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Hector M. González, PhD, William A. Vega, PhD, and Wassim Tarraf, MA

Objectives: To examine the relationship between patients’ English proficiency, patient-provider lan-
guage concordance, and health care quality among foreign-born Latinos in the United States.

Methods: National probability sample data (from the Pew Hispanic Center/Robert Wood Johnson
Foundation Latino Health Survey) were analyzed from telephone interviews with foreign-born
Latino adults (n � 2921; aged 18 years and older). There were 3 main outcomes related to clinical
experiences using self-reports of confusion, frustration, and perception of poor quality of care
received because of English-speaking ability and accent bias, as well as an overall rating of care
quality. Patients’ English proficiency and patient-provider language concordance were the chief
predictors.

Results: Patients’ English proficiency was not significantly associated with the 3 clinical experiences
measures and marginally so with overall care quality ratings. Language concordance was significantly
associated with a lower likelihood of confusion, frustration, and language-related poor quality ratings,
and was positively associated with patient-reported overall quality of care. In addition, providers’ lan-
guage concordance attenuated the statistical significance of the effects of patients’ English proficiency
when both were modeled simultaneously.

Conclusion: Patient-provider language concordance plays an important role in communication barri-
ers among foreign-born Latino patients. Our findings indicate that although patients’ language profi-
ciency is important to health care quality ratings, what may matter more is when patient and provider
speak the same language. (J Am Board Fam Med 2010;23:745–752.)
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One in 5 Americans speaks a language other than
English at home, approximately one half of whom
reported speaking “a little” English or “not at all.”1

Latinos, who now comprise more than 15% of the
United States population, are the largest and fastest

growing ethnic/racial group. The US Census projects
that by the year 2050 approximately one third of the
US population will be Latino. As this population
continues to grow at rates that exceed most previous
estimates, demand for goods and services that meet
the needs of Latinos will continue to influence market
trends in the United States, including health care.2

With half of Latinos not speaking English “very
well,” quality health care will be achieved through
meeting the language needs of Latino “consumers.”
Indeed, the Institute of Medicine and the Agency for
Health Care Research and Quality have identified
removing language barriers as essential to reducing
ethnic/racial health care disparities.3,4 As such, under-
standing the relationship between language and
health care quality has important public health impli-
cations for providing services in an increasingly di-
verse US population.

Highly sensitive diagnostic tests continue to im-
prove medical practice science; however, clinical in-
terviews by skillful health care providers will always
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be the foundation of quality health care. When the
patient and provider speak different languages, clini-
cal interviews are compromised and the quality of
health care is negatively affected.5 Research has dem-
onstrated that Latino patients with limited profi-
ciency in English report poorer health and lower
health care quality.6,7 The use of professional inter-
preters improves communication by reducing errors
and comprehension that indirectly improve use, clin-
ical outcomes, and satisfaction with care; however, in
practice, interpreters are often ad hoc family mem-
bers or office staff with highly variable levels of trans-
lation training and skills.8 Although health care pro-
viders who have historically served Latinos may be
better equipped with Spanish-speaking providers and
professional interpreters, many health care catch-
ments in other parts of the United States are being
caught off guard by the rapidly changing demograph-
ics of their markets.9

Previous research points to different factors that
contribute to language barriers in health care. Sev-
eral studies have implicated patients’ acculturation
or limited proficiency in English as the prob-
lem,6,7,10 whereas others have suggested that prob-
lems arise when the patient’s and provider’s lan-
guages are not concordant.11,12 The purpose of this
study was to evaluate the relationship and relative
contribution of English proficiency and language
concordance to health care quality ratings. To
achieve this objective we used a nationally repre-
sentative survey of Latino adults’ health care. We
anticipated that language concordance would be
the primary determinant of quality ratings among
“consumers” of Latino health care.

