 
Operations

Urban Community 
health 
center

Advanced 0 1182

F 7 Family medicine 
physician, Direc-
tor of Clinical 
Informatics

Large urban 
and Urban

FQHC Middle 0 865

G 8 Internal medicine 
physician, Asso-
ciate Chief Medi-
cal Informatics 
Officer for Ambu-
latory Care

Urban Public 
healthcare 
system

Early 0 340

H 9 Clinical Pharmacy 
Manager

Urban FQHC Early 4 704

H 10 Family medicine 
physician, Medi-
cal Director

Urban FQHC Early 4 704

I 11 Pediatrician, 
telemedicine 
implementer

Large urban Community 
health 
center

Advanced 0 663

I 12 Quality improve-
ment project lead

Large urban Community 
health 
center

Advanced 0 663

J 13 Family medicine 
physician, Chief 
Medical Officer

Urban, agricul-
tural

Community 
health 
center

Middle 17 1644

K 14 Family medicine 
physician, Chief 
Medical Officer

Large urban FQHC Middle 0 1242
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been quite sure of how accurate our data is, but we didn’t 
see a ton of differences and as much as we expect it by race, 
ethnicity, language, gender – and that was just our own data 
analyst taking a look at the data that we had” (Participant 
1, Site A). In addition to language or racial/ethnic-based 
parameters of telemedicine utilization, measurements of 
health literacy, cellphone/computer device access, and digi-
tal literacy were also named as important needed telemedi-
cine metrics.

Resources available in the Inner Setting domain, such as 
strong information technology infrastructure, were major 
facilitators of telemedicine implementation at each site for 
LEP patients. Consistently, interpretation for telemedicine 
visits was the same as interpreter services prior to the pan-
demic: “If I have a specific question…I would contact my 
[bilingual] MA [medical assistant] and then we could actu-
ally do a three-way phone call. So, for me, it hasn’t changed 
a lot” (Participant 7, Site F). In general, the move to any spe-
cific telemedicine platform or vendor in the urgency of the 
pandemic did not prioritize interpretation functions; rather, 
sites sought to connect existing interpreter services with the 
new platform or vendor. As many sites already had exist-
ing telephone language lines, transitions to telephone visits 
were smoother once three-way calls were arranged. Video 
interpretation, when not conducted directly by a bilingual 
clinician or staff, was exceedingly rare.

As implied above, language access availability for patients 
relied heavily on language-concordant staff (Individual 
Characteristics domain). This was relevant both for appoint-
ment access, outreach, and reminders to prepare patients for 
a novel telemedicine visit (such as front office staff or medi-
cal assistants spending additional time helping patients log 
into a telemedicine visit), as well as during the telemedicine 
encounter (such as medical assistants providing real-time 
interpretation if a clinician was not language- concordant). 
Limited clinician comfort or willingness to engage in a non-
English telemedicine visit was also a barrier.

Despite valiant efforts by primary care clinics to provide 
telemedicine services, multiple intersecting structural bar-
riers impeded telemedicine access for patients with LEP 
(Outer Setting domain). For example, patients who speak 
less-represented languages, and/or languages not tradition-
ally supported in the healthcare system, including deaf or 
hard of hearing patients who speak American Sign Lan-
guage (ASL) and require visual interpretation, were often 
left behind if there were no language-concordant or flu-
ent staff: “Our call center staff are all bilingual. So, if they 
speak Spanish, they’re going to speak with them in Spanish, 
and they will select Spanish language from the appoint-
ment system. So, they’re going to get their text to get on to 
the system in Spanish. If it’s another language, all bets are 
off” (Participant 4, Site C). Health literacy, availability of 
devices, and competing work demands were also named as 
external factors that impeded access for patients with LEP. 

Respondents highlighted that improved LEP access would 
include enhanced linkages and referrals to community 
resources to proactively support patients who are LEP with 
digital literacy or device access, such as technology train-
ing classes or organizations that provide devices or internet 
access.

