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The Need for Expanding Physician Language
Diversity is Too Great to be Left to Chance

Andrea Anderson, MD, FAAFP

( J Am Board Fam Med 2022;35:200–202.)

I read with interest Eden et al’s recent policy brief
detailing the numbers of family physicians who
report delivering care in diverse languages.1 Their
findings seem timely and accurate. Step onto the
street of many major US cities, and one is likely to
hear a myriad of languages used in conversations at
neighborhood coffee shops, announcements on pub-
lic transportation, gate change warnings at the air-
port, or emerging from the car radio of your
summoned rideshare vehicle. Perhaps a diverse lan-
guage is used in your own home. If this is the case,
you are not alone. According to an analysis of 2018
Census Bureau data, the Center for Immigration
Studies found that 67.3 million residents over the age
of 5 in the United States speak a language other than
English at home, a number equal to the entire popu-
lation of France. From an even greater perspective,
this means that 21.9% of US residents report speak-
ing primarily in a foreign language at home.2

State-specific data illuminate this rate of change
even further. In nine states, more than 1 in 4 resi-
dents now speaks a language other than English at
home. These 9 states account for two-thirds of all
foreign-language speakers. California, Texas, and
New Mexico lead states where more than a quarter
of the population speaks a non-English language at
home.However, several states likeNevada, Georgia,
and North Carolina have rapidly increasing non-
English speaking populations. The take-home

message is that we as a society are becoming increas-
ingly diverse in our language and cultural expression.

Regarding health care, research shows that
patients have better health outcomes when working
with language-concordant health professionals.3

This language concordance should not be viewed as
simply a perk; instead, it is quickly becoming an
essential aspect of our care delivery. My own anec-
dotal experience confirms this, at least with regards
to comfort and trust. I spent the majority of my ca-
reer to date practicing clinically and administra-
tively, almost exclusively in Spanish in a large urban
center with a significant Spanish-speaking Central
American population. Our center was a Federally
Qualified Health Center (FQHC) with over 30 lan-
guages represented in the patient population and
among the staff. I recall the almost palpable relief
the patients would express verbally and with their
body language when they discovered we shared lan-
guage concordance in Spanish. They were often
more willing to genuinely describe their health con-
cerns or ask or answer uncomfortable and nuanced
personal questions. Although clinicians are encour-
aged to use interpreter services where applicable,
the satisfaction and connection are often greater
when the clinician can speak directly with the
patient in the patient’s primary language.3,4

Though I am not a native Spanish speaker, I have
worked at consistently improving my Spanish flu-
ency, similar to how we as physicians have to con-
sistently work on things that may not come
naturally like EKG reading, acid/base interpreta-
tion, or any other important aspect of our profes-
sional care of patients. It is part of the social
contract that we enter into with society, the lifelong
learning that we must devote ourselves to as health
professionals. Building on a basic foundation in
Spanish that I received in high school, I have
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achieved advanced Spanish proficiency in several
ways. Some examples include daily practice with
Spanish conversation workbooks in medical school,
completing an international elective fourth-year
rotation in Central America, and electing residency
training in a county hospital with a significant
Spanish-speaking population. For additional post
GME practice, I used my CME funding toward
professional Spanish conversation classes for the first
5 years or so ofmy attending career. Finally, I sought
as many opportunities for Spanish language expo-
sure and immersion as I could, even involving my
patients in my “Spanish word of the day” challenge.
Achieving proficiency must be viewed as a long
game. However, I found this engenders increased
trust in the doctor-patient relationship I enjoy with
my patients and really demonstrates my commit-
ment to cultural competency and proficiency. This is
consistent with data that shows that increased lan-
guage concordance increases everything from trust,
understanding of disease presentation, and under-
standing of and compliance with treatment plans.3

Trust is important in all aspects of health care but
extremely important and fragile when working with
communities of color who historically have suffered
mistreatment and trauma in themedical community.
In all, this is an example of the nuanced range of dif-
ferences of simply “delivering” care in another lan-
guage and true language concordance in care
delivery. The latter is what we need to work toward
as a profession.

