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Objective: To describe differences in patient experiences of hospital care by pre-
ferred language within racial/ethnic groups.
Data Source: 2014- 2015 HCAHPS survey data.
Study Design: We compared six composite measures for seven languages (English, 
Spanish, Russian, Portuguese, Chinese, Vietnamese, and Other) within applicable 
subsets of five racial/ethnic groups (Hispanics, Asian/Pacific Islanders, American 
Indian/Alaska Natives, Blacks, and Whites). We measured patient- mix adjusted over-
all, between-  and within- hospital differences in patient experience by language, 
using linear regression.
Data Collection Methods: Surveys from 5 480 308 patients discharged from 4517 
hospitals 2014- 2015.
Principal Findings: Within each racial/ethnic group, mean reported experiences for 
non- English- preferring patients were almost always worse than their English- 
preferring counterparts. Language differences were largest and most consistent for 
Care Coordination. Within- hospital differences by language were often larger than 
between- hospital differences and were largest for Care Coordination. Where 
between- hospital differences existed, non- English- preferring patients usually at-
tended hospitals whose average patient experience scores for all patients were lower 
than the average scores for the hospitals of their English- preferring counterparts.
Conclusions: Efforts should be made to increase access to better hospitals for lan-
guage minorities and improve care coordination and other facets of patient experi-
ence in hospitals with high proportions of non- English- preferring patients, focusing 
on cultural competence and language- appropriate services.
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1  | INTRODUC TION

For the 65.5 million U.S. residents who speak languages other than 
English at home,1,2 health and health care may be compromised by 
difficulty in communicating their medical needs to providers who do 
not speak their preferred language.3-6 This may partly explain higher 
rates of infectious disease and infant mortality and higher rates of 
risk factors for serious and often chronic diseases, such as diabe-
tes and heart disease among racial- , ethnic- , and linguistic- minority 
patients.7

Language barriers can also compromise patients’ experi-
ences of care and compliance with provider recommendations. 
Spanish- preferring patients report more problems with primary 
care provider communication, access to care, timeliness of 
care, and health plan customer service than English- preferring 
peers.5,8-14 Additionally, immunization rates,15 outpatient fol-
low- up compliance,16 and adherence to medication17,18 and 
treatment19 are significantly lower for linguistic minorities than 
they are for English- preferring patients. Notably, linguistic- 
minority patients make more outpatient visits, fill more prescrip-
tions, and have better experiences of care when provided with 
an interpreter.20,21

Disparities in care related to preferred language have been ex-
amined across a variety of health care setting and domains: adult 
Medicare managed care,22 adult immunization disparities,15 adult 
diabetes care in community clinics,23 and adult family member care 
in the neurological intensive care setting.24 Still, disparities in patient 
experience of care across language preference groups have received 
little attention in the hospital setting.

In the hospital setting, adverse events during hospitalization 
were more severe and more likely to be related to communica-
tion problems for linguistic minorities than English- preferring 
inpatients.25 For example, discharge diagnosis and instructions 
were understood less often for linguistic- minority inpatient.26,27 
Studies using Hospital Consumer Assessment of Healthcare 
Providers and Systems (HCAHPS) patient experience data have 
found racial/ethnic differences.28-31 Since language preferences 
are embedded within race/ethnicity, observed racial/ethnic dif-
ferences in hospital care may be partially attributable to language 
barriers.

The current study extends earlier findings31 by isolating the 
role of language preference within race/ethnicity and investigating 
whether the quality of hospital inpatient care varies by preferred 
language within racial/ethnic groups. Our analysis aimed to under-
stand whether racial/ethnic differences in care may be in part at-
tributable to language barriers and to identify any racial/ethnic and 
language groups at particular risk.

Analyses considered both between-  and within- hospital dif-
ferences, since policy implications differ for between- hospital 
differences (eg, patients’ access to hospitals, or patients’ hospital 
preference) and within- hospital differences (eg, delivery of care 
within a hospital).

2  | METHODS

2.1 | Data

We used 2014- 2015 HCAHPS data to investigate differences in inpa-
tient experiences by preferred language within racial/ethnic groups. 
HCAHPS is a survey of recently discharged patients’ experiences of 
hospital care in the United States and includes information on self- 
reported language preference and race/ethnicity that permits this 
analysis.32 Specifically, the HCAHPS survey asks which of seven lan-
guages the patient primarily speaks at home.33 Sample sizes used 
were sufficient to examine all preferred- language groups for which 
HCAHPS provides translations. As such, this dataset allows one 
to examine preferred language within racial/ethnic groups among 
even smaller groups, such as Portuguese- preferring Hispanics and 
Vietnamese- preferring Asian/Pacific Islanders (API).

HCAHPS measures experiences of inpatients of all payer types 
(Medicaid, Medicare, and all others) who are 18 years or older at 
admission, stay overnight in the hospital with a principal diagnosis 
for medical, surgical, or maternity care, and are discharged alive.34 
Our analysis included the 5 480 308 completed surveys from all 
4517 hospitals in the 50 states and DC that submitted HCAHPS data 
to the Centers for Medicare & Medicaid Services (CMS) during the 
eight quarters of calendar years 2014- 2015.

We examined six HCAHPS composite measures: Communication 
with Doctors, Communication with Nurses, Responsiveness of Hospital 
Staff, Communication about Medication, Discharge Information, and 
Care Coordination. Three measures were excluded because they do 
not rely on conversing in a shared language (Quietness, Cleanliness) or 
are no longer used for incentive payments (Pain Management). Two 
global measures (Ratings of Hospital and Recommendation of Hospital) 
were excluded because prior research suggests that such items may 
elicit different evaluations of the same care from different racial/
ethnic and language groups.31,35,36 The survey items comprising five 
of the six retained composite measures (all but Discharge Information 
items, which employ yes/no responses) use a standard set of re-
sponse options: never, sometimes, usually, and always. A description 
of the composite measures is included in the Table S1 in Appendix 
S1.

HCAHPS respondents are asked to self- report whether they are 
of Spanish, Hispanic or Latino origin or descent. They are then asked 
to select at least one race, with response options of White, Black or 
African American, American Indian or Alaska Native (AI/AN), Asian, 
Native Hawaiian or other Pacific Islander, and some other race. Six 
mutually exclusive racial/ethnic categories were created using these 
two items: (a) Hispanic; and non- Hispanic, (b) White, (c) Black, (d) API, 
(e) AI/AN, and (f) multiracial. Following the Office of Management 
and Budget approach, we classified any patient as Hispanic who 
endorsed Hispanic ethnicity. Non- Hispanic patients who endorsed 
exactly one race were classified as that race; those who endorsed 
Asian plus Native Hawaiian or other Pacific Islander were classified 
as API; the remaining non- Hispanic patients who endorsed two or 
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more races were classified as multiracial. Our analysis excluded data 
from multiracial patients (3 percent), a heterogeneous and difficult- 
to- interpret group, and patients who did not answer the race item 
(7 percent).

Because several languages measured by the survey are associ-
ated almost exclusively with a single racial/ethnic group, language 
was considered within racial/ethnic categories. The HCAHPS sur-
vey asks, “What language do you mainly speak at home?” with re-
sponse options of English, Spanish, Chinese, Russian, Vietnamese, 
Portuguese, and “some other language.” We included all combina-
tions of preferred language (ie, language spoken at home) and race/
ethnicity among our seven languages and five racial/ethnic groups 
for which at least 400 completed surveys were available nationally: 
Hispanics (languages included Spanish, English, Portuguese, Other), 
API (English, Chinese, Vietnamese, Other), Blacks (English, Spanish, 
Other), AI/AN (English, Other), and Whites (English, Russian, Spanish, 
Portuguese, Other).

