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How to Become Even Better Allies Outline

Demonstrate understanding of overlap between LEP and 
low literate populations

How capture language associated vulnerability

Describe impact of language barriers on patient centered 
outcomes

Elucidate impact of language barriers on clinical 
outcomes

Review policy implications of language barrier research
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Stabilization of Language Diversity?

% Population

Defining Limited English Proficiency

US Census: “How well do you speak English: very well, well, not well, 
not at all”

•1 in people  (20%)  speak non English language at home

•45% are LEP :  English less than  “very well”
•25% are LEP:   English    “not well” or “not at all”  (~18 million people)

•Spanish :  62%    16 Million
•Chinese:     4%    1.6 Million

•Many Asian and European languages under 1-2%

If US Latinos were a country…. 
Country Population

(millions)
Mexico 115

US - Latinos 54
Colombia 45
Argentina 42

US-Spanish
Speakers (FB)

35

::::::::::::::::::::
Guatemala 14

US-Spanish Only 11
Honduras 8
Nicaragua 6
Costa Rica 5
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Is This Correct?  Option A

LEP LHL

Or This?    Option B

LEP LHL

Most LEP have low health literacy

LEP LHL
30 Million below ‘basic”

17 Milion

Language/Literacy/Culture Consequences

• LEP patients report 
• More medication errors
• More likely not to understand prescription labels
• Less likely to know medications at hospital discharge
• Less likely to know about follow-up appointments

• Language barriers implicated in hospital safety

• Language barriers associated with worse outcomes.

Wilson E/Fernandez A, JGIM 2005; Masland MC, Ethn. Health 2011; Karliner LS, Med.Care 2012; Divi C, Intl J. Qual 
Health Care 2007; Fernandez, A, JGIM 2011; Grubbs/Fernandez, JGIM, 2008. 

REAL Data Collection
• PRIME mandate for Race Ethnic and Language Data

• OMB categories:  race/ethnic 

• What is your preferred language in health care?

• Is this a good way to capture vulnerability and address 
disparities?

Patient Report of “Difficulty Understanding or Speaking English” 
by Non-English Language Preference

“Usually” “Often” “Sometimes” “Rarely” “Never”

Non-English Preference Subgroup
(N=1937)

Percentage (%) 26.0 16.6 35.6 11.5 10.4

Language preference is sensitive but not specific.

About 25%- 55% of Non-English Preference Patients are not LEP
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Correlations Between Language Definitions: Kendall Tau Statistic
Entire Cohort 
(N=17,028) Strict LEP Expanded LEP Non-English Preference

Strict LEP 1 0.58 0.48
Expanded LEP 1 0.54
Non-English 

Preference
1

Latino Subgroup 
(N=3836) Strict LEP Expanded LEP Non-English Preference

Strict LEP 1 0.61 0.50
Expanded LEP 1 0.67
Non-English 

Preference
1

Asian Subgroup  
(N=4531)

Strict LEP Expanded LEP Non-English Preference

Strict LEP 1 0.52 0.45
Expanded LEP 1 0.42
Non-English 

Preference
1

Strict LEP: patients who report "usually" or "often" having difficulty understanding or speaking English.
Expanded LEP:  patients who report "usually", "often", or "sometimes" having difficulty 
Non-English Preference: patients with a non-English language in the demographic data administrative 
field.

Expert Opinion:  Two Questions
Script:  We want to provide good care to all our patients so 
we ask everyone, 

What is your preferred language in health care?

How well do you speak English?

Do you need an interpreter?  [Often misinterpreted.  Do not 
use as equivalent of LEP]

Two question approach endorsed by IOM, AHRQ, HHS

Informed Consent Discussions 
• Lack of national data
• SFGH Study of Bedside Invasive Procedures:  A Best 

Case?

Schenker /Fernandez, JGIM, 2007

Why Don’t We Use Interpreters?

