
KNOXVILLE TENNESSEE



DEMOGRAPHICS

• Tennessee experienced the third fastest growth rate in 
Hispanic persons across the nation, but the size of 
Tennessee’s Hispanic population is still smaller than 
average. 

• There are two very different subpopulations of Latinos: 
foreign-born workers, and young, native-born children 

• The adult Hispanic population is predominantly foreign-
born, young, mobile and male. 

• The native-born population is very young (median age 
9). The share of Hispanic children in public schools will 
rise from 6 percent to 10 percent in the next 3-5 years. 

• The fertility rate among Hispanic women is higher than 
the state average. One-in-10 children born are Hispanic, 
and the growth in Hispanic children accounts for more 
than half of the growth in Tennessee’s youth population. 



GEOGRAPHY

• Latinos live in every county of Tennessee, 
but the largest numbers live in Nashville, 
Memphis, Knoxville, Chattanooga and 
their suburbs. 

• A few small towns in rural Tennessee have 
experienced high levels of immigration. 

• The foreign-born Hispanic population is 
primarily from Mexico, however, most 
persons did not move here directly from 
Mexico, but from somewhere else in the 
United States, especially from Georgia, 
California, Texas and Florida. 



EDUCATION

• A population boom of Latino children has already 
taken place. Within the next 3-5 years, 10 percent of 
all Kindergarteners in Tennessee will be Hispanic. 

• Hispanic children are more likely to come from 
homes in poverty. 

• Hispanic children live in high linguistic isolation. 
Among children ages 5-9, 36 percent live in families 
in which there is nobody over the age of 13 who 
speaks English well. This rises to 44 percent among 
children age 0-4. 

• Hispanic children are more likely to come from 
families with two parents. 

• Nationwide, Hispanic students are less likely to 
complete High School. On a positive note, young 
Hispanic children have some of the strongest positive 
responses to high quality early childhood education 



LABOR FORCE
• Most Hispanic workers in Tennessee do not have a high 

school education (53 percent). 

• At all skill-levels, Hispanic workers are still a minority in 
Tennessee’s labor force; there are many more White and 
Black workers without a high school education than there are 
Hispanic workers. 

• Hispanic workers are concentrated in only a few occupations. 
Among all detailed occupation categories, the top 8 
occupations account for two-thirds of male Hispanic workers. 

• Hispanic workers receive a lower wage than White and Black 
workers in Tennessee, even holding education level fixed. 



GREAT 
RECESSION

• Hispanic workers in the South 
experienced rising unemployment rates 
before the rest of the economy, 

• But the rise in unemployment was less 
severe among Hispanic workers. 
Hispanic workers in the South now 
experience lower unemployment rates 
than the general population. 

• Hispanic workers are returning to work 
because they are willing to compromise 
with employers by working fewer hours 
and for lower wages. 



ECONOMIC 
AND FISCAL 
IMPACT

• Most economists agree that immigration has a net 
positive impact on the United States economy. 

• The net fiscal impact of immigrants on local and 
state governments is likely to be negative, but 
small. 

• Many Hispanic adults in Tennessee are foreign born, 
and are ineligible for most public services. Most 
children are native-born, and are eligible for public 
services. 

• Hispanic workers contribute to the economy by 
paying sales and consumption taxes, by reducing 
the price of the goods and services they produce, 
and by raising the productivity of labor-intensive 
industries. 



NEIGHBORHOOD SEGREGATION

• Nation-wide, Latinos live in 
segregated neighborhoods, however, 
these neighborhoods are less 
segregated than Black 
neighborhoods. 

• The degree of neighborhood 
segregation varies across Tennessee; 
for example, segregation is more 
severe in Memphis than in Nashville. 



REFUGEE/IMMIGRANTS

• If as many refugees arrive in Knoxville 
as they are expected in 2017, it will be 
a 44 percent increase in refugees since 
2014, according to the Bridge Refugee 
Services.