Methods
Study participants were part of a stratified, random
telephone survey of adult Latinos (ages 18 years
and older) that had been designed to produce a
statistically representative sample of Latinos in the
contiguous United States. Respondents were iden-
tified as Latino if they answered yes to the question,
Are you, yourself, of Hispanic or Latino origin or
descent such as Mexican, Puerto Rican, Cuban,
Dominican, Central or South American, Carib-
bean, or some other Latin American background?
The survey interviews were conducted in either
English or Spanish depending on the respondent’s
preference. The final telephone interview sample
for analysis consisted of 3899 persons after exclu-

sion of 114 participants who were not included in
the analysis because they refused to give their age
or other key demographic variables and who had, in
general, more refusals during the interview than
other participants. Adjustment after stratification
consisted of sampling weights modification to re-
flect the Latino population distribution by age, sex,
nativity, and education according to the March
2007 Current Population Survey.2 Because our aim
was to evaluate the relationship between language
and health care quality, which is less of an issue
among US-born Latinos, the study focused on the
foreign-born subpopulation (n � 2921).

Telephone interviews were conducted as part of
the Pew Hispanic Center/Robert Wood Johnson
Foundation Hispanic/Latino Health survey in the
Summer of 2007 and had a response rate of
39.5%.13 This response rate was comparable to
other telephone surveys (eg, Behavioral Risk Factor
Surveillance System; 41.2% response rate in 2004
and the California Health Interview Survey; 38.5%
in 2004). Probability weights after the survey were
used to adjust for disproportionalities, including
nonresponse bias according to the American Asso-
ciation for Public Opinion Research guidelines.14

Main Outcomes
We examined 3 outcomes related to clinical experi-
ences and an overall rating of the quality of health
care received. The first 2 outcomes assessed whether
respondents were “confused by the information they
were given” and “frustrated by a lack of information
or an inability to find what they wanted to know”
during their most recent clinical encounter (ie, visit to
a health care provider). The third outcome assessed
perceptions of language bias by using respon-
dents’ self-reports of receiving poor quality of
medical treatment because of their “accent or
how you speak English.” All 3 of these outcomes
were coded dichotomously (0 � no; 1 � yes).
The fourth outcome was a 4-point, Likert-type
rating scale (excellent, good, fair, or poor) of
overall quality of care that had been received
during the past 12 months. Medical care was
broadly defined and included community clinics
or health centers, doctor’s offices, hospital emer-
gency rooms and outpatient departments, or
some other places specified by respondents. The
care quality outcome was coded on a scale of 1
through 4, with higher values representing better
rating of care quality.
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Main Predictors
To address the study aims, we constructed 2 lan-
guage measures. All indicators used to create these
measures were based on respondents’ self-reports.
The first language measure was an English profi-
ciency construct created by adding 2 Likert-type
scale items quantifying verbal and written English
proficiency. Both proficiency items were coded so
that higher values reflected higher English lan-
guage proficiency (1 � not at all; 2 � just a little;
3 � pretty well; 4 � very well). The resulting
indicator values ranged from 0 (indicating a mini-
mum level of English proficiency) to 6 (maximum
level of English proficiency). The second measure
was language concordance, which was operational-
ized dichotomously (0 � discordant; 1 � concor-
dant) by using 2 items. First, an indicator defined as
linguistic facility was created by comparing respon-
dents’ verbal English and Spanish language profi-
ciency scores. Both English and Spanish verbal
proficiencies were assessed using Likert-type
scales (1 � not at all; 2 � just a little; 3 � pretty
well; and 4 � very well). The resulting indicator
consisted of 3 categories: (1) respondents whose
verbal English language proficiency score exceeded
their verbal Spanish proficiency were classified as
“better English”; (2) respondents whose Spanish
verbal language proficiency score exceeded their
English score were classified as “better Spanish”;
and (3) respondents with equal English and Spanish
verbal language proficiency scores were classified as
“bilingual.” Second, the language that care provid-
ers used during clinical encounters was measured
using a dichotomous indicator based on respon-
dents’ self-reported answers to the question,
“When you see a doctor or other health care pro-
vider, in what language is the appointment usually
conducted?” (0 � Spanish; 1 � English). Respon-
dents designated as “better Spanish” and whose
language of clinical encounter was conducted in
English were classified as “discordant”; all other
respondents were assigned as “concordant.”

