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Limited English Proficiency as a 
Critical Component of the 
Department of Health and 
Human Services Proposed Rule for 
Medically Underserved Areas

Rosy Chang Weir, Stacy Lavilla, Winston Tseng, 
Luella J. Penserga, Hui Song, Sherry M. Hirota, 

Jeffrey B. Caballero, and Won Kim Cook

Summary
Medically underserved Asian Americans, Native Hawaiians, 

and Other Pacific Islanders (AA&NHOPIs) and other racial/ethnic 
minorities are often left out of the health center system (OMB, 1997; 
Papa Ola Lokahi, 2007). The Department of Human and Health 
Services is updating its Proposed Rule, which determines key pop-
ulation health indicators for medically underserved areas (MUA) 
and health professional shortage designations. This is important as 
revisions could increase Community Health Center (CHC) health 
care access for underserved AA&NHOPIs.  We recommend that 
Limited English Proficiency be used as one of the measures in de-
termining MUAs, as it is a scientifically valid and available mea-
sure that can identify where underserved AA&NHOPIs and other 
minorities who face an added language barrier can access needed 
health services. 

Introduction
Since 1976, the U.S. Department of Health and Human Ser-

vices (DHHS) has used an index of “need indicators” to identify 
medically underserved areas (MUAs), or areas of the country 
where residents are without adequate access to health care servic-
es. The MUA indicators include the percent of the catchment area 
population in poverty, population age sixty-five and over, infant 
mortality, and primary care physicians to 1,000 population ratio 
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(DHHS, 1995). DHHS identifies MUAs to determine where health 
care needs exist and allocates funding for community health cen-
ters (CHCs) based on that need. As required by the Patient Pro-
tection and Affordable Care Act, DHHS announced it would up-
date the Proposed Rule in 2010, which allows for revisions in how 
DHHS identifies MUAs. In 2010, a special national committee of 
stakeholders, or the Negotiated Rulemaking Committee (NRM) 
consisting of CHC stakeholders, was created and tasked with issu-
ing recommendations to help DHHS update its MUA index. This 
effort to identify new MUA standards that would better represent 
diverse medically underserved populations is critical given its po-
tential impact on the current and future CHCs serving these grow-
ing populations. 

The health issues of Asian American & Native Hawaiian and 
Other Pacific Islanders (AA&NHOPIs) and other communities of 
color are a growing national concern.1 AA&NHOPIs are among 
the fastest-growing racial groups and will grow from 5.3 percent 
(or 16.5 million people) and 0.4 percent (1.2 million people) of the 
total U.S. population in 2010 to 9.2 percent (40.6 million people) and 
0.6 percent (2.6 million people) of the total U.S. population in 2050, 
respectively (Bureau of Census [BOC], 2008). They represent over 
forty-nine ethnic groups with more than one hundred languages 
and are socioeconomically and linguistically disadvantaged com-
pared to non-Hispanic whites with 14 percent versus 8 percent pov-
erty, 18 percent versus 11 percent uninsured, and 50 percent versus 
2 percent Limited English Proficiency (LEP) rates nationally (Barnes 
and Bennett, 2002; Grieco, 2001; Islam et al., 2010). AA&NHOPIs 
experience multiple health disparities, including higher prevalence 
rates of tuberculosis, hepatitis B, and stomach and liver cancer than 
other racial/ethnic groups and are unable to access care due, in part, 
to a lack of adequate funding for health centers in their area, includ-
ing resources for staffing in-house bilingual providers (Asian Liver 
Center, 2009; Centers for Disease Control, 2004; DHHS, 2009; Miller 
et al., 1996; Pamuk et al., 1998). 

CHCs provide high-quality, cost-effective, and culturally 
appropriate primary and preventive health care to an increasing 
number of underserved patients, including more than six hundred 
fifty thousand AA&NHOPIs, regardless of insurance status or abil-
ity to pay (DHHS, 2009). However, the CHC system has also ex-
cluded many AA&NHOPIs because of its current Index of Medical 
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Underservice for determining MUAs (Weir et al., 2009). Increasing 
the range of comprehensive services and number of existing health 
centers is required to provide culturally appropriate health care to 
the growing AA&NHOPI population (BOC, 2008).