2.2 | Analytic approach

To analyze the types of hospitals utilized by language- within- race/
ethnicity groups, we examined key hospital characteristics of bed 
size (200 or more beds), rural location, profit status (for profit, not 
for profit, governmental status), and service line composition (per-
cent medical, surgical, maternity). We also calculated by preferred 
language within racial/ethnic groups: the average hospital- level pro-
portion of non- English language–preferring patients, the average 
hospital- level proportion of the matching racial/ethnic group, and 
the average hospital- level proportion of their same racial/ethnic and 
language group. Linear regression compared overall, within- hospital 
and between- hospital patient experiences by preferred language 
within racial/ethnic groups using standard patient- mix adjustors. 
Following the CMS approach,32,37 we used patient- mix adjusted top- 
box- scored measures for all composite measures, scoring the most 
positive response option as 100 and all other responses as 0 prior to 
averaging nonmissing items to create composite scores. The top- box 
response is “always” for four HCAHPS composites (Communication 
with Nurses, Communication with Doctors, Responsiveness of Hospital 
Staff, and Communication about Medication), “yes” for the Discharge 
Information composite, and “strongly agree” for the Care Coordination 
composite. To illustrate, the score for a respondent who answered 
“always,” “always,” “never,” and “sometimes” to four items within a 
composite would be (100 + 100 + 0 + 0 = 200)/4 = 50. “Patient mix” 
refers to patient characteristics not under the control of the hospital 
that may affect scores of patient experience measures. Patient- mix 
adjustment accounts for between- hospital differences in the patient 
population to estimate the scores each hospital would have received 
if all had treated the same patients. Standard HCAHPS patient- 
mix adjustors are patient age; service line (maternity, surgical, and 
medical [reference category]); self- reported education; self- reported 
overall patient health; response percentile (a rank- based measure 
of the latency between discharge date and survey completion that 
addresses the tendency of later responders to indicate worse care 

experiences); interactions of maternity and surgical service line with 
linearly scored patient age; and preferred language spoken at home. 
Here, preferred language spoken at home was treated as the primary 
independent variable, rather than as a patient- mix adjustor.

Within each racial/ethnic group, overall differences by language 
were estimated for each measure via a linear regression model that 
included fixed effects for language indicators (omitting the refer-
ence group), patient- mix adjustors, and an indicator for survey year. 
The language coefficients correspond to estimates of overall differ-
ence between each non- English- preferring group and the English- 
preferring group. Within- hospital differences were estimated by 
additionally incorporating hospital fixed effects to control for the 
hospital from which each patient received care. Between- hospital 
differences were calculated by subtracting within- hospital differ-
ences (from the second model) from overall differences (from the 
first model). Joint tests of language within each racial/ethnic group 
were performed for each measure for overall, within-  and between- 
hospital differences.

Previous analyses of CAHPS scores have suggested that statis-
tically significant differences of 1 point on a 0- 100 scale, that is, a 
difference of 1 percentage point when top- box scores are used can 
be considered small; differences of three points can be considered 
medium, and differences of five points can be considered large.38 In 
what follows, we will refer to nonsignificant differences as “similar” 
scores.

3  | RESULTS

3.1 | Patient and hospital characteristics by 
preferred language within racial/ethnic group

Within our sample, race/ethnicity was as follows: Hispanic (10 per-
cent), Black (9 percent), API (3 percent), AI/AN (<1 percent), and 
White (78 percent). Race/ethnicity/language was as follows: English- 
preferring White (77 percent), English- preferring Black (9 percent), 
English- preferring Hispanic (5 percent), Spanish- preferring Hispanic 
(5 percent), English- preferring API (2 percent), other- language- 
preferring API (1 percent), and English- preferring AI/AN (1 percent); 
all the remaining non- English language groups were <1 percent each.

Table 1 shows patient characteristics by preferred language 
within racial/ethnic groups (with a panel of results within Table 1 for 
each racial/ethnic group). In general, non- English- preferring patients 
were younger than their English- preferring counterparts; for exam-
ple, 41 percent of Spanish- preferring Whites were younger than 55, 
compared to 26 percent of English- preferring Whites, with some 
exceptions (eg, Vietnamese- preferring API compared to English- 
preferring API).

In general, educational attainment was lower for non- English- 
preferring patients; for example, 42 percent Portuguese- preferring 
Whites compared to 10 percent English- preferring Whites had less 
than high- school- level education, with some exceptions such as 59 
percent Russian- speaking Whites compared to 28 percent English- 
speaking Whites with a Bachelor's degree or more.
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Table 2 shows hospital characteristics by preferred language within 
racial/ethnic groups (with a panel of results for each racial/ethnic 
group). Table 2 describes the types of hospitals where non- English- 
preferring patients received care. In general, non- English- preferring 
patients attended larger and for- profit hospitals more often than their 
English- preferring counterparts. For example, 78 percent of Chinese- 
preferring API compared to 71 percent of English- preferring API 
received care at large hospitals (200 or more beds). There were two 
exceptions to this pattern: other- language- preferring AI/AN and other- 
language- preferring Hispanics received care at smaller hospitals than 
their English- preferring counterparts. In terms of profit status, for ex-
ample, 31 percent Spanish- preferring Whites compared to 15 percent 
English- preferring Whites received care at for- profit hospitals, with 
some exceptions to this pattern (eg, Russian- preferring Whites received 
care at non profit hospitals more often than English- preferring Whites). 
In general, non- English- preferring patients more often received care at 
urban hospitals, hospitals with lower surgical proportions and higher 
maternity proportions than their English- preferring counterparts.

Typically, non- English- preferring patients were very much the mi-
nority in the hospitals where they received care. Spanish- preferring 
Hispanics received care at hospitals that averaged 24 percent non- English 
language–preferring patients; the percentage of non- English language–
preferring patients was lower for every other group. Furthermore, Black, 
Hispanic, API, and AI/AN patients typically received care at hospitals 
where fewer than half of the patients shared their race/ethnicity.

3.2 | Overall differences in patient experiences by 
preferred language within racial/ethnic group

In Table 3, differences in patient experiences for six HCAHPS 
measures are shown by language within racial/ethnic group. 
Generally, non- English- preferring Black, Hispanic, API, and AI/
AN patients reported worse experiences than their English- 
preferring counterparts, except for Russian- preferring White 
patients. Differences between English- preferring and non- 
English- preferring patients within the same racial/ethnic group 
were largest and most consistent (ie, the findings were both sta-
tistically significant and had the same sign) for Care Coordination 
and smallest and least consistent for Discharge Information and 
Communication about Medication.

The experiences of White patients were not consistent across 
measures and language preference. Spanish- preferring and other- 
language- preferring Whites reported less positive experiences 
than English- preferring Whites, except for Doctor Communication 
where experiences were similar for English- preferring and other 
other- language- preferring Whites. Russian- preferring Whites 
reported the best experiences among Whites, except for Care 
Coordination.

Non- English- preferring Black patients reported consistently 
worse experiences than their English- preferring counterparts, with 
all differences at least moderate in magnitude (3+ points).

