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Families Facing Language Barriers in Healthcare: When Will Policy
Catch Up with the Demographics and Evidence?

M
ore than 1 in 5 Americans—equivalent to 61.9
million—resides in a non-English primary-lan-
guage (NEPL) household, and 25.1 million

(approximately 9%) have limited English proficiency,
defined as a self-rated ability to speak English less than
“very well.”1 A substantial body of literature
from decades of research documents the
often-profound adverse impact of language barriers on
health and healthcare, including access to care, health status,
use of health services, quality of care, patient-physician
communication, satisfaction with care, and patient safety.2

For example, language barriers are associated with signifi-
cantly greater odds of prolonged lengths of stay for hospital-
izations,3 serious medical events during hospitalizations,4

and children with asthma ending up intubated in the inten-
sive care unit,5 and have resulted in multiple cases of 10-fold
drug overdoses6 and such disastrous outcomes as quadri-
plegia.7 I recently learned of a case at a major children’s hos-
pital of a 6-month-old, previously healthy infant boy who
was brought to an emergency department (ED) with vomit-
ing and diarrhea. The triage history given by mother was in-
terpreted by the boy’s 12-year-old sister (no medical
interpreter was offered). The sister stated that the patient
had 4 dirty diapers and 3 episodes of vomiting that day.
The boy was triaged to a nonurgent level of care, in which
documentation stated he had vomited 7 times that day
with no diarrhea. He was discharged shortly thereafter with
a diagnosis of vomiting, and with instructions only in English
for rehydration solution by mouth. Three days later, the boy
returned to the ED in severe distress, with new onset of

bloody stools. The boy was admitted to the hospital and
died 6 hours later of septic shock.
In this issue ofThe Journal, Levas et al8 report the results of a

multicenter study demonstrating that Latino children inNEPL
households have a significantly greater odds of appendiceal

perforation than non-Latino children in
English-primary-language (EPL) households.

These critical findings add to the increasingly lengthy list of
the deleterious consequences of language barriers in health-
care.2 In addition, these results are particularly concerning
because appendiceal perforation can be viewed as a prevent-
able outcome, in that appendiceal perforation often can be
avoided through early identification of appendicitis and
timely surgical intervention.9 Indeed, the appendiceal perfo-
ration rate has been proposed as a measure of intrinsic hos-
pital quality, and high appendiceal perforation rates can be
viewed as “a failure of medical care,” because the natural his-
tory of appendiceal perforation is assumed to be under the
control of physicians and hospitals.10 Thus, disparities in ap-
pendiceal perforation rates not only are ethically disturbing,
because certain groups of children experience preventable,
serious inequities in the quality of their healthcare, but
also because these disparities extract considerable societal
and economic costs, including approximately double the
mean hospital charges ($17 905 vs $9076) and almost triple
the mean hospital length of stay (5.5 vs 2.0 days), compared
with hospitalizations for pediatric appendicitis without
perforation.9

Why the significant disparities in appendiceal perforation
risk for children with NEPL? First, national data document
that, compared with children with EPL, children with
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NEPL have substantially greater risks of impaired access to
healthcare, including 5 times the adjusted odds of unmet
medical care needs because the family cannot find a physician
who accepts the child’s health insurance; more than triple the
adjusted odds of being uninsured; and double the adjusted
odds of lacking a usual source of medical care, experiencing
problems getting specialty care, having made no medical visit
in the past year, and never/only sometimes being able to get
needed telephone help/advice from the usual source of med-
ical care.11 Thus, these substantial access barriers faced by
children with NEPL with abdominal pain place them at
high risk for delays in timely receipt of medical care, diag-
nosis, and treatment, and it is no wonder that Levas et al8 re-
ported that Latino patients with NEPL appendiceal
perforation had more than twice the risk of presenting to
the ED with >72 hours of abdominal pain, compared with
their non-Latino EPL counterparts (20% vs 10%; P < .03).

