
UCLA
UCLA Previously Published Works

Title
Is Primary Care Patient Experience Associated with Provider-Patient Language 
Concordance and Use of Interpreters for Spanish-preferring Patients: A Systematic 
Literature Review

Permalink
https://escholarship.org/uc/item/04n044h6

Authors
Quigley, Denise D
Qureshi, Nabeel
Predmore, Zachary
et al.

Publication Date
2024-03-05

DOI
10.1007/s40615-024-01951-z
 
Peer reviewed

eScholarship.org Powered by the California Digital Library
University of California

https://escholarship.org/uc/item/04n044h6
https://escholarship.org/uc/item/04n044h6#author
https://escholarship.org
http://www.cdlib.org/


Vol.:(0123456789)

Journal of Racial and Ethnic Health Disparities 
https://doi.org/10.1007/s40615-024-01951-z

Is Primary Care Patient Experience Associated with Provider‑Patient 
Language Concordance and Use of Interpreters for Spanish‑preferring 
Patients: A Systematic Literature Review

Denise D. Quigley1   · Nabeel Qureshi1 · Zachary Predmore2 · Yareliz Diaz2 · Ron D. Hays1,3

Received: 22 December 2023 / Revised: 8 February 2024 / Accepted: 13 February 2024 
© The Author(s) 2024

Abstract
Background  Healthcare provided by a bilingual provider or with the assistance of an interpreter improves care quality; 
however, their associations with patient experience are unknown. We reviewed associations of patient experience with 
provider-patient language concordance (LC) and use of interpreters for Spanish-preferring patients.
Method  We reviewed articles from academic databases 2005–2023 following the Preferred Reporting Items for Systematic 
Reviews and Meta-Analyses guidelines and Joanna Briggs Institute Checklists to rate study quality. We reviewed 217 (of 
2193) articles, yielding 17 for inclusion.
Results  Of the 17 included articles, most articles focused on primary (n = 6 studies) or pediatric care (n = 5). All were cross-
sectional, collecting data by self-administered surveys (n = 7) or interviews (n = 4). Most assessed the relationship between 
LC or interpreter use and patient experience by cross-sectional associations (n = 13). Two compared subgroups, and two 
provided descriptive insights into the conversational content (provider-interpreter-patient). None evaluated interventions, 
so evidence on effective strategies is lacking. LC for Spanish-preferring patients was a mix of null findings (n = 4) and 
associations with better patient experience (n = 3) (e.g., receiving diet/exercise counseling and better provider communica-
tion). Evidence on interpreter use indicated better (n = 2), worse (n = 2), and no association (n = 2) with patient experience. 
Associations between Spanish-language preference and patient experience were not significant (n = 5) or indicated worse 
experience (n = 4) (e.g., long waits, problems getting appointments, and not understanding nurses).
Conclusion  LC is associated with better patient experience. Using interpreters is associated with better patient experience 
but only with high-quality interpreters. Strategies are needed to eliminate disparities and enhance communication for all 
Spanish-preferring primary care patients, whether with a bilingual provider or an interpreter.

Keywords  Patient experience · Clinician and group CAHPS survey · Primary care · Quality of care

 *	 Denise D. Quigley 
	 quigley@rand.org

	 Nabeel Qureshi 
	 nqureshi@prgs.edu

	 Zachary Predmore 
	 zpredmor@rand.org

	 Yareliz Diaz 
	 ydiaz@rand.org

	 Ron D. Hays 
	 drhays@ucla.edu

1	 RAND Corporation, 1776 Main Street, Santa Monica, 
CA 90407‑2138, USA

2	 RAND Corporation, 20 Park Plaza, Suite 910, Boston, MA, 
USA

3	 David Geffen School of Medicine & Department 
of Medicine, UCLA, 1100 Glendon Avenue, Los Angeles, 
CA 90024‑1736, USA

http://orcid.org/0000-0002-3815-908X
http://crossmark.crossref.org/dialog/?doi=10.1007/s40615-024-01951-z&domain=pdf


	 Journal of Racial and Ethnic Health Disparities

Introduction

As of 2020, 19% (62.1 million) of the United States (U.S.) 
population was Hispanic, increasing from 16% (50.5 mil-
lion) in 2010 [1]. The Hispanic population is estimated 
to reach 106 million, consisting of roughly 30% of the 
U.S. population, by 2050 [2]. In addition, the 2020 U.S. 
census estimated that 28% of Hispanics in the U.S. have 
limited English proficiency (29.7 million). These demo-
graphic shifts have consequences for high-quality health-
care delivery. As the Hispanic population grows, with a 
significant portion preferring Spanish due to limited Eng-
lish proficiency, healthcare organizations will continue 
to be faced with the challenges of ensuring high-quality 
patient-provider communication and determining whether 
they are providing high-quality language services to their 
patients and families.