• The majority of the refugees entering 
the Knoxville area are from Iraq, a 
nation significantly torn apart by 
Islamic terrorism. Other refugees in 
Knoxville are from the Democratic 
Republic of Congo, Somalia, and 
Russia.

http://www.wbir.com/news/local/more-refugees-than-ever-calling-knoxville-home/381244023


HOW WILL THESE CHANGES IN 
IMMIGRATION/REFUGEE NUMBERS 

IMPACT HEALTH AND EDUCATIONAL 
SERVICES FOR INFANTS/CHILDREN WHO 

ARE DEAF OR HARD OF HEARING AND 
THEIR FAMILIES



ISSUES THAT 
IMPACT 
EDUCATIONAL 
SERVICES

• Language in the home differs from 
instructional language of the schools

• Educational and health systems in the 
country of origin may differ dramatically 
from US systems

• Culture and religion may impact the 
family’s response to the diagnosis and 
intervention services

• Language development in the home 
language may differ by phonology (as well 
as acoustics), vocabulary, 
syntax/morphology and pragmatics



Culture can 
impact:  

___Discipline
___ Dressing
___ Toileting
___ Feeding
___ Self-help skills
___ Expectations for the future
___ Communication



Culture can 
impact life 
activities: 

___ Response to Education
___ Family roles
___ Religion/faith-based practices
___ Gender roles
___ Alternative medicine
___ Customs or superstitions
___ Employment
___ Perception of time
___ Views of wellness
___ Views of disabilities
___ The value of Western medical treatment



Culture can 
impact: 

___ Eye contact
___ Interpersonal space
___ Use of gestures
___ Comfort with silence
___ Turn-taking
___ Topics of conversation
___ Asking and responding to questions
___ Greetings
___ Interruptions
___ Use of humor
___ Decision-making roles



Cultural Competence Checklist:  Service 
Delivery



I include the clients and their families as 
partners in determining outcomes for 

treatment.



I recognize differences in narrative styles 
and pragmatic behaviors that vary across 

cultures.



I learn about acceptable behaviors and 
customs that are prevalent in my clients’ 

cultures.



I consider my clients’ beliefs in both 
traditional and alternative medicines.



I respect my client’s decision to seek 
alternative treatments from a holistic 

practitioner.



I understand that some individuals may 
have different reading levels in English 

and/or their native language(s).



I provide written information for clients to 
take home in their preferred languages or 

video information with cell phone 



I seek assistance from trained cultural brokers, 
trained interpreters, bilingual coworkers and 

those in related professions who can help 
interpret, as needed.



I have trained my interpreters using clearly 
defined roles and responsibilities to assist me 

in providing services to linguistically diverse 
populations.



I ask questions about the client’s 
language developmental history.



I ask clients’ family members and friends 
about the clients’ ability to use their 

native language(s).



I ask clients’ family members and friends 
about the clients’ exposure to English and 

native language(s).



I use assessment tools and materials (e.g., 
language batteries, articulation assessments, 
Pb word lists, spondee word lists) that are not 

biased 
in favor of or against any one population



I consider all of the available research evidence



I consider the cultural and linguistic background of 
my clients when I select treatment materials (e.g., 

pictures, books/workbooks, flashcards, videos,
music, food).



I consider 
clients’ and 
their families’ 
norms and 
preferences 
when 
planning:

______Appointments
___ Community outings
___ Holiday celebrations
___ Meals, snacks
___ Services in the home
___ Recommendations for 
caregivers



I allow for 
alternative 
methods of 
sharing 
experiences and 
communication, 
such as:

___ Story telling
___ Use of props to support 
the “oral tradition” that is 
prevalent in some cultures.



I allow for alternatives to written 
communication, which may be 

preferred, such as:

___ Communicating verbally
___ Modeling the recommendations
___ Use of video/audio clips



When communicating with clients whose 
native language is NOT English, I use:

___ Key words or signs in their language
___ Visual aids
___ Gestures/physical prompts
___ Trained Interpreters/translators



I am aware that 
individuals from my 
clients’ racial/ethnic 
background may have 
a higher incidence of 
specific 
disorders/diseases 
that may have 
implications for 
speech, language and
hearing, including:

___ Sickle Cell Anemia
___ Hypertension
___ Diabetes
___ Cardiovascular disease
___ Frequent middle ear 
and upper respiratory 
infections



Before visiting or providing 
services in the home setting, 

seek information on acceptable 
behaviors, courtesies, customs and 
expectations from the cultural 
broker, referral agent or other 
knowledgeable people



During visiting or providing services in 
the home setting, 

observe the environment and seek 
information from the 
parents/caregiver on acceptable 
behaviors, courtesies, customs and 
expectations which are unique to 
families.