Three covariates were included in the model to
account for the possibility that language effects could
be attenuated by socioeconomic factors that enable
access to health care. Education was divided into 5
categories based on years of schooling completed (ie,
0–8 years; 9–11 years; high school or equivalent;
some college or vocational training; and a college
degree or higher). Annual household income was also
broken into 5 groups ($0–$14,999; $15,000–$24,999;

$25,000–$34,999; $35,000–$59,999; and �$60,000).
Finally, the presence or absence of health insurance
coverage (ie, employee-based, private, or government
program) was a dichotomous measure (0 � unin-
sured; 1 � insured). All models were adjusted for age
(continuous) and sex (0 � male; 1 � female).

Analytic Approach
Stata software (version 10.1, StataCorp, LP, Col-
lege Station, TX) procedures designed to analyze
complex survey designs were used in all our analy-
ses to account for the clustered design of our sam-
ple. Estimates were weighted to ensure proper rep-
resentation of the US Latino population. The
sampling weights accounted for unequal probabil-
ities of selection, nonresponse, and after stratifica-
tion.

First, sample estimates describing demogra-
phic characteristics were calculated. Next, a se-
ries of logistic regressions were used to model
hypothesized relationships between our 3 clinical
experience outcomes and our predictors and co-
variates. Then a series of ordered logit models
were run to estimate the effects of those predic-
tors and covariates on our fourth outcome: the
ordered categorical indicator of care quality. To
do so, generalized ordered logit functionality
(gologit2) procedures were used to test for pos-
sible violations of the parallel odds assump-
tions.15 The gologit2 functionality fits partial
proportional odds models, thus allowing us to
examine whether parallel lines assumptions are
unwarranted because of differential effects of our
predictors on the categories of our outcome vari-
able. Both variable specific and global Wald tests
indicated that the parallel lines assumptions at
the 0.01 level would not be violated. As a result,
ordered logit models, which produce more par-
simonious and easier to interpret results relative
to the generalized ordered logit functionality,
using StataCorp’s ologit program were deemed
acceptable. Three ordered logistic regression
models were fit. Models 1 and 2 tested the effects
of English language proficiency and language
concordance on overall assessment of quality of
care separately. Model 3 accounted for both pre-
dictors simultaneously to test whether and how
the effects of these predictors are statistically
attenuated.
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Results
Univariate Statistics
Sample characteristics are provided in Table 1. The
study respondents had an average age of 40.6 years.
Approximately two-fifths (40.9%) reported having
a high school degree or more, and only 7.5% indi-
cated an income of �$60,000. Less than two-thirds
(59.6%) reported having some form of health in-
surance. Finally, 17.6% were classified as having
had a language-discordant clinical encounter.

Language and Clinical Experience Logit Model
Results
English proficiency was not statistically associated
with any of the clinical experience outcomes exam-
ined (Table 2; English proficiency models). High-
income classification (�$60,000) and being insured
were associated with a lower likelihood of reporting
confusion and frustration.

Language concordance (Table 2; Language con-
cordance models) was significantly associated with
lower odds of experiencing confusion, frustration,
and reporting poor care quality because of per-
ceived language discrimination. As with the previ-
ous models, high-income classification (�$60,000)
and being insured were associated with a lower

likelihood of reporting confusion or frustration.
Finally, respondents who reported 9 to 11 years of
education and those who reported having a college
degree had a lower likelihood of reporting frustra-
tion and poor quality of care because of language
bias relative to those who reported �8 years of
education.

Language and Health Care Quality Ordered Logit
Model Results
Table 3 shows the ordered logistic regression re-
sults. In model 1, English proficiency was margin-
ally associated with an increase in the proportional
odds of a higher assessment of quality of care. High
income (�$60,000), higher education, and being
insured were all significantly associated with higher
odds of reporting better care quality. In model 2,
language concordance was significantly associated
with increased odds of a higher assessment of care
quality. As with model 1, high income (�$60,000),
higher education, and being insured were all sig-
nificantly associated with higher odds of reporting
better quality of care. Finally, in model 3, both
English proficiency and language concordance
were included. Under this formulation, the effects
of English proficiency were completely attenuated
by language concordance. Clinical language con-
cordance remained significantly associated with in-
creased odds of higher quality of care assessment.
The direction and significance of all other effects
remained largely unchanged.