We know that the population of non-English
speakers is growing in the US. I would like to pro-
pose the following recommendations to increase
language capacity among the Family Medicine phy-
sician workforce, ultimately with a view toward
improved health outcomes.
1. Obtain more stratified data collection. As

mentioned in the policy brief by Eden et al,
the American Board of Family Medicine
(ABFM) Family Medicine Certification Exa-
mination registration questionnaire only allows
two options for respondents who select yes to pro-
viding care in a language other than English –

“Spanish” or “Other”. However, census data
shows that several languages other than
Spanish are rising to prominence in the US
population. Our data collection should
include specific choices of leading languages
proportional to their prominence in the soci-
ety. The questionnaire should include the

ability to further stratify the “Other” category
into languages such as Chinese, Tagalog,
Vietnamese, Arabic, and French.1 These are
the most represented languages in the US af-
ter English and Spanish and would give a
better snapshot of our Family Medicine
workforce’s linguistic capacity.

2. Consider querying for proficiency rather
than simple care delivery. The ABFM regis-
tration questionnaire does not give the
respondents the ability to self-report their lan-
guage proficiency. This data would help inform
the ability of physicians to truly connect and
communicate effectively with patients. This
would provide a more accurate picture of the
linguistic depth of our workforce. Currently,
the questions ask about care delivery in a lan-
guage other than English. As Eden et al. point
out could mean anything from personal deliv-
ery to care delivery via interpretation services.
Although interpretation services are essential
when working with low English proficiency
patients, actual language concordance has dem-
onstrated better health outcomes.3,4 A response
of yes to a question of personal care delivery in
diverse languages can range from very basic vo-
cabulary to fluency in cultural, geographic, and
tone appropriate language usage. Revising the
question to delineate this data further would be
important.

3. Expand residency requirements to empha-
size and promote diverse language profi-
ciency. Family Medicine Graduate Medical
Education review and certifying bodies should
consider encouraging the demonstration of
some degree of language proficiency by resi-
dents before graduation. Currently, cultural
competency measures are often considered
along with the professionalism or systems-based
practice competency. Language competency
could be included in this area, or perhaps a sepa-
rate competency should be developed which
addresses cultural competency. Increased incen-
tivization and support of international clinical
rotations for medical students and residents is
another suggestion for encouraging the devel-
opment of a linguistically diverse family medi-
cine workforce.

4. Recruit for a linguistically diverse applicant
population along the entire medical path-
way. Linguistic diversity should be prioritized
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throughout every aspect of the medical work-
force recruitment pathways. It should be adver-
tised and promoted to all applicants that
linguistic diversity is highly encouraged and in-
fluential for patient outcomes. The goal would
be to increase the numbers of linguistically
diverse Family Physicians delivering care to
patients.

5. Encourage and incentivize linguistic diver-
sity and proficiency. Health care systems
should provide or encourage non-English de-
velopment courses and allow faculty and
learner time. For example, my GME training
hospital offered a monthly monetary incentive
to staff members who demonstrated a moder-
ate proficiency in a non-English language
prominent among the patient population. I
would advocate for expansion of such programs
and support regularly reviewing and surveying
the proficiency and regular usage among the
staff of that language in patient care.

6. Consider adapting medical education appli-
cation requirements to include an emphasis
on non-English language acquisition and
proficiency. Despite all the advancements as a
medical community in our understanding of
the importance of public and population
health, advocacy, cultural competency, and
health disparities, the requirements for admis-
sion to medical school have remained relatively
stagnant since their inception, heavily focused
on basic science.5 The data presented by Eden
et al may help prompt further consideration of
requiring other aspects of cultural competency,
like diverse language proficiency, as core
requirements for medical school admission.

These aspects have significant bearing on
actual patient interaction and improved out-
comes and should be considered essential prep-
aration tools.
As members of the house of medicine in gen-

eral and of the family of family medicine, we need
to be nimbler in adapting to reflect the needs of
the patients that we serve. Appropriately docu-
menting and increasing the prevalence of physi-
cians proficient in non-English languages can
directly affect the individual patient and popula-
tion health outcomes and potentially reduce
health disparities.

To see this article online, please go to: http://jabfm.org/content/
35/1/200.full.
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