DISCUSSION
Our work provides an in-depth analysis of the implementa-
tion of telemedicine services for clinics serving high propor-
tions of patients with LEP. This is highly relevant for safety-
net clinics across the state whose panels are approximately 
31% LEP on average.41 This matches national data regarding 
safety-net clinic populations.42 Data on visit volume shows 
an explosive increase in telemedicine volume for clinics 
serving large proportions of patients with LEP. Patients with 
LEP in this sample were more likely to receive telephone 
visits, consistent with other studies showing safety-net sites 
are less likely to provide video visits to patients with LEP, 
racial/ethnic minorities, and/or patients with lower health or 
digital literacy.22, 29

Our qualitative analysis illustrates the resilience and 
resourcefulness of safety-net clinics in a time of crisis to 
deliver care for patients with LEP, while also identifying the 
underlying reasons for disparities in telemedicine visit type. 
Site personnel rapidly iterated workflows and processes, 
based on limited resources and available language-con-
cordant staff, until arriving at workable solutions. However, 
despite these creative attempts, patients with LEP who spoke 
less-represented languages and those with low health or digi-
tal literacy were at risk of being left even further behind.

Prior work has described language-based disparities in 
telemedicine access.22, 30, 43–46 These primarily consist of 
population-level quantitative studies utilizing EHR or survey 
data to describe disparities in telemedicine use and modal-
ity among patients with LEP. Chang et al.’s rapid qualitative 
analysis of 25 providers at 8 community health centers men-
tioned challenges integrating interpreters into telemedicine 
visits, but did not report proportions of patients with LEP 
served. Payán et al. assessed telemedicine implementation 
with a focus on patients with LEP at two health centers. To 
our knowledge, our study is the first in-depth mixed-methods 
assessment of telemedicine across a diverse array of clinical 
sites with an emphasis on implementation for patients with 
LEP.47

Telemedicine disparities for patients with LEP have been a 
concern since the beginning of the pandemic.48–50 Our work 
emphasizes the importance of centering equity throughout tel-
emedicine implementation.51 Interviewees reflected on how the 
rapid transformation to a new telemedicine reality benefited 
from utilizing existing interpreter lines and language-con-
cordant staff to support LEP patients. This finding resonates 
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with the prior qualitative study of two community health cent-
ers, showing a heavy reliance on bilingual providers/staff to 
make telemedicine work in LEP settings who also served 
as “transcultural providers.”47 Interviewees relied on exist-
ing bilingual staff as well as family members and children to 
facilitate connections to telemedicine. Although linguistically-
concordant staff is important, patients who speak languages not 
represented by the workforce are left behind. Moreover, reli-
ance on family or children to serve as digital navigators places 
unwarranted responsibility on them to facilitate care access.

We heard from many clinicians that they involved a 
medical assistant or care team member to interpret for tel-
emedicine visits. This may cause additional undue burden 
on non-certified bilingual staff. One study found that 21% 
of healthcare team members (including medical assistant) 
who were “bilingual” and served in interpreter roles did not 
pass medical interpreter proficiency levels.52 Placing medi-
cal interpreter responsibilities on medical assistants may also 
increase strain and staff burnout; medical social workers who 
are asked to translate for other staff endorsed higher work-
loads due to performing translation yet similar caseloads 
overall.53

Our findings reflect the diversity of needs for LEP patients 
and the primacy of intersectionality,54 where patients with 
multiple marginalized identities including disability, immi-
grant status, and/or lower health or digital literacy expe-
rienced compounding barriers to telemedicine access. 
Although many sites opted to provide telephone visits to 
patients with LEP, telephone visits are predicted to not be 
reimbursed long term.55 Safety-net sites will need to address 
telemedicine equity holistically, and ensure reimbursement 
in a shifting policy landscape.55

From an implementation science perspective, the CFIR 
framework enabled us to identify the narrative of the “adapta-
ble periphery” from participant interviews. According to this 

concept, core components of an intervention are adapted to 
the local realities of the site of implementation. The strength 
of this adaptability was a facility to rapidly iterate when tel-
emedicine workflows were not successful, and resulted in 
care delivery that was uniquely tailored to that clinic’s cir-
cumstances. However, the weakness of this approach was 
lack of a proactive process to prioritize the most marginal-
ized patients, including patients with LEP and/or low digital 
literacy. Rather, telemedicine implementation occurred more 
reactively, from the selection of telemedicine platform and 
its capacity to link with interpretation, a lack of telemedicine 
outreach that was language-concordant, provider reticence, 
and staff biases around what kind of encounter a patient with 
LEP may prefer. As telemedicine will likely remain as a 
significant component of outpatient care for the long term, 
an implementation science lens allows for clinic leaders to 
take stock of current access and enact processes to improve 
language-based equity.