Discussion
We found that patient-provider language concor-
dance was associated with foreign-born Latino pa-
tients reporting less confusion and frustration with
information received from providers during recent
clinical encounters and better overall ratings of
health care quality. In addition, when patient-pro-
vider language was discordant, Latinos rated their
health care lower and reported that their accent and
English-speaking ability was related to their receipt
of poor quality health care. English proficiency
alone was not strongly associated with health care
quality ratings. Furthermore, patient-provider lan-
guage concordance largely explained any relation-
ship between English language proficiency and
health care quality ratings. The relationship we
found between language concordance and health
care quality ratings was not explained by other

Table 1. Sample Characteristics of the Foreign-born
Latino Respondents in the Pew Hispanic Center/Robert
Wood Johnson Foundation Latino Health Survey
(n � 2921)

Foreign Born

English proficiency (mean �SE�) 2.56 (0.04)
Age (mean years �SE�) 40.59 (0.3)
Language concordant 82.4 (0.9)
Female 46.6 (1.1)
Health insurance coverage 59.6 (1)
Income (US$)

0–14,999 27.8 (0.9)
15,000–24,999 26.2 (0.9)
25,000–34,999 20.5 (0.9)
35,000–59,999 18 (0.9)
�60,000 7.5 (0.6)

Education
0–8 years 30 (0.9)
9–11 years 19.7 (0.8)
High school graduate 27.1 (1)
Some college 13.8 (0.8)
College degree or higher 9.4 (0.6)

Values provided as percent (SE) unless otherwise indicated.
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socioeconomic factors. In addition, the positive re-
lationship we found between health care quality
ratings and patient-provider language concordance
did not differ markedly between major US Latino
ethnic subgroups. Our findings suggest that lan-
guage concordance between the patient and the
health care provider plays an important role in
health care communication and quality ratings by
foreign-born Latinos in the United States.

To achieve the Institute of Medicine’s and the
Agency for Health Care Research and Quality’s
goals to reduce ethnic/racial health care dispari-
ties, it is essential to first specify the proper

source of those disparities.3,4 Although several
studies have implicated patients’ English profi-
ciency as the source of language barrier prob-
lems, our findings indicate that health care qual-
ity is rated lower when the patient and provider
are speaking different languages. Unlike other
previous studies, we evaluated both English pro-
ficiency and patient-provider language concor-
dance to understand the relative contribution of
each. The market demands of Latino health care
consumers will continue to increase during the
upcoming decades.2 It is vital for the US health
care system to be adequately prepared to meet

Table 2. Logistic Regression Results from the Pew Hispanic Center/Robert Wood Johnson Foundation Latino
Health Survey of Patient and Provider Language Use and Health Care Quality Ratings among Foreign-born Latinos
Who Received Medical Care during the Past 12 Months in the United States (n � 2663)*

Confusion Experience Frustration Experience Healthcare Language Bias

English Proficiency

English proficiency 0.98 (0.92–1.05) 0.98 (0.92–1.04) 0.92 (0.82–1.03)
Income (US$)

0–14,999 1.00 1.00 1.00
15,000–24,999 0.86 (0.65–1.13) 0.99 (0.76–1.29) 0.95 (0.60–1.51)
25,000–34,999 0.87 (0.65–1.18) 0.92 (0.69–1.24) 0.93 (0.55–1.56)
35,000–59,999 1.00 (0.72–1.39) 1.21 (0.88–1.66) 1.23 (0.67–2.27)
�60,000 0.44* (0.25–0.77) 0.53† (0.32–0.88) 0.72 (0.28–1.88)

Education
0–8 years 1.00 1.00 1.00
9–11 years 0.92 (0.68–1.24) 0.78‡ (0.58–1.03) 0.62 (0.36–1.09)
High school graduate 1.01 (0.76–1.33) 0.92 (0.70–1.21) 0.94 (0.59–1.52)
Some college 0.77 (0.51–1.15) 0.84 (0.57–1.23) 0.87 (0.42–1.81)
College degree or higher 0.81 (0.52–1.28) 0.71 (0.45–1.11) 0.56 (0.26–1.20)

