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Abstract Effective communication during a medical
emergency is crucial for an appropriate emergency medical
services (EMS) response. This exploratory qualitative study
explored intentions to use 9-1-1 in a Chinese speaking
community and the barriers and facilitators to accessing
EMS. Focus groups with Chinese adults who self-reported
limited English proficiency were conducted. An inductive
iterative approach was used to categorize and connect
themes identified in the discussions. Language difficulties,
negative perceptions of EMS, perceived costs of using
emergency services, and no previous experience with 9-1-1
were commonly described as barriers to calling EMS during
emergencies. Positive past experiences with EMS and
encountering an emergency situation perceived as too great
to manage alone are common facilitators for calling 9-1-1.
Further exploration is necessary to assess barriers to calling
9-1-1 unique to specific communities, test findings, and
tailor interventions to improve EMS communication.
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Introduction

Effective communication during a medical emergency is
crucial for an appropriate emergency medical services
(EMS) response. For a sizable portion of the United States
population, language barriers can undermine this commu-
nication. The limited English proficiency (LEP) population
in the United States is substantial and growing. In 2000,
approximately one-sixth the United States population
spoke a language other than English at home [1]. This
estimate has recently increased to almost one fifth of the
population with nearly half of this group reporting speak-
ing English less than “very well.” [2] Asian language
speakers are one of the fastest growing populations in the
United States. Over 7 million Asians living in the United
States spoke a language other than English at home in 2000
[1]. By 2008, this number had increased over 18% to nearly
8.3 million speakers [3]. These changing demographics
translate into greater language and cultural diversity and
pose new challenges for EMS.

Ethnic and minority groups in the United States fare
more poorly than whites on several measures of health
status and access to health care [4]. Ethnic groups with
LEP are at even greater risk for health disparities and have
been associated with lower health care utilization [5], less
access to medical care and preventative care services [4, 6,
7], and lower health literacy [8]. For LEP populations, low
health literacy creates greater barriers to care and is asso-
ciated with use of emergency department services, rather
than preventive care [9, 10].

Although reliance on emergency services is greater,
EMS may not adequately address the needs of LEP com-
munities. LEP populations are disproportionately at risk
during emergencies because effective communication is
hindered by factors such as differences in language,
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culture, health literacy, and poverty [11-14]. Demographic
characteristics overlapping with LEP populations, such as
lower health literacy, lower socioeconomic status, and
ethnicity (being a person of color) have been associated
with delays in seeking medical care during emergencies
[15-20]. Much of the research regarding LEP communities
and emergency communication has focused on Hispanic
populations and the utilization of poison control centers,
suggesting speaking a language other than English is a
barrier to utilizing phone-based emergency resources
[21-23]. Less is known about the communication between
LEP callers and EMS. Research has demonstrated that
EMS response times are longer for LEP callers [24].
Communication is particularly difficult at the point of first
contact with the EMS operator/dispatcher when calling
9-1-1. In a recent study, interpretation services were un-
derutilized during LEP calls and EMS telephone operators
believed language difficulties negatively affected commu-
nication [25]. Little research has focused on how the
growing LEP Asian population utilizes 9-1-1 and accesses
EMS. This exploratory qualitative study sought to explore
barriers and facilitators to using 9-1-1 and accessing EMS
in a LEP Chinese community.

Methods
Study Design, Setting, and Participants

We conducted four focus groups with adult Chinese
speakers living in the Seattle/King County, Washington
metropolitan area between February and March 2009. To
our knowledge, no prior studies have described factors that
impact the decision LEP Chinese individuals have in
calling 9-1-1 to access EMS. The use of focus groups is
appropriate for exploring previously under researched areas
[26]. Qualitative methods are effective for exploring per-
ceptions, beliefs, and attitudes, especially when issues are
complex [27]. Interaction within the focus groups often
helps in revealing important information that would
otherwise remain undiscovered [28].