DOCTOR AND PATIENT

When the Patient Gets Lost in Translation

Sean Justice/Getty Images

By PAULINE W. CHEN, M.D.
Published: April 23, 2009 TWITTER

• Qualitative study IM 
residents SFGH/Yale-
NH

• Hassle factor  vs 
“Getting By”

• Explicit decision 
making

• Underuse of 
interpreters normalized 
despite recognition of 
impact on care

Diamond/Fernandez JGIM, 
2009

Patterns of interpreter use among resident 
physicians for common hospital encounters
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in press

Interpreter Use
• MD underuse is common
• Quality is uncertain
• Technology may help
• Payment is problematic

Patient centeredness suffers: audiotape studies 
Indicate that patients speak less and have values elicited 
less in interpreter mediated interactions



10/18/2016

5

Language Barriers and Patient Relationship
• NYC  ED
• State-of-art interpreter systems
• Survey of patients when leaving ED

Interpreter 
System A

Interpreter 
System B

Language
Concordant 
MD

Understood MD 
explanation

35% 39% 59%

Understood 
instructions

33% 38% 63%

Gany, JGIM (2007)

Suboptimal Communication by Language
English-

proficient
Latinos
N=8116

LEP 
Latinos
N=522

P value LEP-LC
N=210

LEP-LD
N=153

P value

Lack of 
trust in 

MD

26% 25% 0.37 16% 35% <0.0001

Treated
poorly 

because 
language

2% 12% <0.001 9% 20% 0.001

MD not 
showing 
respect

28% 30% 0.31 29% 39% 0.04

MD not 
listening

33% 28% 0.02 26% 32% 0.24

Schenker/Fernandez, Patient Educ Couns (2010)

Language Barriers and Patient 
Centered Measures 

Language barriers are associated with:
less trust

less comprehension

worse patient satisfaction

LEP and Patient Centered Outcomes

• Language concordance  greatly improves trust

• Language concordance improves but does not overcome 
comprehension barriers

• Low literacy and LEP status are fellow travelers

DISTANCE:  Diabetes Study of 
Northern California  
• Data from KPNC: uniform access to care, financial 

barriers to medication are controlled, interpreters 
available.

• DISTANCE: survey study of 20,000 patients, 
conducted in 5 languages including English and 
Spanish. (PI: Andy Karter, Dean Schillinger)

• Clinical data abstracted from electronic 
records

Characteristics of 3193 Latino Patients with 
Diabetes by English Language Ability

English 
Latinos

(n=2683)

LEP Latinos
(n=510) p value

Demographics
Age, mean (SD) 57.3 (10.8) 56.9 (10.8) 0.43

Women, n (%) 1338 (49.9) 326 (63.9) <0.001

Education, n (%)

Less than High School 741 (27.6) 356 (69.8) <0.001

High School or above 1864 (69.5) 148 (29.0)

Annual household Income ,  n (%)

0-$34,999 898 (33.5) 296 (58.0) <0.001

≥ $35,000 1505 (56.1) 119 (23.3)

Missing 280 (10.8) 95 (18.6)

DM duration, mean (SD) 9.5 (8.2) 9.5 (8.5) 0.97

Comorbidity Score (2005), mean (SD) 4.4 (4.7) 4.0 (4.2) 0.06

Continuous Pharmacy Benefits, n (%) 2533 (94.4) 438 (85.9) <0.001
Abbreviations: LEP:  Limited English Proficient; Fernandez, JGIM (2010)
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Characteristics of 252 Latino Patients with Diabetes and LEP by 
Physician-patient Language Concordance 

LEP-LC
(n=137)

LEP-LD
(n=115) p value

Demographics
Age, mean (SD) 57.5 (11.5) 56.0 (10.5) 0.29

Women, n (%) 85 (62.0) 77 (67.0) 0.42

Education, n (%) *

Less than High School 100 (73.0) 81 (70.4) 0.68

High School or above 33 (24.1) 32 (27.8)

Annual household Income ,  n (%)

0-$34,999 88 (64.2) 67 (58.3) 0.08

≥ $35,000 37 (27.0) 27 (23.5)

Missing 12 (8.8) 21 (18.3)