Health insurance coverage 0.68* (0.55–0.85) 0.75* (0.60–0.92) 0.90 (0.60–1.36)
Language Concordance

Language concordance 0.78‡ (0.59–1.01) 0.72* (0.55–0.94) 0.40* (0.27–0.61)
Income (US$)

0–14,999 1.00 1.00 1.00
15,000–24,999 0.86 (0.65–1.14) 1.00 (0.77–1.30) 0.93 (0.58–1.48)
25,000–34,999 0.86 (0.64–1.17) 0.91 (0.68–1.23) 0.88 (0.52–1.48)
35,000–59,999 1.03 (0.74–1.42) 1.22 (0.89–1.68) 1.13 (0.62–2.04)
�60,000 0.44* (0.25–0.77) 0.52* (0.31–0.85) 0.60 (0.24–1.50)

Education
0–8 years 1.00 1.00 1.00
9–11 years 0.87 (0.65–1.17) 0.74† (0.55–0.98) 0.54† (0.31–0.94)
High school graduate 0.93 (0.71–1.22) 0.85 (0.65–1.11) 0.79 (0.49–1.27)
Some college 0.70‡ (0.48–1.03) 0.78 (0.55–1.11) 0.69 (0.35–1.34)
College degree or higher 0.76 (0.50–1.15) 0.64† (0.42–0.97) 0.47† (0.23–0.96)

Health insurance coverage 0.69* (0.55–0.87) 0.73* (0.59–0.91) 0.87 (0.58–1.31)

Data provided as odds ratio (95% CI).
*P � .01.
†P � .05.
‡P � .10.
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the needs of Latino consumers to ensure a
healthy and competitive population.16,17

Our patient-provider language concordance and
higher health care quality rating findings are con-
sistent with smaller, regional clinical samples of
ethnic Latino subgroups and are the first to extend
those previous findings to the national level.11,12

The Institute of Medicine’s and the Agency for
Health Care Research and Quality’s recommenda-
tions for reducing health disparities focus on im-
proving health care and not modifying the cultural
characteristics of patients. Although English lan-
guage proficiency may play a modest role in health
care, our findings highlight the importance of lan-
guage-concordant dialogue between patients and
providers for improved health care quality ratings.
Therefore, our findings support the Institute of
Medicine’s recommendations on modifying the
health care delivery system and not the character-
istics of patients to improve health care quality for
Latinos.16,17 Furthermore, because markets are
changing with the rapid rise in Latino populations
throughout the United States, providers should
consider accommodating patients’ cultural and lan-

guage needs and literally speak the same language
to be competitive in those changing markets.

At least 2 modes of improving patient-provider
language concordance are available: (1) improving
the quantity and quality of language interpreters
and (2) increasing the number of providers who are
fluent in Spanish. In a recent systematic review,
Karliner and colleagues8 reported that the use of
well-trained, professional interpreters was associ-
ated with positive benefits in patient-provider com-
munication, use and clinical outcomes, and patient
care satisfaction. However, the authors noted that
training of professional interpreters varied widely
between institutions and ranged from several hours
to more than a year. The second approach for
reducing health disparities by removing cultural
and language barriers to care is to increase the
number of bilingual and bicultural health care pro-
viders in an effort to match the characteristics of
the US patient population.18 Training physicians,
regardless of ethnicity, to provide Spanish lan-
guage–concordant care reported improved Spanish
comprehension, but improvements in oral Spanish
proficiency were not sustained.19 Several studies

Table 3. Ordered Logistic Regression Model Results from the Pew Hispanic Center/Robert Wood Johnson
Foundation Latino Health Survey of Models of Patient and Provider Language Use and Health Care Quality Ratings
among Foreign-Born Latinos Who Received Medical Care during the Past 12 Months in the United States (n �

2663)

Quality of Care

Model 1 Model 2 Model 3

English proficiency 1.04‡ (0.99–1.10) — 1.03 (0.98–1.09)
Language concordance — 1.44* (1.12–1.84) 1.42* (1.11–1.82)
Income (US$)