The current DHHS MUA methodology does not account for 
the unique health and social factors that affect AA&NHOPI and oth-
er ethnic and indigenous populations. LEP is a fundamental measure 
that should be included in the final updated methodology to iden-
tify MUAs. The number of LEP individuals in the United States is 
growing. For the purpose of this paper, LEP individuals are defined 
as those whose primary language is not English and are unable to 
speak, read, write, or understand English at a level that allows effec-
tive interaction with health care providers. More than fifty-five mil-
lion people speak a language other than English at home (19.7% of 
the population and an increase of 8 million since 2000) (BOC, 2000a, 
2008). More than twenty-five million (9% of the population and an 
increase of 3 million from 2000) speak English less than “very well” 
and are considered LEP. Eighty-four percent of federally qualified 
health centers provide clinical services daily to LEP patients, 45 per-
cent of CHCs see more than ten LEP patients a day, and 39 percent 
see from one to ten LEP patients a day (BOC, 2000c; NACHC, 2008; 
Weir, 2005). The national survey did not report results by center size, 
as smaller centers may lack language capacity. Patients best served 
in a language other than English at the Association of Asian Pacific 
Community Health Organizations’ (AAPCHO’s) twenty-one mem-
ber CHCs, which serve primarily AA&NHOPIs, average 51.2 per-
cent with a range of from 0.16 percent to as high as 99.8 percent. The 
AAPCHD average LEP rate is even higher at 68 percent when eight 
health centers in the state of Hawaii are excluded (DHHS, 2009). 
Thirty-five percent of AA&NHOPIs and more than 28 percent of 
Spanish speakers live in linguistically isolated households and some 
ethnic groups, such as the Vietnamese, have LEP rates as high as 62 
percent (see Figure 1).

Numerous studies indicate that health disparities are often 
magnified for patients who are LEP (Fox and Stein, 1991; Ghandi 
et al., 2000; Jacobs et al., 2003; Pitkin and Baker, 2000). Non-Eng-
lish speaking patients are less likely to use primary and preven-
tive care services and more likely to use emergency departments 
(Bernstein et al., 2002; Flores et al., 2003). They are less likely to be 
given follow-up appointments than English-speaking patients, use 
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fewer preventative services such as mammograms and cervical 
screening, and often are unaware of the need for these services. In 
addition, they are less likely to participate in health care programs 
in which they are eligible (Andrulis, Goodman, and Pryor, 2002). 
These barriers associated with patients who are LEP demonstrate 
the need for inclusion of the criteria of LEP in the Proposed Rule 
so that CHCs can better serve LEP AA&NHOPIs who are typically 
excluded due to outdated MUA designations. New recommenda-
tions are currently being considered, and the evidence presented 
in this brief supports inclusion of an LEP measure.

Methodology/Analysis
The purpose of this article is to demonstrate that the LEP in-

dicator can feasibly be utilized in DHHS’s proposed definition of 
MUA by providing evidence that (1) the data are scientifically reli-
able and (2) the data have proven useful in identifying areas with 
medically underserved AA&NHOPIs.

The NRM has been hesitant to include LEP data in the Pro-
posed Rule due to purported methodological issues. However, LEP 
data recently became available through the U.S. Census American 
Community Survey (ACS) and is estimated using a five-year aver-
age from 2005 to 2009 providing the most detailed and scientifi-
cally reliable data since the 2000 Census. The ACS is updated with 
current estimates annually. The definition of LEP uses the U.S. 
Census categories of ability to speak, read, and write English less 

Figure 1. Limited English Proficiency Rates 
Among AA&NHOPI Subgroups

Source: U.S. Census 2000.
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than “very well.” The data is available by census-tract geographic 
level through the five-year ACS data sets that will be updated an-
nually starting from 2005 to 2009 (BOC, 2009a, 2009b, 2009c).

Our efforts to develop an index of MUAs for AA&NHOPIs 
using LEP data clearly demonstrate that LEP is a feasible indicator 
in representing underserved areas nationally and distinguishing 
AA&NHOPI priority need areas. The Bureau of Primary Health 
Care (BPHC) uses a MUA index to determine federally qualified 
health centers’ budgetary allocations. BPHC’s MUA index utilizes 
poverty, population age sixty-five years and over, infant mortal-
ity, and primary care physician to 1,000 population ratio in its for-
mula (DHHS, 1995). In contrast, the AAPCHO alternative meth-
odology to identify medically underserved AA&NHOPI counties 
(MUACs) includes a standardized, weighted index, which is based 
on the BPHC’s index and utilizes U.S. Census and BPHC data sets. 
AAPCHO’s MUAC index uses AA&NHOPI poverty, primary care 
physician to 1,000 population ratio, AA&NHOPI population, and 
AA&NHOPI LEP. The most significant difference between the two 
indexes is that BPHC MUA applies to the general population and 
does not include LEP. (Please see Table 1 for a comparison of the 
indexes.)