Participants were recruited by the Chinese Information
and Service Center, a non-profit community based orga-
nization providing advocacy and social support to immi-
grants. Eligible subjects included Chinese speakers,
18 years or older, who self-reported speaking English, “not
well” or “not at all.” Purposive sampling was used to
create four focus groups stratified by dialect and age. Two
of the focus groups were comprised of participants whose
primary dialect was Mandarin Chinese and the other two
were formed by participants who spoke Cantonese Chi-
nese. Within each dialect grouping, one group was com-
posed of individuals less than 65 years of age and the other
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greater than 65 years of age. We stratified by age
hypothesizing that resources and communication strategies
are likely to be different for people who are older or retired
compared to younger people still in the work force. Focus
group sizes ranged from 8 to 10 participants. A $20 gift
card was offered to each participant for their time. The
University of Washington Institutional Review Board
approved all study protocols.

Moderator Guide, Data Collection, and Analysis

Focus group moderators verbally detailed the informed
consent process in the primary dialect of the participants
prior to obtaining written consent and permission to
audiotape the sessions. Each session lasted approximately
2 h. Moderators were tri-lingual (English, Cantonese, and
Mandarin), race concordant, and had extensive experience
moderating focus groups on medical and public health
topics with LEP Chinese study participants. Our study’s
objective was to describe intentions to use 9-1-1 and
explore the barriers and facilitators to accessing EMS.
Using a conceptual framework modified from Johnson’s
Comprehensive Model of Information Seeking, the authors
developed a moderator guide using the model’s classifi-
cation of variables—antecedents, information carrier
characteristics, and information seeking [29]. During the
focus group discussions, a funneling strategy was used by
first asking questions broad in scope such as, “What do you
consider an emergency?” Later the moderator would fol-
low up by asking questions targeting specific issues to
narrow the focus. An example is, “Have you encountered
any problems when calling 9-1-1?”” Major topics addressed
included: participants’ perceptions of emergencies, past
experiences, and steps taken during these events.

All focus groups were audiotaped, translated into
English, and transcribed verbatim. Transcriptions were
reviewed for accuracy by the moderator. All transcripts
were uploaded to Atlas.ti 5.2 (Atlas.ti Scientific Software
Development GmbH, Berlin, Germany) to facilitate data
management and analysis. Each transcript was read and
independently coded by three of the authors. The data were
analyzed through an iterative process of theme identifica-
tion and synthesis, accommodating new ideas and rela-
tionships as they emerged [30]. The authors then discussed
the content of each transcript, emerging themes, and codes.
Discrepancies were resolved by discussion and consensus.

Results
The demographics of the 36 participants are shown in

Table 1. Women comprised 53% of the sample. Almost
90% of the participants were married and nearly a third had
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Table 1 Characteristics of study participants (n = 36)

Table 2 Barriers to calling 9-1-1

n %
Gender
Male 17 47
Female 19 53
Age (years)
<50 6 17
50-59 6 17
60-69 14 39
>69 10 28
Range 40-88
Place of birth
Mainland China 24 67
Hong Kong 5 14
Vietnam 4 11
Cambodia 1
Singapore 1
Unknown 1
Education (years)
<9 11 31
9-12 15 42
>12 10 28
Range 0-19
Primary language/dialect spoken
Mandarin 19 53
Cantonese 17 47
Marital status
Married 32 89
Single 3
Widowed
Employment
Full-time 3 8
Part-time 6 17
Unemployed 25 69
Other 2 6

not finished high school. Twenty-five percent were work-
ing with all of the fully employed participants and half of
the part-time employed individuals participating in the
younger focus groups. No differences in responses
regarding EMS were seen by age groups. Average duration
of residence in the United States for the participants was
14 years.

Barriers to Calling 9-1-1
Table 2 lists the common themes participants described as

barriers to accessing EMS through 9-1-1 along with rep-
resentative comments. The central finding discussed within

Language/dialect

English is not our primary language, so when we are flustered we
speak Chinese first. When we are hurried we speak Chinese
first. We won’t switch to English

I know I have problems in communicating [with the 9-1-1
operator]. I don’t know English or Cantonese

Belief in one’s ability to manage the situation

If there’s a way to try your best to deal with it yourself then
there’s no need [to call 9-1-1]

If you can make a phone call, then you don’t need to call 9-1-1.
You can go directly to the hospital by yourself

Negative past experiences or lack of experience with 9-1-1

We don’t know English...Two people from the 9-1-1 hotline
came. My sister was obviously sick—shaking and vomiting—
and we thought if 9-1-1 came, they’d have to help her up.
Instead, they wanted my sister to get up on her own. She
couldn’t, so I had to help her up. So when we were going in the
ambulance, they didn’t put a seatbelt on my sister. When we
reached a curve and we turned, my sister slid off [the stretcher]
and fell onto the floor...They had to stop in the middle of the
intersection to fasten a seatbelt on my sister