Interviewees provided several suggestions for innovations 
to enhance telemedicine equity. A key ask from interviewees 
was integrated, on demand, remote interpretation services 
that synchronized smoothly with telemedicine platforms. 
Other solutions developed by interviewees included using 
one’s own speakerphone in a video visit and maximizing 
team-based telemedicine care so that medical assistants 
could easily utilize interpreter lines.

Our findings emphasize that equitable telemedicine access 
for LEP patients goes far beyond interpreter services. Clini-
cal leaders emphasized the need for accurate telemedicine 
utilization data by LEP status, to direct proactive, quality 
improvement-focused projects to achieve access equity. 
Innovations such as flexible visit templates to allow more 
time for patients with LEP, team-based telemedicine encoun-
ters which are currently rare in safety-net visits, and com-
munity outreach and navigation services to connect patients 

Figure 3   Visual synthesis of strengths and weaknesses of telemedicine implementation at safety-net primary care clinics serving patients 
with LEP. Gray box describes baseline barriers to telemedicine access pre-COVID-19. Black box describes barriers to telemedicine access 

during COVID-19.
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to devices and digital skills, would reflect an investment by 
healthcare institutions rather than leaving patients behind. 
These recommendations, including assessing patient digital 
needs and collaborating with community partners, have been 
emphasized by other experts and are shared by patients when 
asked how to solve the digital divide.20, 56, 57

We have synthesized the results of our findings to dem-
onstrate both the strengths and weaknesses of telemedicine 
implementation at safety-net primary care clinics serving 
patients with LEP (Fig. 3). The launch to a pandemic world 
of telemedicine benefited from facilitators such as language-
concordant staff, family members serving as interpreters, and 
those with higher digital literacy. However, patients with 
intersecting marginalized identities fell through an imple-
mentation gap. Proactive, equity-based solutions will help 
ensure the digital divide does not continue to widen.

From a policy perspective, our work highlights the gaps 
that existed in care for patients with LEP even prior to the 
pandemic. Access to a professional medical interpreter is 
legally required as per the Civil Rights Act, Executive Order 
13166, and the Affordable Care Act.58 This legally man-
dates all healthcare sites receiving federal funding (meaning 
almost all safety-net clinics) to have certified medical inter-
preters. However, Medicare and Medicaid do not reimburse 
language service expenses, although they may be claimed as 
administrative fees. Sadly, uptake of certified medical inter-
preters is variable.59, 60 A clear policy implication of this 
paper would be to ensure certified medical interpretation is 
reimbursed as it is an additional cost to healthcare centers, 
regardless of visit modality. Although clinics often relied on 
lay interpreters such as family and staff, certified medical 
interpreters are associated with higher quality care than lay 
interpreters such as bilingual staff and family members.61 
Work to improve reimbursement for medical interpretation 
and adherence to federal mandates for certified interpreter 
access via telemedicine are important next steps.

Limitations
Our analysis reflects several limitations. Our project focused 
on clinic leaders; and thus, we did not interview patients, 
caregivers, nor other staff who would have valuable insights 
into telemedicine implementation, such as nurses, medi-
cal assistants, front desk staff, and information technology 
personnel. We had a relatively small sample size which pre-
cluded us from conducting comparative analysis for those 
serving more versus less proportions of patients with LEP. 
We did not summarize prevalence of each language spoken 
by patients across the sample, which would have enabled 
subgroup analyses based on specific languages and identi-
fied all languages needed to provide language-concordant 
care. We did not collect data at a level of detail that would 
enable comparison of pre-COVD professional in-person or 
telephone interpreter use with telehealth interpreter use. 

Data were collected differently at various time points; the 
categories for gender, race, and ethnicity could have been 
more expansive.62 We were not able to connect themes to 
specific visit modality within telemedicine, such as tel-
ephone versus video-only visits, as telephone visits were 
the majority of visits. We did not capture data on telemedi-
cine funding or reimbursement, as these factors are in flux. 
However, study strengths include a broad range of clinical 
sites for qualitative study across California and a rigorous 
grounding in an implementation science framework.

CONCLUSIONS
Telemedicine continues to be a key driver of access for LEP 
patients served by the primary care safety net. Robust equity 
data and evaluation of telemedicine implementation, proac-
tive access to patients speaking less-commonly represented 
languages, and reimbursement to allow adequate technical 
support for high-quality interpretation are all recommenda-
tions from frontline stakeholders. Intentional innovation 
at this stage will enhance our capacity to deliver equitable 
language access as telemedicine becomes the new normal.
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