TABLE  1 Patient characteristics by preferred language within racial/ethnic group, 2014–2015 HCAHPS survey

Racial/ethnic  
group Preferred language N

Age Service line by gender Education Overall health

18- 54 (%) 55- 74 (%) 75+ (%) Maternity (%)
Medical for 
female (%)

Surgical for 
female (%)

Medical for 
male (%)

Surgical for 
male (%)

<High school 
(%)

High school/
some college (%)

BA degree or 
more (%) Fair/poor (%)

Total 5 480 308 32 44 25 13 26 18 21 17 13 61 26 25

White English 4 238 120 26 46 28 10 26 19 22 18 10 62 28 25

White Spanish 7367 41*** 36*** 23*** 19*** 28*** 14*** 21 12*** 43*** 43*** 14*** 24

White Russian 8851 35*** 30*** 36*** 21*** 25* 14*** 22 14*** 7*** 34*** 59*** 38***

White Portuguese 1696 29* 41*** 31** 13*** 25 15*** 26*** 17 42*** 41*** 17*** 27*

White Other language 25 306 47*** 29*** 25*** 28*** 21*** 13*** 20*** 14*** 24*** 42*** 34*** 20***

Black English 477 330 42 44 14 10 34 17 22 11 20 64 16 30

Black Spanish 568 40 43 18* 12 31 13** 24 13 38*** 47*** 15 28

Black Other language 6871 70*** 23*** 7*** 39*** 19*** 11*** 17*** 8*** 21* 55*** 24*** 12***

Hispanic English 272 948 58 31 11 26 23 16 18 13 15 65 20 22

Hispanic Spanish 252 760 59*** 29*** 12*** 28*** 23 14*** 17*** 12*** 46*** 44*** 10*** 22***

Hispanic Portuguese 1389 64*** 27*** 9* 33*** 19** 14** 17 12 23*** 41*** 36*** 16***

Hispanic Other language 5978 52*** 34*** 14*** 21*** 25*** 13*** 22*** 12** 31*** 50*** 19 20***

API English 83 384 55 29 16 33 20 15 16 12 5 41 54 16

API Chinese 17 268 56 24*** 20*** 40*** 17*** 12*** 16 10*** 20*** 31*** 49*** 20***

API Vietnamese 7463 47*** 35*** 18*** 25*** 20 12*** 23*** 14** 28*** 50*** 23*** 18***

API Other language 31 769 58*** 28* 14*** 38*** 19*** 12*** 17* 11*** 15*** 35*** 50*** 16

AI/AN English 38 993 44 44 12 13 28 16 23 15 19 68 13 31

AI/AN Other language 2247 36*** 49*** 15*** 5*** 30 13*** 28*** 15 36*** 55*** 9*** 24***

*P < 0.5. **P < 0.01. ***P < 0.001 for chi- square tests comparing each non- English group to the English group within the racial/ethnic group.
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Among Hispanics, Spanish- preferring and other- language- 
preferring patients reported worse experiences than English- 
preferring Hispanics except for similar experiences for 
Communication about Medication for English- preferring and other- 
language- preferring patients. Portuguese- preferring Hispanics re-
ported worse experiences for only Doctor Communication and Care 
Coordination. Generally, differences between English- preferring 
and non- English- preferring Hispanics were small (<3 points), ex-
cept for Care Coordination.

Among API patients, each non- English- preferring group 
(Chinese- , Vietnamese- , and other- language- preferring) reported 
worse experiences than English- preferring API, except for Discharge 
Information. Within API, negative differences compared to English- 
preferring API tended to be largest for Chinese- preferring API.

Within AI/AN, other- language- preferring AI/AN reported 
worse care experiences than English- preferring AI/AN; differ-
ences were moderate or larger, except for Communication About 
Medicines.

3.3 | Within- hospital differences in patient 
experiences by preferred language within racial/
ethnic group

Estimates in Table 4 reflect within- hospital differences in patient 
experience of care from English- preferring patients of the same 

racial/ethnic group. In general, within the same hospital, non- 
English- preferring Whites reported better experiences than their 
English- preferring White counterparts. However, for other racial/
ethnic groups, non- English- preferring patients generally reported 
worse experiences than their English- preferring racial/ethnic coun-
terparts within the same hospitals.

Among White language groups in the same hospital, 
Russian- preferring and Portuguese- preferring Whites re-
ported significantly better within- hospital experiences than 
did English- preferring White patients on all measures, except 
Care Coordination. Similarly, Spanish- preferring and other- 
language- preferring Whites reported significantly better expe-
riences than English- preferring Whites in the same hospital for 
Nurse Communication, Doctor Communication, and Hospital Staff 
Responsiveness.

Among Black language groups in the same hospital, non- English- 
preferring Blacks reported significantly worse care experiences for 
all measures than English- preferring Blacks.

Among Hispanic language groups in the same hospital, Spanish- 
preferring Hispanics reported significantly worse care experiences 
than English- preferring Hispanics on some measures, but better 
experiences than English- preferring Hispanics on other measures. 
Portuguese- preferring Hispanics reported similar care experiences to 
English- preferring Hispanics, except for worse Care Coordination ex-
periences. Other- language- preferring Hispanics reported significantly 

TABLE  1 Patient characteristics by preferred language within racial/ethnic group, 2014–2015 HCAHPS survey

Racial/ethnic  
group Preferred language N

Age Service line by gender Education Overall health

18- 54 (%) 55- 74 (%) 75+ (%) Maternity (%)
Medical for 
female (%)

Surgical for 
female (%)

Medical for 
male (%)

Surgical for 
male (%)

<High school 
(%)

High school/
some college (%)

BA degree or 
more (%) Fair/poor (%)

Total 5 480 308 32 44 25 13 26 18 21 17 13 61 26 25

White English 4 238 120 26 46 28 10 26 19 22 18 10 62 28 25

White Spanish 7367 41*** 36*** 23*** 19*** 28*** 14*** 21 12*** 43*** 43*** 14*** 24

White Russian 8851 35*** 30*** 36*** 21*** 25* 14*** 22 14*** 7*** 34*** 59*** 38***

White Portuguese 1696 29* 41*** 31** 13*** 25 15*** 26*** 17 42*** 41*** 17*** 27*

White Other language 25 306 47*** 29*** 25*** 28*** 21*** 13*** 20*** 14*** 24*** 42*** 34*** 20***

Black English 477 330 42 44 14 10 34 17 22 11 20 64 16 30

Black Spanish 568 40 43 18* 12 31 13** 24 13 38*** 47*** 15 28

Black Other language 6871 70*** 23*** 7*** 39*** 19*** 11*** 17*** 8*** 21* 55*** 24*** 12***

Hispanic English 272 948 58 31 11 26 23 16 18 13 15 65 20 22

Hispanic Spanish 252 760 59*** 29*** 12*** 28*** 23 14*** 17*** 12*** 46*** 44*** 10*** 22***

Hispanic Portuguese 1389 64*** 27*** 9* 33*** 19** 14** 17 12 23*** 41*** 36*** 16***

Hispanic Other language 5978 52*** 34*** 14*** 21*** 25*** 13*** 22*** 12** 31*** 50*** 19 20***

API English 83 384 55 29 16 33 20 15 16 12 5 41 54 16

API Chinese 17 268 56 24*** 20*** 40*** 17*** 12*** 16 10*** 20*** 31*** 49*** 20***

API Vietnamese 7463 47*** 35*** 18*** 25*** 20 12*** 23*** 14** 28*** 50*** 23*** 18***

API Other language 31 769 58*** 28* 14*** 38*** 19*** 12*** 17* 11*** 15*** 35*** 50*** 16

AI/AN English 38 993 44 44 12 13 28 16 23 15 19 68 13 31

AI/AN Other language 2247 36*** 49*** 15*** 5*** 30 13*** 28*** 15 36*** 55*** 9*** 24***

*P < 0.5. **P < 0.01. ***P < 0.001 for chi- square tests comparing each non- English group to the English group within the racial/ethnic group.



268  |    
Health Services Research

QUIGLEY Et aL.