Fear of unforeseen consequences or litigation
I don’t want to get into trouble [for calling 9-1-1]
I’'ve never called 9-1-1. In America, you can’t be a good person.
Once, a person fainted, and although the victim was revived by
a good-hearted person, the person [who fainted] sued him. It
was alleged that the good-hearted person had moved the victim
and injured internal organs in the process
Negative perceptions of EMS
My daughter...I've taken her directly to the hospital without
calling 9-1-1 because we didn’t want to wait and we didn’t
know how long we would have to wait. So if I go alone, it’ll
be much quicker
There are reports that it takes a long time for emergency crews
to arrive
Concern about possible fees or cost for calling 9-1-1
So they called 9-1-1...1 heard her say that a bill came later
asking her to pay some 200 dollars, almost 300. I'm asking,
if we call 9-1-1 in this situation will they charge us?
I want to know
If I call 9-1-1, a bill comes later and it’s a hefty one. If [ am able
to get myself to the hospital why wouldn’t 1?

I have a friend who called 9-1-1 and it cost him 600 bucks
Confusion about how the system works

When he called 9-1-1, someone fainted. He needed an ambulance,
but they still sent...firemen first, and then they sent for the
ambulance. So it takes more time

The hospital telephone number—you can call day or night
and they will send you an ambulance right away

Feeling that one is resigned to one’s fate

There is nothing you can do. You can’t make a phone call.
You cannot make it

If you are alone, who can make the call? You can do
nothing...There is nothing you can do...Death is your
destination
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and across all focus groups was the barrier of limited
English fluency. One participant shared her previous
experience with calling 9-1-1, “There was a fire! So we
called 9-1-1. But [the operator] was speaking English and I
was very scared...At the other end [of the line] was an
English speaker, but I don’t understand any English, so I
hung up.” Some participants acknowledged that Chinese
interpreters, available during 9-1-1 calls might mitigate the
language barrier, however, participants in the Mandarin
speaking focus groups were not confident the system would
be able to provide access to the correct Chinese dialect.
One Mandarin speaker explained, “I hope that they [9-1-1
operators] will find a Mandarin speaker...If you happen to
get a Cantonese speaking person, he won’t understand what
you’re talking about.”

Participants believe conversations with EMS that
require interpreters or entail struggling with English are
time consuming and burdensome. By not calling 9-1-1 or
using EMS, participants avoid the complications involved
with these processes and reduce the number of steps and
delays to reaching the hospital. One participant described,
“We’ve taken [my daughter] directly to the hospital
without calling 9-1-1 because we didn’t want to wait and
we didn’t know how long we would have to wait. So if I go
myself, it’ll be much quicker.”

Although most of the participants lacked prior experi-
ence calling 9-1-1 or using EMS personally, almost all had
heard accounts from friends, family, or other community
members that affected their perceptions. This lack of
experience combined with a lack of knowledge of how the
emergency system functions leads to fear and anxiety about
accessing EMS, limiting its use. Another participant stated,
“Calling 9-1-1 is very scary. Sometimes when you’re
frightened, you can’t call 9-1-1.” Participants were less
likely to use EMS if they perceived that the emergency
situation encountered was something they could effectively
manage by themselves. This was viewed as more efficient
than struggling with 9-1-1. Situations that were described
as manageable were when the person requiring help was
ambulatory, conscious, talking, or did not sustain a “bad
injury.” One person stated, “If there’s a way to try your
best to deal with it yourself, then there’s no need [to call
9-1-11.”

Confusion stemming from limited experience and
knowledge about the system creates misunderstandings
about the type and quality of services EMS provides. This
is particularly true for participants who have had prior
negative experiences with EMS. A female participant
described past instances when she had sought medical
assistance, “Another commonplace occurrence is that
when we call 9-1-1, an ambulance doesn’t come. Even if
you ask specifically for an ambulance, a fire truck shows up
first. Most of the time it’s six...men arriving, all firemen,
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and no paramedics, and only then do they call an ambu-
lance. So why waste so much time waiting for them? If it’s
in my ability to get into my own car, why not drive
myself?” This idea was shared by several other participants
who believed they could access care faster and easier by
using their own means or transportation than by calling
9-1-1. In all focus groups, a few participants discussed
previous negative experiences with EMS, indicating a
reluctance to call 9-1-1 in the future.