Table 1: Comparison of Association of Asian Pacific Community 
Health Organizations (AAPCHO) Medically Underserved 

Asian American & Native Hawaiian and Other Pacific Islander 
(AA&NHOPI) County (MUAC) and Bureau of Primary Health Care 

(BPHC) Medically Underserved Area (MUA) Indices

Measure AAPCHO MUAC BPHC MUA

Population Rate for AA&NHOPIs
Rate for all populations 
age sixty-five years and 

older

Poverty Rate for AA&NHOPIs Rate for all populations

Physician Supply
Primary care physician full-
time equivalents (FTE) per 

1,000 population ratio

Primary care physician 
full-time equivalents (FTE) 
per 1,000 population ratio

Additional Measure Limited English proficiency Infant mortality

Original Source: Weir, Rosy Chang, Tseng, Winston, Yen, Irene H., and Jeffrey Caballero. 
2009. “Primary Health-Care Delivery Gaps Among Medically Underserved Asian American 
and Pacific Islander Populations.” Public Health Reports 124(6): 831-40.
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AAPCHO’s MUAC analysis identified the top counties with 
both the lowest AAPCHO MUAC scores and the largest AA&NHOPI 
populations, together indicating areas in which health services need 
expansion in order to more adequately serve AA&NHOPIs. We also 
compared the AAPCHO MUAC index with the National Asso-
ciation of Community Health Centers’ (NACHC) existing national 
MUA data and identified a number of “unserved counties” (those 
with more than 35.3% of residents living below 200% of federal pov-
erty level and lacking a CHC) (Weir et al., 2009). 

Findings
When we compared the AAPCHO MUAC index with oth-

er national MUA indexes at the county-level, we found that 138 
(51.9%) of the 266 AAPCHO MUACs were not designated as fed-
eral MUA counties. Of these unidentified 138 AAPCHO MUACs 
in the federal MUA index, twenty counties (14.8.%) had an 
AA&NHOPI population of ten thousand or more, and twenty-nine 
counties (21.0%) had an AA&NHOPI population of five thousand 
or more. The AA&NHOPI poverty and LEP rates for these coun-
ties on average were 28.5% and 44.6%, respectively (see Table 2). 
We also compared the unidentified 138 AAPCHO MUACs in the 
federal MUA index with the NACHC’s designations of “unserved 
counties” and found that only 23 percent, or 32 of the 138 AAP-
CHO MUACs, overlapped. Overall, these findings illustrate the 
value of using the LEP indicator to identify and compare national 
MUAs in addition to how the LEP indicator may be feasibly used 
in the Proposed Rule.

Recommendations
This article has demonstrated that: (1) LEP patients who en-

counter barriers to accessing health services are significant and 
increasing in number due to rapidly growing diverse ethnic popu-
lations, and that being LEP is a major barrier to health and health 
care delivery; (2) LEP data are scientifically reliable given its five-
year pooled data set measurement and are readily available from 
the ACS; and (3) LEP data can be feasibly used in national indexes 
and can distinguish gaps in services for underserved populations, 
as evidenced in AAPCHO’s aforementioned study. Based on these 
findings, we recommend that DHHS’s Proposed Rule use LEP as 
an indicator.
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Identifying more appropriate index indicators for DHHS’s 
Proposed Rule is more critical than ever, given the impending 
threat to health care reform and associated funding cuts that 
limit CHCs in their ability to serve existing patients and growing 
medically underserved AA&NHOPI populations nationally. The 
diversity of languages, relative population size, and other socio-
economic characteristics of AA&NHOPIs and other communities 
of color may lead many to understate the importance of LEP for 
inclusion in the Proposed Rule. However, without consideration 
of LEP, the Proposed Rule would neglect the unique health and 
social factors that affect medically underserved AA&NHOPI and 
other populations served by CHCs. As the number of underserved 
citizens continues to rise, the CHC program is more vital than ever 
to this country’s safety net. By including LEP in the new MUA 
index, we would be one step closer to assuring that underserved 
AA&NHOPI and other growing ethnic populations, such as La-
tinos, with sizable LEP populations could access health care ser-
vices. Overall, we need to support adequate and sustainable CHC 
funding in order to improve health care access for AA&NHOPIs 
and others who are uninsured or publicly insured, low income, 
and otherwise medically vulnerable, and thus reduce health dis-
parities for all.
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Notes
	 1.	 The term Asian American and Native Hawaiian and Other Pacific Islander 

is used in this article in order to adhere to the Office of Management 
and Budget standards for the classification of federal data on race 
and ethnicity.
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