TA
B
LE
 2
 

H
os

pi
ta

l c
ha

ra
ct

er
is

tic
s 

by
 p

re
fe

rr
ed

 la
ng

ua
ge

 w
ith

in
 ra

ci
al

/e
th

ni
c 

gr
ou

p,
 2

01
4-

 20
15

 H
C

A
H

PS
 S

ur
ve

y 
(N

 =
 5

 4
80

 3
08

)

Ra
ci

al
/e

th
ni

c 
gr

ou
p

Pr
ef

er
re

d 
la

ng
ua

ge
Co

un
t

Be
d 

si
ze

 2
00

 o
r 

m
or

e 
be

ds
 (%

)
Fo

r p
ro

fit
 

(%
)

Ru
ra

l 
(%

)
Av

er
ag

e 
pe

rc
en

t  
su

rg
ic

al
 (%

)
Av

er
ag

e 
pe

rc
en

t 
m

at
er

ni
ty

 (%
)

Av
er

ag
e 

pe
rc

en
t o

f 
no

n-
 En

gl
is

h 
la

ng
ua

ge
–p

re
fe

rr
in

g 
pa

tie
nt

s (
%

)

Av
er

ag
e 

pe
rc

en
t 

of
 m

at
ch

in
g 

ra
ci

al
/e

th
ni

c 
pa

tie
nt

s (
%

)

Av
er

ag
e 

pe
rc

en
t o

f 
m

at
ch

in
g 

ra
ci

al
/e

th
ni

c 
an

d 
pr

ef
er

re
d 

la
ng

ua
ge

 
pa

tie
nt

s (
%

)

W
hi

te
En

gl
is

h
4 

23
8 

12
0

60
15

15
36

12
1

84
83

W
hi

te
Sp

an
is

h
73

67
71

**
*

31
**

*
7*

**
31

**
*

16
**

*
2*

**
52

**
*

1*
**

W
hi

te
Ru

ss
ia

n
88

51
76

**
*

7*
**

1*
**

35
**

*
13

**
*

9*
**

72
**

*
8*

**

W
hi

te
Po

rt
ug

ue
se

16
96

66
**

*
19

**
*

2*
**

34
**

*
13

**
*

2*
**

73
**

*
1*

**

W
hi

te
O

th
er

 la
ng

ua
ge

25
 3

06
72

**
*

14
**

*
7*

**
34

**
*

16
**

*
3*

**
73

**
*

2*
**

Bl
ac

k
En

gl
is

h
47

7 
33

0
72

23
10

33
12

0
26

25

Bl
ac

k
Sp

an
is

h
56

8
76

**
22

6*
*

31
**

14
**

*
1*

**
22

**
*

0*
**

Bl
ac

k
O

th
er

 la
ng

ua
ge

68
71

79
**

*
21

**
*

3*
**

31
**

*
16

**
*

1*
**

21
**

*
1*

**

H
is

pa
ni

c
En

gl
is

h
27

2 
94

8
67

26
7

34
16

12
26

14

H
is

pa
ni

c
Sp

an
is

h
25

2 
76

0
71

**
*

32
**

*
5*

**
30

**
*

18
**

*
24

**
*

36
**

*
24

**
*

H
is

pa
ni

c
Po

rt
ug

ue
se

13
89

71
**

21
**

*
2*

**
33

**
*

16
12

19
**

*
0*

**

H
is

pa
ni

c
O

th
er

 la
ng

ua
ge

59
78

65
**

*
26

10
**

*
31

**
*

16
15

**
*

26
1*

**

A
PI

En
gl

is
h

83
 3

84
71

10
4

36
17

4
17

13

A
PI

C
hi

ne
se

17
 2

68
78

**
*

13
**

*
1*

**
34

**
*

18
**

*
11

**
*

18
8*

**

A
PI

V
ie

tn
am

es
e

74
63

79
**

*
14

**
*

1*
**

36
*

16
**

*
6*

**
11

**
*

2*
**

A
PI

O
th

er
 la

ng
ua

ge
31

 7
69

73
**

*
16

**
*

3*
**

34
**

*
18

**
*

4
10

**
*

3*
**

A
I/

A
N

En
gl

is
h

38
 9

93
46

16
27

32
15

2
18

16

A
I/

A
N

O
th

er
 la

ng
ua

ge
22

47
35

**
*

13
**

*
33

**
*

27
**

*
18

**
*

9*
**

43
**

*
9*

**

*P
 <

 0
.5

. *
*P

 <
 0

.0
1.

 *
**

P 
< 

0.
00

1 
fo

r c
hi

- s
qu

ar
e 

te
st

s 
co

m
pa

rin
g 

ea
ch

 n
on

- E
ng

lis
h 

gr
ou

p 
to

 th
e 

En
gl

is
h 

gr
ou

p 
w

ith
in

 th
e 

ra
ci

al
/e

th
ni

c 
gr

ou
p.



     |  269
Health Services Research

QUIGLEY Et aL.

worse care experiences than English- preferring Hispanics in the same 
hospital, except for similar Communication about Medication.

Among API language groups in the same hospital, the within- 
hospital differences closely mirror overall differences. Other- 
language- preferring AI/AN reported significantly worse care 
experiences than English- preferring AI/AN in the same hospital, with 
at least a moderate difference for all measures.

3.4 | Between- hospital differences in patient 
experience by preferred language within racial/
ethnic group

Estimates in Table 5 reflect between- hospital differences in patient 
experience—differences in the average quality of hospitals from 

which different groups receive care. Negative between- hospital dif-
ferences indicate that a group was served by hospitals that on aver-
age provided poorer experiences to all patients than was the case 
for the reference group; this corresponds to a negative coefficient 
in Table 5.13 Between- hospital differences suggest that non- English- 
preferring groups usually received care from worse hospitals than 
their English- preferring counterparts. For non- English- preferring 
Whites, within- hospital and between- hospital differences were of 
similar magnitude but in opposite directions, such that they generally 
reported better care experiences in worse hospitals than English- 
preferring Whites. For all other groups, both between- hospital and 
within- hospital groups were negative. For non- English- preferring 
Blacks and AI/AN, within- hospital differences (Table 4) were gen-
erally larger than between- hospital differences (Table 5). For 

TABLE  3 Differences in HCAHPS top- box scored composite measures by preferred language within racial/ethnic group, adjusted for 
patient- mix and survey year (N = 5 480 308)

Racial/Ethnic 
group

Preferred 
language

Nurse 
communication

Doctor 
communication

Hospital staff 
responsiveness

Communication 
about 
medication

Discharge 
information

Care 
coordination

Est P Est P Est P Est P Est P Est P

White English 0.0 NA 0.0 NA 0.0 NA 0.0 NA 0.0 NA 0.0 NA

White Spanish −3.2 *** −1.5 *** −2.4 *** −1.7 ** −3.3 *** −5.9 ***

White Russian 2.0 *** 4.8 *** 5.6 *** 2.4 *** 0.9 ** −5.8 ***

White Portuguese −0.4 2.1 ** −1.7 1.0 0.8 −2.1 *

White Other language −0.6 ** −0.2 −0.9 *** −1.7 *** −1.2 *** −7.1 ***

Joint test of language within r/e 
group

NA *** *** *** *** *** ***

Black English 0.0 NA 0.0 NA 0.0 NA 0.0 NA 0.0 NA 0.0 NA

Black Spanish −5.4 *** −5.1 *** −6.6 *** −10.1 *** −3.9 ** −8.2 ***

Black Other language −4.1 *** −4.2 *** −4.0 *** −4.2 *** −4.9 *** −6.8 ***

Joint test of language within r/e 
group

NA *** *** *** *** *** ***

Hispanic English 0.0 NA 0.0 NA 0.0 NA 0.0 NA 0.0 NA 0.0 NA

Hispanic Spanish −2.2 *** −0.4 *** −1.1 *** −0.9 *** −0.5 *** −3.7 ***

Hispanic Portuguese 0.5 −1.8 * −0.3 −2.4 0.1 −4.6 ***

Hispanic Other language −1.4 *** −1.5 *** −2.9 *** −0.2 −0.8 * −8.4 ***

Joint test of language within r/e 
group

NA *** *** *** *** *** ***

API English 0.0 NA 0.0 NA 0.0 NA 0.0 NA 0.0 NA 0.0 NA

API Chinese −8.8 *** −7.6 *** −7.6 *** −6.0 *** 3.2 *** −10.6 ***

API Vietnamese −5.9 *** −5.7 *** −4.4 *** −1.5 * 3.3 *** −2.8 ***

API Other language −1.5 *** −1.6 *** −3.1 *** −1.1 *** 1.6 *** −4.6 ***

Joint test of language within r/e 
group

NA *** *** *** *** *** ***

AI/AN English 0.0 NA 0.0 NA 0.0 NA 0.0 NA 0.0 NA 0.0 NA

AI/AN Other language −6.0 *** −5.6 *** −4.2 *** −2.3 −3.9 *** −6.8 ***

Notes: Bold font is used to highlight statistically significant positive coefficients greater than 3. Italics is used to highlight statistically significant positive 
coefficients less than 3. Underlining is used to highlight statistically significant negative coefficients less than 3. Bold font and underlining is used to 
highlight statistically significant negative coefficients greater than 3.
Est, estimate.
*P < 0.5. **P < 0.01. ***P < 0.001.
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non- English- preferring Hispanic and API patients, within- hospital 
and between- hospital differences were similar in magnitude.