Concerns over fees for using the system or getting
involved with unwanted litigation were other deterrents
from using EMS. The following exchange from the second
focus group illustrates these findings.

“For Asians, there’s an issue with
resources.”

“Yeah no money.”

“No insurance.”

“So if it’s possible to go to the hospital by
myself then I'd go. Take the ambulance

out of the equation.”

Participant A:

Participant B:
Participant C:
Participant A:

Facilitators to Calling 9-1-1

Whereas manageable emergency situations and negative
perceptions and past experiences were described as barriers
to calling 9-1-1, common findings participants reported that
facilitate calling 9-1-1 were positive past experiences with
EMS, perceptions EMS fulfilled their needs, and believing
that the emergency situation encountered was beyond what
one could handle alone. For Cantonese speakers, knowing
that an interpreter was available when calling 9-1-1 was a
facilitator. Table 3 lists the facilitators with representative
comments.

Despite the barriers to using EMS, participants across
groups would call 9-1-1 if, on the balance, they perceived
the benefits of using EMS to be greater than the burden of
calling 9-1-1 and the risks posed by the emergency situa-
tion. The perception that an emergency is of a significant
magnitude is a driver for participants to use EMS. In these
cases, the motivators to call 9-1-1 far surpass the barriers
associated with language because the seriousness of the
emergency exceeds their ability to control the situation on
their own. A participant explained, “If I see someone faint
and I can’t revive them, or if something happens at home
like a fire, I have to call [9-1-1]. Things you can’t take
control of, you have to call [9-1-1].” Emergency situations
that participants described as beyond their control and
requiring EMS included major trauma, loss of conscious-
ness, or events they perceived as life threatening.

Most of the participants who had prior experience using
EMS described positive experiences regarding their inter-
actions with the dispatcher and first responders and
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Table 3 Facilitators to using 9-1-1

Table 4 Strategies employed when calling 9-1-1

Perception that the situation exceeds their ability to manage on
their own

If it’s something I can’t take care of myself or don’t know which
department to call, I'll call 9-1-1

If you’re unable to handle it yourself then you have to call [9-1-1]
Positive past experiences with EMS

I've called a few times! Not many problems
Perception EMS meets their needs and expectations

You have to wait a long time if you go [to the hospital] on your
own. If an ambulance takes you, then you get an immediate
examination. They take you into a room right away. If you go
on your own, then you have to wait out front

As soon as you call 9-1-1, they will come quickly
Knowing a telephone interpreter is available
I told my family, if something happens, call 9-1-1 first. No matter

what the other party says, first say, “Chinese!” Then he or she
will find a person who speaks Chinese for you
If you don’t hang up your cell phone and you say you are
Chinese, people will find someone to translate for you...You
must say you are Chinese. They will find someone to translate
for you

perceived they received quality care. These participants
viewed EMS as fast and helpful and expressed that they
would likely call 9-1-1 again in an emergency. Examples
of some comments were, “The system is very effective.”;
“The [9-1-1] system is already there. It is simple and
efficient.”; and “As soon as you call 9-1-1, they come
quickly.” Since the majority of participants had no prior
experience calling EMS, their perceptions of EMS played a
significant role in determining whether or not they would
call 9-1-1 in an emergency. Some participants had an
expectation that EMS should be fast and effective. Those
who believe EMS could fulfill those needs claimed they
would use it during an emergency.

Strategies Employed When Calling 9-1-1

Recognizing that language barriers prevent effective
communication with EMS operators, participants described
strategies they have employed in the past or would use in
the future to call 9-1-1. A consistent strategy described
across focus groups was to find a friend or family member
who spoke English with greater proficiency to call 9-1-1 on
the behalf of others. A participant described, “My husband
got off the bus. Another woman also got off, but then she
collapsed. My husband called me saying, ‘A woman col-
lapsed and can’t move!” So he told me to call 9-1-1,
because he can’t speak English.” Sometimes, this search
for a speaker with greater English proficiency was a pro-
longed process which involved contacting multiple people
before a 9-1-1 call was made. Once connected to a 9-1-1
operator, participants described attempting to access the