Seek information from client, family 
members or key community informants,
which will assist responses to the needs 
and preferences of the child
from a particular CALD (culturally and 
linguistically diverse) background.



Even though moral viewpoints 
may differ, accept the 
family/carers as the
ultimate decision makers for 
services and support for child.



Avoid imposing values that 
may impinge upon or be 
inconsistent with those of 
cultures other than your 
own.



The following points relate to value areas 
that change across cultures.

• Understand and accept that family is defined 
differently by different cultures.

• Understand that families and friends from different 
cultures will have different expectations for the care 
for children with disabilities in regard to perspectives 
about disability, sign language, child rearing, 
independence

• Accept and respect that male-female roles in 
families may vary significantly among different 
cultures, as well as decision-making power in families.

• Accept that religion and other beliefs may influence 
how families respond to illnesses, disease, and 
death.



The following points relate to value areas 
that change across cultures.

• Recognize that the meaning or value of 
parent/family-centered early intervention may 
vary greatly among cultures.

• Accept and respect that customs and beliefs about 
food, its value, preparation, and use are different 
from culture to culture.

• Recognize and accept that individuals from 
culturally diverse backgrounds may have acquired 
varying degrees of acculturation into the dominant 
culture.

• Engage extended family members whenever 
needed



• Learn and use key words in the person’s own 
language to improve communication during routine 
care and other simple service interventions.

• ·Use visual aids, gestures, and physical prompts.

• ·Use only qualified language interpreters during 
assessment, meetings, or other events for clients and 
their carers which would require levels of assistance 
that if not understood could be critical, or dangerous to 
the wellbeing of the person.

• All information relating to key service delivery 
contexts (eg Individual Family Service Plan, family-
centered early intervention services, mode of 
communication) should be provided to the client and 
their advocate in their own language.



• Accept that it may be necessary to use 
alternative forms of communication for 
some families, eg verbal, as word of mouth 
may be a  preferred method of receiving 
information. – may use video from phone

• ·Keep in mind that limited proficiency in 
English:

• Does not reflect an individual’s level of 
intellectual functioning:

• Has no bearing on one’s ability to 
communicate in one’s language of 
origin, nor in one’s literacy in their own 
language of origin.



Why use an 
interpreter?

To facilitate communication between the 
client and service providers

individuals who do not speak English 
have the right to an interpreter.

· Accredited interpreters will be accurate, 
impartial, and respect confidentiality

Family members should not be relied upon 
as interpreters for the family 



It is RECOMMENDED that interpreters be 
used in the following circumstances:

• On admission to hospital or when receiving health-
related services (e.g. audiology, speech/language 
pathology.

• During a formal assessment process.
• When there is a problem and the person is not 

responding to either family or staff.
• When a doctor is called for health problems.
• When a CALD person is not responding to treatment 

or care.
• When communicating with family members who have 

a low level of English proficiency.
• During all early intervention services



Guidelines for using an interpreter
• Meet or speak with the Interpreter separately if you need to 

outline the aim of the interview and/or to provide necessary 
background information about the individual and material to be 
covered. This is also a good opportunity to ask culturally specific 
questions. For example, cultural attitudes to death, and illness, 
disability etc.

• Seat the people involved in a triangle to encourage face to face 
communication.

• Allow a brief time for a formal introduction between the 
interpreter and the client and for the interpreter to build a level 
of rapport with the parents/family. Explain that it is very 
important that all conversation that takes place during the 
interview needs to be interpreted into English.



• Allow for the option by the client to respond to 
the interview in English with the provision that if 
either the client or the health professional is 
not certain that the message is understood the 
unclear material then needs to be resolved 
with the assistance of the Interpreter.

• Talk to the person, not the interpreter. 
Maintain eye contact with the parent/family 
member where appropriate, not the interpreter. 
Speak to the person in first person, rather then 
third person (e.g. would you like a drink? rather 
than, Ask her if she would like a drink).



•Speak slowly using single sentences 
and pause to allow for interpreting.

•Allow time for the client to ask 
questions.

•Avoid complex sentences, 
colloquialism and jokes.



The Journey
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