4  | DISCUSSION

While there is clear evidence of racial/ethnic disparities in patient 
experience and barriers to care in hospital and other health care set-
tings,11,13,31,39-42 only a few studies have directly examined the role 
of language preference within a racial/ethnic group in patient expe-
riences, generally in outpatient settings and comparing only English 
and Spanish languages.9,12

We extend prior research by examining differences in adult 
inpatient care by preferred language within racial/ethnic groups 

for 18 racial/ethnic and language groups. We found that within 
each racial/ethnic group (White, Black, Hispanic, API, and AI/AN), 
non- English- preferring patients reported worse care experiences 
than their English- preferring counterparts. Differences were larg-
est and most consistent (ie, results were statistically significant 
and had the same sign across) for Care Coordination and smallest 
and least consistent for Discharge Information and Communication 
about Medication. These results suggest that language barriers may 
be especially consequential for the more complex, individualized 
health care interactions involved in effective care coordination 
than for more standardized communications, such as conveying 
discharge instructions or information about new medication, which 
may in some cases only require preprinted materials in a variety of 
languages.

TABLE  4 Within- hospital differences in HCAHPS top- box scored composite measures by preferred language within racial/ethnic group, 
adjusted for patient- mix, survey year, and hospital fixed effects (N = 5 480 308)

Racial/
ethnic group

Preferred 
language

Nurse 
communication

Doctor 
communica-
tion

Hospital 
staff 
responsive-
ness

Communication 
about medication

Discharge 
information

Care 
coordination

Est P Est P Est P Est P Est P Est P

White English 0.0 NA 0.0 NA 0.0 NA 0.0 NA 0.0 NA 0.0 NA

White Spanish 1.3 *** 1.8 *** 2.9 *** 1.3 −0.5 −1.4 **

White Russian 5.8 *** 7.2 *** 10.3 *** 5.7 *** 3.5 *** −3.2 ***

White Portuguese 2.1 ** 3.8 *** 2.4 * 3.7 ** 2.0 ** 0.5

White Other language 1.6 *** 1.5 *** 2.0 *** 0.2 0.1 −5.0 ***

Joint test of language within r/e 
group

NA *** *** *** *** *** ***

Black English 0.0 NA 0.0 NA 0.0 NA 0.0 NA 0.0 NA 0.0 NA

Black Spanish −3.7 ** −4.0 ** −4.2 * −8.6 *** −2.6 * −7.0 ***

Black Other language −2.1 *** −2.7 *** −1.5 ** −2.5 *** −3.9 *** −5.5 ***

Joint test of language within r/e 
group

NA *** *** ** *** *** ***

Hispanic English 0.0 NA 0.0 NA 0.0 NA 0.0 NA 0.0 NA 0.0 NA

Hispanic Spanish −1.0 *** 0.3 ** 0.7 *** 0.2 0.5 *** −2.0 ***

Hispanic Portuguese 1.1 −1.5 1.4 −0.5 1.1 −4.8 ***

Hispanic Other language −1.4 *** −1.4 *** −2.4 *** −0.0a −0.8 * −5.6 ***

Joint test of language within r/e 
group

NA *** *** *** *** ***

API English 0.0 NA 0.0 NA 0.0 NA 0.0 NA 0.0 NA 0.0 NA

API Chinese −5.5 *** −5.2 *** −4.6 *** −3.4 *** 4.2 *** −7.6 ***

API Vietnamese −5.1 *** −5.0 *** −3.5 *** −0.6 3.6 *** −2.1 ***

API Other language −0.5 * −0.7 ** −1.5 *** −0.2 1.5 *** −2.2 ***

Joint test of language within r/e 
group

NA *** *** *** *** *** ***

AI/AN English 0.0 NA 0.0 NA 0.0 NA 0.0 NA 0.0 NA 0.0 NA

AI/AN Other language −5.6 *** −4.7 *** −3.9 *** −2.8 * −4.0 *** −3.9 ***

a−0.1	<	x < 0.0; Est, estimate. Bold font is used to highlight statistically significant positive coefficients >3. Italics is used to highlight statistically signifi-
cant positive coefficients <3. Underlining is used to highlight statistically significant negative coefficients <3. Bold font and underlining is used to 
highlight statistically significant negative coefficients >3.
*P < 0.5. **P < 0.01. ***P < 0.001.
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Differences by language were especially large within Black, AI/AN,  
and API patients, suggesting that non- English- preferring patients in 
these groups may require particular language assistance from the 
hospitals where they obtain care. These differences also highlight im-
portant linguistic heterogeneity within racial/ethnic groups and the 
importance of language group–specific analysis and care. Stratifying 
HCAHPS data (and other hospital- wide data) by preferred language 
within racial/ethnic groups could help determine which language 
minority groups need most help navigating the health system and 
receiving quality care. Examining patient experience by racial/eth-
nic/language groups would increase awareness of their linguistic 
needs and could lead to both provision of materials (eg, education 
materials, discharge instructions, medication information, etc.) and 
linguistic support (eg, number of translators available across which 
languages) for patients in their preferred language.

The finding of worse care experiences by non- English- 
preferring API compared to English- preferring API across all 
measures, except Discharge Information, requires careful interpre-
tation. There is evidence that some of the lower scores for English- 
preferring API compared to English- preferring Whites may reflect 
differences in scale use: that is, the tendency for English- preferring 
API to select the extremes of an ordinal response scale less often 
than English- preferring Whites.43 This difference in scale use may 
be greater for non- English- preferring API than English- preferring 
API.35,44 If so, some of the within- hospital component of the lan-
guage differences in the API responses, which constitute almost 
all of the language differences among API, may reflect scale use. 
Scale use would likely not affect between- hospital differences. 
The hypothesis that differences in scale use play a significant 
role in within- hospital and overall differences by language among 

TABLE  5 Between- hospital differences (total difference minus within- hospital difference) in HCAHPS top- box scored composite 
measures by preferred language within racial/ethnic group (N = 5 480 308)