Finding someone more English proficient from one’s personal
network to call

My son made the call. I lived with my children. I told him
to call 9-1-1

My English is not good. I will notify my son first if I have
an emergency. Then my son will notify my daughter

If you know that your wife or husband can communicate, then
the quickest way is to call them, and have them call [EMS]
for you. Call 9-1-1, telling them which street you’re on,
asking them to call in your place

Repetition and speaking slowly

The [9-1-1 operator] is very patient listening to you. So you just
tell them what’s going on, and speak slowly so they know your
situation. At most, if they do not capture the meaning, I'll have
to say it again and then basically they’ll know what happened

Use of simple and key English words

Let’s say if someone faints and falls down, even if you don’t know
what illness he has, you should say, “Fall down!” Then
[the 9-1-1 dispatcher] will know it’s urgent...You don’t need
to know what the specific problem is. If [the 9-1-1 dispatcher]
knows someone fell, they’ll come immediately

The only problem is that it would be an issue sometimes if you
don’t know English. That’s the main problem. But if you can
speak a sentence or two in simple English, there should
not be a problem

Find ways to access the interpreter

You can just say, “Chinese! Chinese!” They’ll act very quickly
and give you an interpreter. It’s important for you to say the
language you speak. They can find an interpreter in that
language

Call 9-1-1 and say, “Chinese language! Mandarin!” If you say,
“I speak in Chinese,” they might find someone who speaks
Cantonese

interpreter or using other strategies with their limited
English ability to communicate their needs. Table 4 lists
strategies described by participants to improve communi-
cation with 9-1-1 and some representative statements.

Discussion

In this study, LEP Chinese participants offered insights into
their views on their intention to use 9-1-1 and perception of
EMS. A central theme was that language differences create
barriers that prevent effective access to EMS. Participants
also suggested that past experiences, perceptions, and the
magnitude of an emergency might impact the decision to
call 9-1-1. Discussions revealed anxieties about their
ability to communicate effectively and worries about
financial and legal implications. Accessing the proper
dialect was a particular concern among those in the Man-
darin focus groups. This appears to be based on their
assumption that Cantonese Chinese is more commonly
spoken than other Chinese dialects in the region, including
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Mandarin. For the decision to call 9-1-1, the potential
benefits were weighed against the perceived effort, time,
and challenge needed to use the system. For participants
who had never used EMS, the barriers to calling 9-1-1 were
particularly high as they had a lack of familiarity and
understanding of how the system worked. Negative per-
ceptions of EMS were also a barrier to using the system.
This has been described as a barrier to EMS utilization in
other ethnic groups as well [31].

The described barriers suggest Chinese LEP communi-
ties may underuse 9-1-1, find medical care by other means,
or forgo assistance altogether during emergencies. Per-
ceiving shortcomings in EMS services for the LEP com-
munity, participants described seeking assistance in other
ways. This possible underuse of 9-1-1 is consistent with
research describing the underuse of phone based emer-
gency communication resources among Hispanic LEP
speakers [22, 23]. With decreased access to EMS, LEP
communities may use alternative strategies to reach
emergency departments, which could lead to delays in
seeking care and treatment. The hesitation and deliberation
LEP individuals might go through before calling 9-1-1 may
lead to a lag in response and treatment. Some of the
communication strategies participants described, such as
contacting friends or family members who are more pro-
ficient in English to call 9-1-1 on their behalf would also
lead to delays.

This exploratory study highlights potential gaps in EMS
communication between LEP participants and 9-1-1 oper-
ators. More research on improving communication during
emergencies is required. Our findings suggest increasing
the use of interpreter services during 9-1-1 calls may be an
area of focus. Improving the ease of accessing this service
for operators and finding ways to increase the likelihood of
successfully obtaining the correct language and dialect
might yield benefits. LEP callers may benefit from tailored
education on EMS services. This has the potential to
improve understanding of how the system works and to
decrease anxiety for new callers. Efforts designed to teach
callers how to request interpreters for their language and
dialect and to relay basic ideas, such as the type of emer-
gency may address the primary barriers to calling 9-1-1 and
build on the strategies identified in the study. The devel-
opment and evaluation of programs that can increase the
frequency of interpreter services use or employ new com-
munication strategies are other areas to be further explored.