0–14,999 1.00 1.00 1.00
15,000–24,999 0.99 (0.78–1.25) 0.99 (0.78–1.26) 0.98 (0.77–1.24)
25,000–34,999 0.94 (0.73–1.22) 0.97 (0.75–1.25) 0.96 (0.74–1.24)
35,000–59,999 0.94 (0.72–1.22) 0.97 (0.74–1.26) 0.94 (0.72–1.22)
�60,000 1.54† (1.06–2.25) 1.72* (1.18–2.50) 1.62† (1.10–2.39)

Education
0–8 years 1.00 1.00 1.00
9–11 years 1.36* (1.07–1.74) 1.42* (1.11–1.81) 1.38* (1.08–1.77)
High school graduate 1.18 (0.93–1.49) 1.26‡ (0.99–1.60) 1.21 (0.95–1.55)
Some college 1.44† (1.06–1.94) 1.56* (1.17–2.07) 1.46† (1.07–1.99)
College degree or higher 1.63* (1.12–2.36) 1.84* (1.29–2.63) 1.69* (1.16–2.48)

Health insurance coverage 1.25† (1.04–1.50) 1.25† (1.04–1.51) 1.24† (1.03–1.49)

Data provided as odds ratio (95% CI).
*P � .01.
†P � .05.
‡P � .10.
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have demonstrated that ethnic and racial minority
patients seek care providers with similar ethnic/
racial backgrounds.20 In addition, ethnic/racial mi-
nority patients rate their health care quality higher
when they see culturally matched care providers.21

However, even though Latinos represent more
than 15% of the US population, Latinos represent
only approximately 5% of the physician workforce
in the United States.22 The US Latino population
is forecasted to increase to more than 33% by year
2050.2 US health care must shift to accommodate
the coming demographic changes to meet the
needs of patients, to be competitive, and to ensure
the health of the nation.16,17

We have provided evidence that patient-pro-
vider language concordance is associated with per-
ceptions of better and less biased health care quality
among Latinos in the United States. Nevertheless,
our findings should be interpreted in the context of
several caveats. First, we relied on patient self-
reports, which lacked the level of detail of the
actual clinical experience and other objective indi-
cators of care quality (eg, medical outcomes). In-
depth mixed design studies (ie, qualitative and
quantitative) may be needed to accurately depict
the qualities of communication during clinical en-
counters related to patient-provider language con-
cordance and to relate those qualities to health
outcomes and health care use. Secondly, the Pew
Hispanic Center/Robert Wood Johnson Founda-
tion Latino Health Survey was a telephone survey
based on comprehensive lists supplied by an estab-
lished commercial vendor, which could bias our
estimates. Design weights were modified after the
survey collection was completed to compensate for
unit nonresponse and adjust the distribution of the
obtained sample by sex, age, nativity, and education
of Latinos in the March 2007 supplement of the
Current Population Survey. Thirdly, the data were
cross-sectional and, consequently, causality cannot
be inferred from our study results. Fourthly, we
examined several covariates associated with health
care quality and satisfaction in our statistical mod-
els; however, other variables not examined may
have additional explanatory value beyond those in-
cluded herein. Furthermore, patients in high-den-
sity Latino areas may be able to self-select the
ethnicity and language of their providers, a factor
that was not accounted for in our study. It may be
that patients without choice would be most likely to
encounter perceived bias and rate their care less

favorably. Finally, because this is the first national
study to examine both patient language proficiency
and patient-provider language concordance, other
work would be needed to support our study infer-
ence of the central role of patient-provider lan-
guage concordance.

Conclusions
When patients and providers speak the same lan-
guage, foreign-born Latinos report that communi-
cation is improved and health care quality is per-
ceived as better. The Institute of Medicine and
Agency for Health Care Research and Quality have
identified language barriers as key factors related to
the goal of eliminating ethnic/racial health care
disparities. Our findings indicate that, although pa-
tient language proficiency is important to health
care quality, what may matter more is when pa-
tients and providers speak the same language.
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