Racial/ethnic 
group

Preferred 
language

Nurse 
communication

Doctor 
communication

Hospital staff 
responsiveness

Communication 
about medication

Discharge 
information

Care 
coordination

Est P Est P Est P Est P Est P Est P

White English 0.0 NA 0.0 NA 0.0 NA 0.0 NA 0.0 NA 0.0 NA

White Spanish −4.5 *** −3.3 *** −5.3 *** −3.0 *** −2.8 *** −4.5 ***

White Russian −3.7 *** −2.4 *** −4.8 *** −3.3 *** −2.6 *** −2.6 ***

White Portuguese −2.5 *** −1.7 ** −4.1 *** −2.8 *** −1.2 *** −2.6 ***

White Other language −2.2 *** −1.7 *** −2.9 *** −1.9 *** −1.3 *** −2.1 ***

Joint test of language within r/e 
group

NA *** *** *** *** *** ***

Black English 0.0 NA 0.0 NA 0.0 NA 0.0 NA 0.0 NA 0.0 NA

Black Spanish −1.7 *** −1.1 −2.3 ** −1.6 −1.3 −1.2

Black Other language −1.9 *** −1.5 *** −2.5 *** −1.7 ** −1.0 −1.3

Joint test of language within r/e 
group

NA *** *** *** ***

Hispanic English 0.0 NA 0.0 NA 0.0 NA 0.0 NA 0.0 NA 0.0 NA

Hispanic Spanish −1.2 *** −0.6 *** −1.8 *** −1.1 *** −1.0 *** −1.7 ***

Hispanic Portuguese −0.6 −0.3 −1.7 * −1.9 ** −1.0 0.3 *

Hispanic Other language −0.1 −0.1 −0.5 −0.2 −0.0a −2.8 ***

Joint test of language within r/e 
group

*** *** *** *** *** ***

API English 0.0 NA 0.0 NA 0.0 NA 0.0 NA 0.0 NA 0.0 NA

API Chinese −3.3 *** −2.4 *** −3.0 *** −2.6 *** −1.0 *** −3.0 ***

API Vietnamese −0.8 ** −0.7 −0.8 ** −0.9 −0.2 * −0.7

API Other language −1.0 *** −0.9 *** −1.6 *** −1.0 *** 0.1 −2.4 ***

Joint test of language within r/e 
group

NA *** *** *** *** *** ***

AI/AN English 0.0 NA 0.0 NA 0.0 NA 0.0 NA 0.0 NA 0.0 NA

AI/AN Other language −0.4 −0.9 −0.3 0.5 0.1 −2.9 **

**

a- 0.1 < x < 0.0; Est, estimate. Bold font is used to highlight statistically significant positive coefficients >3. Italics is used to highlight statistically signifi-
cant positive coefficients <3. Underlining is used to highlight statistically significant negative coefficients <3. Bold font and underlining is used to 
highlight statistically significant negative coefficients >3.
*P < 0.5. **P < 0.01. ***P < 0.001.
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API is supported by the very different findings for the Discharge 
Information measure (yes/no), the only measure that does not em-
ploy an ordinal response scale.

We found that among White patients in the same hospital, 
Spanish- preferring and other- language- preferring Whites reported 
significantly better experiences than English- preferring Whites for 
Nurse Communication, Doctor Communication, and Hospital Staff 
Responsiveness. Focus groups or cognitive interviews with linguisti-
cally diverse patient group regarding provider communication and 
staff responsiveness may provide insight into this unexpected finding.

By examining between- hospital and within- hospital differences, 
we find that in almost every instance non- English- preferring patients 
attended hospitals whose average patient experience scores for all pa-
tients were lower than the average scores for the hospitals attended by 
their English- preferring counterparts. In most instances, non- English- 
preferring API, AI/AN, and Black patients reported worse experiences 
than their English- preferring counterparts within the same hospitals 
and received care from hospitals with worse overall scores than those 
used more often by their English- speaking counterparts. Our findings 
suggest that linguistic minorities may face location or other access 
barriers to better hospitals or may select poorer- performing hospi-
tals for linguistic or cultural reasons. Non- English- preferring patients 
may live in neighborhoods with poorer- performing hospitals; unfortu-
nately, HCAHPS data do not contain patient- level address information 
to assess patient- level neighborhood effects.

Two of the strongest predictors of worse patient experience 
are larger hospital bed size and for- profit status.45,46 The fact that 
for the most part non- English- preferring patients were most likely 
to be treated in large and for- profit hospitals may partly explain the 
between- hospital disadvantages for non- English- preferring pa-
tients. These between- hospital differences suggest the need to pri-
oritize general quality improvement efforts focused on access and 
quality in hospitals serving linguistic minorities and especially in 
large, for- profit hospitals. Within- hospital differences by preferred 
language were generally similar or larger than between- hospital 
differences by language. These within- hospital differences may re-
flect limitations in cultural competency (eg, providing professional 
medical interpreters, including family members in medical dis-
cussions, working with an extended care team, etc.), linguistically 
appropriate services (eg, providing materials and communications 
in the stated preferred languages of patients), linguistic support 
(eg, shared decision making) for groups who may differ from their 
English- speaking counterparts in acculturation (eg, definitions of 
diseases, understanding of U.S. health care system, etc.),47 health 
literacy (eg, limited knowledge of medical condition, poor ability 
to manage medications and self- care, non adherence to treatment 
plans), and preferences.48 These within- hospital differences sug-
gest that hospitals should stratify their HCAHPS data by language 
within race/ethnicity to identify at- risk language groups for which 
to develop targeted quality improvement efforts.

Adverse events have been shown to be more severe and more 
often related to communication for linguistic minorities, especially 
Spanish- preferring limited English proficient (LEP) patients.25,49 

Consequently, LEP patients are at greater risk for medical errors 
than others;25,49 enhanced language services may reduce this risk. 
Medication labels could employ tailored bilingual printing (in English 
and the patient's preferred language) to improve understanding of 
medications. Providing discharge diagnosis, discharge instructions, 
and information on medication in appropriate languages and at ap-
propriate literacy levels may improve HCAHPS performance, patient 
adherence, and patient outcomes.4,26,50

Our study has several limitations. While HCAHPS provides offi-
cial surveys in six of the named languages (English, Spanish, Chinese, 
Russian, Vietnamese, and Portuguese) and encourages their use, 
hospitals may be under- supplying translations in the non- English 
languages. Table S2 in Appendix S1 shows the percent of respon-
dents whose HCAHPS survey language matched their stated pre-
ferred language. For example, the second row of Table S2 indicates 
that of Spanish- preferring White respondents, only 57 percent were 
provided with and completed the HCAHPS survey in Spanish, sug-
gesting that others who might have preferred to have received the 
survey in Spanish may not have responded. Whereas more than 99 
percent of English- preferring patients responded to the HCAHPS 
survey in English (Table S2 in Appendix S1), only 26- 61 percent of 
Spanish- preferring patients and 3- 16 percent of patients preferring 
Chinese, Portuguese, Russian, and Vietnamese filled out an HCAHPS 
survey in the language they mainly speak at home. Our non- English- 
preferring language groups may be underrepresenting the numbers 
of people who have non- English language preferences. We hypoth-
esize that those who are omitted are non- English monolingual- 
preferring patients; if so, our finding of worse care experiences is 
a conservative estimate of the degree of disparities related to lan-
guage preference. Response rates were modest and nonresponse 
bias may have influenced our findings. However, research on CAHPS 
surveys has found little evidence of nonresponse bias after adjust-
ment for case- mix and nonresponse.51,52

These differences in patient experiences for linguistic minorities 
also imply that more research is needed to assess whether appro-
priate services are being offered and whether providers are assist-
ing and supporting these specific racial/ethnic and language groups 
during their inpatient stays, discharge, and post hospital care. There 
is some evidence in ambulatory care research that Hispanic and API 
patients who needed and always used interpreters reported similar 
or significantly better provider and office staff communication and 
access to care than patients who did not need interpreters.53

Our findings should encourage hospitals to consider the liter-
acy level and the preferred language of patients and/or caregiver 
to ensure that discharge information and educational materials are 
communicated simply and in the preferred language. However, sim-
ply translating instructions may be insufficient to ensure patient 
understanding.54,55

Our finding should also encourage hospitals to tailor quality im-
provement efforts and improvements in culturally competent prac-
tices to the needs of these at- risk linguistic groups to both reduce 
disparities and improve care. Cultural competency includes such 
practices as including family members and/or caregivers in care as 
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appropriate, working with members of the extended care team (such 
as community health workers), and coordinating with other provid-
ers to help facilitate culturally competent care for patients. Weech-
Maldonado et al56 found that more culturally competent hospitals 
have better HCAHPS scores and smaller racial/ethnic disparities.

Greater cultural competency, linguistic support for shared de-
cision making, providing professional medical interpreters57,58 and 
providing low- literacy discharge and education materials in the pa-
tients’ and families’ preferred language could reduce disparities for 
linguistic- minority groups in general (as defined by both preferred 
language and race/ethnicity) and for those at particular risk, such as 
non- English- preferring Black, AI/AN, and API patients.