This project is the first step of a much larger collaborative
project involving the community, academia, public health,
and emergency services. As with most qualitative studies,
the samples are not representative of the population. Dif-
ferences in age, dialect, and duration of residence in the
United States may not have been revealed in this study.
Additionally, many of the participants have not had any
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direct experience with 9-1-1 and their decisions to call or not
call 9-1-1 are influenced by perceived barriers and facilita-
tors. It is unknown what would happen during an actual
emergency. Findings need to be confirmed with a survey of a
representative sample to generalize these observations.
Despite these limitations, the concepts described in this
project create a set point for further research. Language,
beliefs, and attitudes impact the accessibility and commu-
nication LEP Chinese speakers have with phone-based
emergency systems. Further exploration of barriers unique
to specific LEP populations is necessary to better understand
behaviors related to calling 9-1-1 and to tailor interventions
to improve EMS communication.

Acknowledgments This study was supported by the Cooperative
Agreement Number 1P0O1TP000297-01 from The Centers for Disease
Control and Prevention. Its contents are solely the responsibility of
the authors and do not necessarily represent the official views of the
Centers for Disease Control and Prevention. The authors thank the
study participants for taking the time to participate in focus groups
and for sharing their insightful experiences. Also we would like to
thank the Chinese Information and Service Center for their assistance
on this project.

References

1. Shin HB, Bruno R. Census 2000 brief: language use and english-
speaking ability: 2000. (Pub. No C2KBR-29). Washington: U.S.
Department of Commerce, Economics and Statistics Adminis-
tration, US Census Bureau; 2003.

2. US Census Bureau. 2006-2008 American community survey
3-Year estimates: characteristics of people by language spoken at
home. Washington: U.S. Department of Commerce, Economics
and Statistics Administration, US Census Bureau; 2009.

3. US Census Bureau. 2006-2008 American community survey
3-year estimate: language spoken at home. (Report No.: Table
S1601). Washington: U.S. Department of Commerce, Economics
and Statistics Administration; 2009.

4. Agency for Healthcare Research, Quality. 2007 National
Healthcare Disparities Report. (Report No.: AHRQ Publication
No. 08-0041). Rockville: U.S. Department of Health and Human
Services, Agency for Healthcare Research and Quality; 2008.

5. Fiscella K, Franks P, Doescher MP, Saver BG. Disparities in
health care by race, ethnicity, and language among the insured:
findings from a national sample. Med Care. 2002;40(1):52-9.

6. Ponce NA, Hays RD, Cunningham WE. Linguistic disparities in
health care access and health status among older adults. J Gen
Intern Med. 2006;21(7):786-91.

7. Cheng EM, Chen A, Cunningham W. Primary language and
receipt of recommended health care among hispanics in the
United States. J Gen Intern Med. 2007;22(Suppl 2):283-8.

8. Rudd RE. Health literacy skills of U.S. adults. Am J Health
Behav. 2007;31(Suppl 1):S8-18.

9. Nielsen-Bohlman L, Panzer AM, Kindig DA, editors. Health
literacy: a prescription to end confusion. Washington: Institute of
Medicine of the National Academies, The National Academies
Press; 2004.

10. Howard DH, Gazmararian J, Parker RM. The impact of low
health literacy on the medical costs of medicare managed care
enrollees. Am J Med. 2005;118(4):371-7.



J Immigrant Minority Health (2012) 14:307-313

313

11.

13.

14.

15.

16.

17.

18.

19.

20.

Fothergill A, Maestas EG, Darlington JD. Race, ethnicity and
disasters in the United States: a review of the literature. Disasters.
1999;23(2):156-73.

. Schyve PM. Language differences as a barrier to quality and

safety in health care: the joint commission perspective. J Gen
Intern Med. 2007;22(Suppl 2):360-1.

Salmon JL. Katrina’s Vietnamese victims. The Washington Post
9 Feb 2006.

Salmon JL. Red cross bolstering minority outreach- recruitment
a priority after storms expose sensitivity gaps. The Washington
Post 5 Dec 2005.

Meischke H, Ho MT, Eisenberg MS, Schaeffer SM, Larsen MP.
Reasons patients with chest pain delay or do not call 911. Ann
Emerg Med. 1995;25(2):193-7.

Dracup K, Moser DK, Eisenberg M, Meischke H, Alonzo AA,
Braslow A. Causes of delay in seeking treatment for heart attack
symptoms. Soc Sci Med. 1995;40(3):379-92.