DM duration, mean (SD) 9.8 (8.3) 10.1 (10.1) 0.80

Comorbidity Score (2005), mean (SD) 3.7 (3.4) 4.3 (5.2) 0.29

Continuous Pharmacy Benefits, n (%) 113 (82.5) 104 (90.4) 0.07

Abbreviations: LEP: Limited English Proficient; LEP-LC: LEP with language concordant physician ; LEP-LD: LEP with language discordant physician

Fernandez, JGIM (2010)

White
English

Speakers
n=3545

Latino
English

Speakers
n=2683

All LEP 
n=510

LEP - LC 
n=137

LEP- LD 
n=115

A1c, mean 
(SD) 7.2 (1.4) 7.65 (1.71)* 7.81(1.85) 7.58(1.62) 7.99(1.92)

Poor 
Glycemic
Control 
%

10.0 18.0* 21.4** 16.1 27.8***

Abbreviations: PCP: Primary Care Physician;  * Latino  English vs. White;  **All LEP vs Latino English; 
LEP: Limited English Proficient; 
LEP-LC: LEP with language concordant PCP; 
LEP-LD: LEP with language discordant PCP

Among LEP

Poor Glycemic Control (A1c≥9%) by 
Race, Language, and PCP Language

Fernandez, JGIM (2010)

Language and  Poor Glycemic Control

• LEP slightly more likely to have poor glycemic control than 
Latino English-speakers. 

• Differed greatly by the Spanish skills of their PCP

• LEP patients with language concordant PCP similar 
rates of poor glycemic control as Latino English-
speaking patients

• LEP patients with language discordant PCP twice as 
likely to have poor glycemic control than LEP with 
Spanish-speaking PCPs

Fernandez, JGIM (2011)

No Difference in Lipid or Blood Pressure Control by LEP  
Status or Language concordance

Ethnicity and English Language 
Proficiency

Among Latino LEP

White* Latino English-
speakingⱡ Latino LEP

Language 
concordant

Language 
discordant

Total n=3896 n=2921 n=542 n=147 n=120

LDL > 100, % 33.8* 36.8 32.5ⱡ 29.7 29.7

SBP > 140, % 21.7 20.4 17.3 13.9 14.9

* p ≤ 0.05 for comparisons between white patients and Latino English-speaking patients.
ⱡ p ≤ 0.05 for comparisons between Latino English-speaking patients and Latino-LEP patients.  

Fernandez, under review

Impact of Switching Physicians on 
Glycemic Control

JAMA IM, in press, Parker/Fernandez/Karter

Switching to Language Concordant MD

Jama Internal Med. In press. Parker/Fernandez/Karter, 2016
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Inadequate
Medication
Adherence
DM  Meds

Language and Literacy
Language Literacy

Measure risk factor Easy Harder
QI Possible Yes Not yet ?
Fixes Language Concordance 

somewhat
Interpreters, somewhat

Communication training
Low literacy materials
Team care

Communication training
Low literacy materials
Team care

Technology  Assist Possible,  automatic 
translation meds

Possible, uniform med 
schedule

Health Care Disparities Common Common

LEP  and Immigration Debates Our Institutional Language Asks
• 1. Gather language data properly
• 2. Run QI by LEP status
• 3. Gather language proficiency of clinicians 
• 4. Certify and pay bilingual clinicians and staff
• 5.  Document one conversation/day  via interpreter or LC-

MD for hospitalized 
• 6. One conversation per nursing shift
• 7.  Use patient report to cross verify language access
• 8.  Train clinicians in interpreter use
• 9.  Provide translated materials < 5th grade level
• 10.   Monitor informed consent discussion/documentation

Recommendations for Allies: 
Recognize the overlap LEP and LHL
Gather language data correctly
Monitor underuse of interpreters
Recognize  LEP impact on patient–centered outcomes
Recognize LEP impact on clinical outcomes

For individuals -- consider switching bilingual MD
For population – diversity of workforce

Examine quality of care by LEP status, ongoing 
Broader social context:  differences and similarities
Policy allies in payment reform

Language And Literacy, Together
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cảm ơn bạn