To reduce disparities for linguistic- minority groups (as defined 
by both preferred language and race/ethnicity), hospitals can pro-
vide more culturally competent care, linguistic support for deci-
sion making, professional medical interpreters, and low- literacy 
discharge and education materials in patients’ preferred language. 
This is especially important for those at particular risk, such as non- 
English- preferring Black, AI/AN, and API patients. Efforts should 
also be made to increase access to better hospitals and to improve 
overall patient experience in hospitals with high percentages of non- 
English- preferring patients.

ACKNOWLEDG MENTS

Joint Acknowledgment/Disclosure Statement: Preparation of this 
manuscript was supported through a cooperative agreement 
from the US Department of Health and Human Services Office of 
Minority Health (Contract number HHSM- 500- 2016- 00097G). The 
opinions expressed in this article are those of the authors and do 
not necessarily reflect the views of the Office of Minority Health. 
The authors thank Biayna Darabidian for help with preparation of 
the manuscript.

CONFLIC T OF INTERE S T

All authors have no potential conflicts of interest.

ORCID

Denise D. Quigley  https://orcid.org/0000-0002-3815-908X 

Marc N. Elliott  https://orcid.org/0000-0002-7147-5535 

Steven C. Martino  https://orcid.org/0000-0002-1514-4133 

R E FE R E N C E S

 1. Ryan C. Language Use in the United States: 2011. Washington, DC: 
US Census Bureau; 2013.

 2. US Bureau of the Census. American Community Survey 1-Year Estimates 
Profile of Selected Characteristics of the Total and Native Populations in 
the United State: 2000. Washington, DC: US Census Bureau; 2016.

 3. Jacobs E, Chen AH, Karliner LS, Agger-Gupta N, Mutha S. The need 
for more research on language barriers in health care: a proposed 
research agenda. Milbank Q. 2006;84(1):111-133.

 4. Karliner LS, Jacobs EA, Chen AH, Mutha S. Do professional in-
terpreters improve clinical care for patients with limited english 
proficiency? A systematic review of the literature. Health Serv Res. 
2007;42(2):727-754.

 5. Carrasquillo O, Orav EJ, Brennan TA, Burstin HR. Impact of lan-
guage barriers on patient satisfaction in an emergency department. 
J Gen Intern Med. 1999;14(2):82-87.

 6. Chalabian J, Dunnington G. Impact of language barrier on quality 
of patient care, resident stress, and teaching. Teach Learn Med. 
1997;9(2):84-90.

 7. Institute of Medicine. Unequal Treatment: Confronting Racial and 
Ethnic Disparities in Health Care. Washington, DC: The National 
Academies Press; 2003.

 8. Baker DW, Parker RM, Williams MV, Coates WC, Pitkin K. Use and 
effectiveness of interpreters in an emergency department. JAMA. 
1996;275(10):783-788.

 9. Morales LS, Cunningham WE, Brown JA, Liu H, Hays RD. Are 
Latinos less satisfied with communication by health care providers? 
J Gen Intern Med. 1999;14(7):409-417.

 10. Morales LS, Elliott MN, Weech-Maldonado R, Spritzer KL, Hays RD. 
Differences in CAHPS adult survey reports and ratings by race and 
ethnicity: an analysis of the National CAHPS benchmarking data 
1.0. Health Serv Res. 2001;36(3):595-617.

 11. Weech-Maldonado R, Morales LS, Spritzer K, Elliott M, Hays RD. 
Racial and ethnic differences in parents’ assessments of pediatric 
care in Medicaid managed care. Health Serv Res. 2001;36(3):575-594.

 12. Weech-Maldonado R, Morales LS, Elliott M, Spritzer K, Marshall G, 
Hays RD. Race/ethnicity, language, and patients’ assessments of care 
in medicaid managed care. Health Serv Res. 2003;38(3):789-808.

 13. Weech-Maldonado R, Elliott MN, Morales LS, Spritzer K, Marshall 
GN, Hays RD. Health plan effects on patient assessments of 
Medicaid managed care among racial/ethnic minorities. J Gen Intern 
Med. 2004;19(2):136-145.

 14. O'Brien M, Shea J. Disparities in patient satisfaction among 
Hispanics: the role of language preference. J Immigr Minor Health. 
2011;13(2):408-412.

 15. Haviland AM, Elliott MN, Hambarsoomian K, Lurie N. Immunization 
disparities by hispanic ethnicity and language preference. Arch 
Intern Med. 2011;171(2):158-165.

 16. Ku L, Waidmann T. How Race/Ethnicity, Immigration Status and 
Language Affect Health Insurance Coverage, Access to Care and 
Quality of Care Among the low-Income Population. Washington, DC: 
Kaiser Family Foundation; 2003.

 17. Andrulis DP, Goodman N, Pryor C. What a Difference an Interpreter 
can Make: Health Care Experiences of Uninsured With Limited English 
Proficiency. Boston, MA: Access Project; 2002.

 18. David RA, Rhee M. The impact of language as a barrier to effective 
health care in an underserved urban Hispanic community. Mt Sinai J 
Med. 1998;65(5–6):393-397.

 19. Nielsen JDJ, Wall W, Tucker CM. Testing of a model with latino 
patients that explains the links among patient- perceived provider 
cultural sensitivity, language preference, and patient treatment adher-
ence. Journal of Racial and Ethnic Health Disparities. 2016;3(1):63-73.

 20. Jacobs EA, Lauderdale DS, Meltzer D, Shorey JM, Levinson W, Thisted 
RA. Impact of interpreter services on delivery of health care to limited- 
English- proficient patients. J Gen Intern Med. 2001;16(7):468-474.

 21. Kuo D, Fagan MJ. Satisfaction with methods of spanish interpretation 
in an ambulatory care clinic. J Gen Intern Med. 1999;14(9):547-550.

 22. Anhang Price R, Haviland AM, Hambarsoomian K, et al. Do experi-
ences with medicare managed care vary according to the propor-
tion of same- race/ethnicity/language individuals enrolled in one's 
contract? Health Serv Res. 2015;50(5):1649-1687.

 23. Leung LB, Vargas-Bustamante A, Martinez AE, Chen X, 
Rodriguez HP. Disparities in diabetes care quality by english lan-
guage preference in community health centers. Health Serv Res. 
2016;53(1):509-531.

https://orcid.org/0000-0002-3815-908X
https://orcid.org/0000-0002-3815-908X
https://orcid.org/0000-0002-7147-5535
https://orcid.org/0000-0002-7147-5535
https://orcid.org/0000-0002-1514-4133
https://orcid.org/0000-0002-1514-4133


274  |    
Health Services Research

QUIGLEY Et aL.

 24. Hagerty TA, Velazquez A, Schmidt JM, Falo C. Assessment of satis-
faction with care and decision- making among English and Spanish- 
speaking family members of neuroscience ICU patients. Appl Nurs 
Res. 2016;29:262-267.

 25. Divi C, Koss RG, Schmaltz SP, Loeb JM. Language proficiency and 
adverse events in US hospitals: a pilot study. Int J Qual Health Care. 
2007;19(2):60-67.

 26. Rodriguez F, Joynt KE, Lopez L, Saldana F, Jha AK. Readmission rates 
for Hispanic Medicare beneficiaries with heart failure and acute 
myocardial infarction. Am Heart J. 2011;162(2):254-261. e253.

 27. Karliner LS, Auerbach A, Napoles A, Schillinger D, Nickleach D, 
Perez-Stable EJ. Language barriers and understanding of hospital 
discharge instructions. Med Care. 2012;50(4):283-289.

 28. Elliott MN, Lehrman WG, Goldstein E, Hambarsoomian K, Beckett 
MK, Giordano LA. Do hospitals rank differently on HCAHPS for dif-
ferent patient subgroups? Med Care Res Rev. 2010;67(1):56-73.