Goff Jr DC, Feldman HA, McGovern PG, Goldberg RJ, Simons-
Morton DG, Cornell CE, Osganian SK, Cooper LS, Hedges JR.
Prehospital delay in patients hospitalized with heart attack
symptoms in the United States: the REACT trial rapid early
action for coronary treatment (REACT) study group. Am Heart J.
1999;138(6 Pt 1):1046-57.

Zerwic JJ, Ryan CJ, DeVon HA, Drell MJ. Treatment seeking for
acute myocardial infarction symptoms: differences in delay
across sex and race. Nurs Res. 2003;52(3):159-67.

Moser DK, Kimble LP, Alberts MJ, Alonzo A, Croft JB, Dracup
K, Evenson KR, Go AS, Hand MM, Kothari RU, Mensah GA,
Morris DL, Pancioli AM, Riegel B, Zerwic JJ. Reducing delay in
seeking treatment by patients with acute coronary syndrome and
stroke: a scientific statement from the American heart association
council on cardiovascular nursing and stroke council. Circulation.
2006;114(2):168-82.

Kleindorfer DO, Lindsell CJ, Broderick JP, Flaherty ML, Woo D,
Ewing I, Schmit P, Moomaw C, Alwell K, Pancioli A, Jauch E,
Khoury J, Miller R, Schneider A, Kissela BM. Community
socioeconomic status and prehospital times in acute stroke and
transient ischemic attack: do poorer patients have longer delays

21.

22.

23.

24.

25.

26.

217.

28.

29.

30.

31.

from 911 call to the emergency department? Stroke. 2006;37(6):
1508-13.

Albertson TE, Tharratt RS, Alsop J, Marquardt K, Heard S.
Regional variations in the use and awareness of the California
poison control system. J Toxicol Clin Toxicol. 2004;42(5):
625-33.

Forrester MB. Association between sociodemographic factors
and exposures and utilization of poison centers in texas,
1998-2002. J Toxicol Environ Health A. 2005;68(10):755-61.
Vassilev ZP, Shiel M, Lewis MJ, Marcus SM, Robson MG.
Assessment of barriers to utilization of poison centers by His-
panic/Latino populations. J Toxicol Environ Health A. 2006;
69(18):1711-8.

Grow RW, Sztajnkrycer MD, Moore BR. Language barriers as a
reported cause of prehospital care delay in Minnesota. Prehosp
Emerg Care. 2008;12(1):76-9.

Meischke H, Chavez D, Bradley S, Rea T, Eisenberg M. Emer-
gency communications with limited-english-proficiency popula-
tions. Prehosp Emerg Care. 2010;14(2):265-71.

Patton MQ. Qualitative evaluation and research methods.
Newbury Park: Sage Publications; 1990.

Krueger RA. Focus groups: a practical guide for applied research.
Thousand Oaks: Sage Publications; 1994.

Carey M. The group effect on focus groups: planning, imple-
menting, and interpreting focus group research In: Morse J,
editor. Critical issues in qualitative research methods. Thousand
Oaks: Sage Publications; 1994; p. 225-43.

Johnson JD, Donohue WA, Atkin CK, Johnson S. A compre-
hensive model of information seeking: tests focusing on a tech-
nical organization. Sci Commun. 1995;16(3):274-303.

Morgan DL. Focus groups as qualitative research. 2nd ed.
Newbury Park: Sage Publications; 1997.

Finnegan Jr JR, Meischke H, Zapka JG, Leviton L, Meshack A,
Benjamin-Garner R, Estabrook B, Hall NJ, Schaeffer S, Smith C,
Weitzman ER, Raczynski J, Stone E. Patient delay in seeking
care for heart attack symptoms: findings from focus groups
conducted in five U.S. regions. Prev Med. 2000;31(3):205-13.

@ Springer



	Barriers and Facilitators to Using 9-1-1 and Emergency Medical Services in a Limited English Proficiency Chinese Community
	Abstract
	Introduction
	Methods
	Study Design, Setting, and Participants
	Moderator Guide, Data Collection, and Analysis

	Results
	Barriers to Calling 9-1-1
	Facilitators to Calling 9-1-1
	Strategies Employed When Calling 9-1-1

	Discussion
	Acknowledgments
	References