Second, clinician bias exists in the performance of diag-
nostic imaging studies. Diagnostic studies are most helpful
when the clinical presentation is equivocal, rather than at
the extremes of the clinical spectrum, in which very
low-risk patients are less likely to have a condition because
of few or no disease risk factors, and very high-risk patients
are more likely to have a condition because of multiple and
or classic risk factors. Therefore, it is troubling that the study
by Levas et al8 revealed a significantly reduced odds of
advanced imaging (computed tomography or ultrasound)
for children with NEPL vs EPL with moderate severity of
illness, because this finding suggests the possibility of uncon-
scious or conscious clinician bias. The existence of such bias
in clinician performance of diagnostic procedures is well
documented, both in adults12 and children.13

Third, the evidence suggests thatmillions of Americans with
limited English proficiency in need of language services in
healthcare settings fail to receive these services. One study of
Latino patients in the ED documented that no interpreter
was used for 46% of patients with limited English proficiency
for whom an interpreter was thought to be needed by the pa-
tient or clinician, interpreters were not called in one-third of
cases inwhichboth the clinician’s Spanish andpatient’s English
were poor, and 39% of interpreters used had no training.14

Methodological rigor is essential in studying and elimi-
nating disparities in health and healthcare. Strengths of the
study by Levas et al8 include the multicenter design and
fairly large sample size. Certain study limitations, however,
should be noted, to advance the field, and because these lim-
itations continue to afflict other work in this field. The study
by Levas et al8 erroneously defined limited English proficiency
as speaking a primary language other than English at home.
These are entirely distinct entities, because, for example, all
members of a family that speaks a primary language other
than English at home may be fluently bilingual in English—
ie, just because a family chooses to primarily speak Spanish
does not necessarily mean that they are not fluent in English
(and other languages). This fact is borne out every year by
US Census data; for example, the most recent statistics docu-
ment that only 41% of individuals in NEPL households have

limited English proficiency. Furthermore, research shows that
limited English proficiency is a far superior measure of lan-
guage barriers than the primary language spoken at home,
when examining health status, access to care, and use of health
services.15 Other studies have compounded this issue by using
even more flawed measures, including language of interview
and patient language “preference.”
Maximizing rigor, clarity, and progress in the field will

require consistent use of clearly definedmeasures of language
barriers, and a strong argument can be made that limited En-
glish proficiency represents the most useful measure (short of
more extensive but less practical instruments for health ser-
vices research, such as the Test of English as a Foreign Lan-
guage, which generally requires at least 140 minutes to
administer). In addition, terms such as “English-speaking”
should be avoided, given the lack of precision.
Another study limitation is separate classification of pa-

tient race and ethnicity, instead of using one race/ethnicity
composite measure with mutually exclusive categories, which
most investigators now endorse. The former approach results
in categories, such as “white” or “black” Latinos, which are
meaningless to patients and clinicians. A third study limita-
tion is the incorrect use of all non-Latino racial/ethnic groups
as the comparison group for Latinos, instead of only whites.
This issue, which has plagued the disparities literature for de-
cades,16 might have diluted or distorted some of the findings,
because both African-American and Asian/Pacific Islander
children have greater adjusted odds of appendiceal perfora-
tion than white children,9,10 and so mixing them with whites
in the “non-Latino” comparison group is problematic.
How do we reduce or eliminate unacceptable inequities in

appendiceal perforation rates and other key health and
healthcare outcomes for children with limited English profi-
ciency? Although it will require a concerted effort on several
fronts, I believe that such a goal is achievable within a decade,
by pursuing the following strategies.
First, data on the primary language spoken at home and the

primary caretaker’s English proficiency should be collected for
every child in theUS.This strategy is consistentwith the recom-
mendations of 2 recent reports from the Institute of Medi-
cine.17,18 Such data would identify all children and families
who need language services, and language disparities could
be ascertained, monitored, and targeted as part of quality-
improvement efforts. A national survey of 272 hospitals, how-
ever, revealed that only 39% collect data on patients’ primary
language,19 and no statistics are available on what proportions
of hospitals or health plans collect data on English proficiency.
Second, language barriers should be a prominent compo-

nent of quality and patient-safety discussions and initiatives.
An extensive published literature over many decades pro-
vides a solid evidence base underscoring this point.2

Third, increase the number of bilingual clinicians and
enhance the English proficiency of caregivers. Mechanisms
for increasing the number of bilingual clinicians include
providing population-relevant foreign language instruction
in medical schools and as part of continuing professional ed-
ucation, providing employee bonuses for foreign-language
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