 29. Elliott MN, Cohea CW, Lehrman WG, et al. Accelerating improve-
ment and narrowing gaps: trends in patients’ experiences with hos-
pital care reflected in HCAHPS public reporting. Health Serv Res. 
2015;50(6):1850-1867.

 30. Figueroa JF, Zheng J, Orav EJ, Jha AK. Across US hospitals, black 
patients report comparable or better experiences than white pa-
tients. Health Aff (Millwood). 2016;35(8):1391-1398.

 31. Goldstein E, Elliott MN, Lehrman WG, Hambarsoomian K, Giordano 
LA. Racial/ethnic differences in patients’ perceptions of inpatient 
care using the HCAHPS survey. Med Care Res Rev. 2010;67(1):74-92.

 32. Giordano LA, Elliott MN, Goldstein E, Lehrman WG, Spencer 
PA. Development, implementation, and public reporting of the 
HCAHPS survey. Med Care Res Rev. 2010;67(1):27-37.

 33. Health Services Advisory Group. HCAHPS Survey Instruments. 
Hospital Consumer Assessment of Healthcare Providers and 
Systems 2017; http://www.hcahpsonline.org/en/survey-instru-
ments/. Accessed December 21, 2018

 34. Health Services Advisory Group. Facts. Hospital Consumer 
Assessment of Healthcare Providers and Systems 2017; http://www.
hcahpsonline.org/en/facts/. Accessed December 21, 2018

 35. Weech-Maldonado R, Elliott MN, Oluwole A, Schiller KC, Hays RD. 
Survey response style and differential use of CAHPS rating scales 
by Hispanics. Med Care. 2008;46(9):963-968.

 36. Weinick RM, Elliott MN, Volandes AE, Lopez L, Burkhart Q, 
Schlesinger M. Using standardized encounters to understand re-
ported racial/ethnic disparities in patient experiences with care. 
Health Serv Res. 2011;46(2):491-509.

 37. Health Services Advisory Group. Summary Analyses. Hospital 
Consumer Assessment of Healthcare Providers and Systems 2017; 
http://www.hcahpsonline.org/en/summary-analyses/.  Accessed 
December 21, 2018

 38. Quigley DD, Elliott MN, Setodji CM, Hays RD. Quantifying magni-
tude of group- level differences in patient experiences with health 
care. Health Serv Res. 2018;53(Suppl 1):3027-3051.

 39. Nagarajan N, Rahman S, Boss EF. Are there racial disparities in 
family- reported experiences of care in inpatient pediatrics? Clin 
Pediatr (Phila). 2017;56(7):619-626.

 40. Haviland AM, Elliott MN, Weech-Maldonado R, Hambarsoomian K, 
Orr N, Hays RD. Racial/ethnic disparities in Medicare part D expe-
riences. Med Care. 2012;50(Suppl):S40-S47.

 41. Heintzman J, Bailey SR, Cowburn S, Dexter E, Carroll J, Marino M. 
Pneumococcal vaccination in low- income Latinos: an unexpected 
trend in Oregon Community Health Centers. J Health Care Poor 
Underserved. 2016;27(4):1733-1744.

 42. Anhang Price R, Parast L, Haas A, Teno JM, Elliott MN. Black and Hispanic 
patients receive hospice care similar to that of white patients when in 
the same hospices. Health Aff (Millwood). 2017;36(7):1283-1290.

 43. Mayer LA, Elliott MN, Haas A, Hays RD, Weinick RM. Less use of 
extreme response options by Asians to standardized care scenarios 

may explain some racial/ethnic differences in CAHPS scores. Med 
Care. 2016;54(1):38-44.

 44. Elliott MN, Haviland AM, Kanouse DE, Hambarsoomian K, Hays RD. 
Adjusting for subgroup differences in extreme response tendency 
in ratings of health care: impact on disparity estimates. Health Serv 
Res. 2009;44(2 Pt 1):542-561.

 45. Lehrman WG, Elliott MN, Goldstein E, Beckett MK, Klein DJ, 
Giordano LA. Characteristics of hospitals demonstrating superior 
performance in patient experience and clinical process measures of 
care. Med Care Res Rev. 2010;67(1):38-55.

 46. Jha AK, Orav EJ, Zheng J, Epstein AM. Patients’ perception of hospi-
tal care in the United States. N Eng J Med. 2008;359(18):1921-1931.

 47. Peterson PN, Campagna EJ, Maravi M, et al. Acculturation and 
outcomes among patients with heart failure. Circ Heart Fail. 
2012;5(2):160-166.

 48. Collins RL, Haas A, Haviland AM, Elliott MN. What matters most to 
whom: racial, ethnic, and language differences in the health care expe-
riences most important to patients. Med Care. 2017;55(11):940-947.

 49. Cohen AL, Rivara F, Marcuse EK, McPhillips H, Davis R. Are lan-
guage barriers associated with serious medical events in hospital-
ized pediatric patients? Pediatrics. 2005;116(3):575-579.

 50. Anhang Price R, Elliott MN, Zaslavsky AM, et al. Examining the role 
of patient experience surveys in measuring health care quality. Med 
Care Res Rev. 2014;71(5):522-554.

 51. Elliott MN, Zaslavsky AM, Goldstein E, et al. Effects of survey 
mode, patient mix, and nonresponse on CAHPS hospital survey 
scores. Health Serv Res. 2009;44(2 Pt 1):501-518.

 52. Klein DJ, Elliott MN, Haviland AM, et al. Understanding non-
response to the 2007 Medicare CAHPS survey. Gerontologist. 
2011;51(6):843-855.

 53. Morales LS, Elliott M, Weech-Maldonado R, Hays RD. The impact 
of interpreters on parents’ experiences with ambulatory care for 
their children. Med Care Res Rev. 2006;63(1):110-128.

 54. Betancourt JR, Renfrew MR, Green AR, Lopez L, Wasserman M. 
Improving Patient Safety Systems for Patients With Limited English 
Proficiency: A Guide for Hospitals. Rockville, MD: Agency for 
Healthcare Research and Quality; 2012.

 55. Mitchell SE, Sadikova E, Jack BW, Paasche-Orlow MK. Health liter-
acy and 30- day postdischarge hospital utilization. J Health Commun. 
2012;17(Suppl 3):325-338.

 56. Weech-Maldonado R, Elliott MN, Pradhan R, Schiller C, Hall A, 
Hays RD. Can hospital cultural competency reduce disparities in 
patient experiences with care? Med Care. 2012;50:S48-S55.

 57. Weech-Maldonado R, Elliott MN, Pradhan R, Schiller C, Dreachslin 
J, Hays RD. Moving towards culturally competent health systems: 
organizational and market factors. Soc Sci Med. 2012;75(5):815-822.

 58. Weech-Maldonado R, Carle A, Weidmer B, Hurtado M, Ngo-
Metzger Q, Hays RD. The Consumer Assessment of Healthcare 
Providers and Systems (CAHPS(®)) Cultural Competence (CC) item 
set. Med Care. 2012;50(9 Suppl 2):S22-S31.

SUPPORTING INFORMATION

Additional supporting information may be found online in the 
Supporting Information section at the end of the article.  

How to cite this article: Quigley DD, Elliott MN, 
Hambarsoomian K, et al. Inpatient care experiences differ by 
preferred language within racial/ethnic groups. Health Serv Res. 
2019;54:263–274. https://doi.org/10.1111/1475-6773.13105

http://www.hcahpsonline.org/en/survey-instruments/
http://www.hcahpsonline.org/en/survey-instruments/
http://www.hcahpsonline.org/en/facts/
http://www.hcahpsonline.org/en/facts/
http://www.hcahpsonline.org/en/summary-analyses/
https://doi.org/10.1111/1475-6773.13105