Hospitals and other healthcare organizations that 
receive federal funding, such as Medicare or Medicaid 
payments, are required to provide formal professional 
interpreter services to individuals with limited English 
proficiency through Title VI of the Civil Rights Act of 
1964 [3] and Executive Order 13,166 [4].

Despite this Federal requirement, non-English-pre-
ferring patients are not always ensured access and sup-
port from interpreters when needed. Nationally, fewer 
than one-third of outpatient physicians reported regularly 
using trained professional interpreters when communicat-
ing with non-English preferring patients [5], based on the 
2016 national cultural and linguistically appropriate ser-
vice (CLAS) physician survey prepared by the National 
Committee for Quality Assurance, which is a cross-sec-
tional survey of non-federally employed, office-based 
physicians conducted by the Centers for Disease Control 
and Prevention [6]. This is to some extent due to the vari-
ety of strategies employed for supporting communica-
tion for non-English-preferring patients: use of bilingual 
providers, formal professional interpreters (in person, via 
phone, via video), ad hoc medical interpreters (i.e., bilin-
gual employees such as nurses, clerks), or interpretation 
through family or friends.

Poor-quality communication with physicians and nurses 
due to limited English proficiency of patients leads to 
worse patient experiences with care and negative clinical 
experiences [7–10]. Language barriers, inadequate inter-
preter use, and poor provider-patient communication or 
miscommunication are associated with an increased risk 
of serious medical events such as prescription drug com-
plications [11]. This can occur for many reasons, including 
miscommunications between providers and patients about 
symptoms that lead to misdiagnosis or miscommunica-
tions after a correct diagnosis that result in inadequate or 

inaccurate patient education about medications [12, 13]. 
Effective communication between providers and patients 
is a critical aspect of delivering high-quality care [14–21].

Many strategies are suboptimal in the primary care set-
ting. For example, providing on-site professional interpreters 
in busy clinics may be expensive and lead to delays in care. 
Using family and friends as interpreters can compromise 
patient confidentiality and may result in misinterpretation 
of medical terms. Using bilingual employees at the clinic 
takes these staff away from their assigned work, impacting 
the flow and pace of providing care. There is evidence that 
a language-concordant physician is preferable to an inter-
preter for receiving the best medical care and care experi-
ence [22–24], but the pool of potential providers who are 
qualified as bilingual is often not adequate [25].

Previous Reviews on Use of Interpreters  The most current 
literature reviews, both conducted more than 15 years ago, 
provided evidence on use of interpreters in primary care 
in the U.S. A literature review from 2005 on the impact of 
interpreter services in the U.S. included 36 articles (11 stud-
ies on primary care) [26–34] published between 1996 and 
2003 and found that the overall quality of care is improved 
by use of either formal interpreter services or care from 
a bilingual provider [35]. One included study found that 
patients with limited English proficiency who needed but 
did not receive formal interpreter services did not have a 
good understanding of their diagnosis or treatment plan [26]. 
Furthermore, three of the studies indicated that when similar 
patients received ad hoc interpreter services, those interpret-
ers often did not relay all the information shared by the pro-
vider, potentially leading to negative clinical consequences 
[27, 28, 36]. Two studies found that the use of interpreters 
was associated with less time for the patient to voice their 
concerns because translation time had the provider spend 
more time gathering the same information they gather with 
English-preferring patients [31, 36]. Overall, this review 
found evidence that care by a bilingual provider and care 
with the support of a formal interpreter were the two most 
promising strategies but acknowledged that future research 
is needed comparing whether different interpreter types have 
differential effects on patient experiences of care.

The second literature review from 2007 compared the 
use of professional interpreters to ad hoc interpreters for 
limited English proficient patients in the U.S. This review 
included 28 articles (8 on primary care) [28–32, 37–39] pub-
lished between 1996 and 2005 and found that professional 
interpreters improved the quality of care by reducing com-
munication errors, increasing patient understanding of their 
care, and improved clinical outcomes and overall patient 
experiences of care [40]. These patterns were similar, but 
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weaker for the use of mixed interpreter groups (ad hoc and 
professional), suggesting that there is less benefit from ad 
hoc interpreters compared to professional interpreters. In 
addition, Kuo and Fagan (1999) reported that both providers 
and patients were more satisfied with professional in-person 
interpreters than with ad hoc staff interpreters. The evidence 
in this review showed strong benefit for the use of profes-
sional interpreters; however, it was noted that the quality of 
interpretation varies by the competency of the interpreter.

Previous Reviews on Language Concordance  The most cur-
rent literature review on patient-provider language concord-
ance from 2019 included eight [41–48] studies on primary 
care in the U.S. [43]. One study found that language con-
cordance for Spanish-preferring patients was not associated 
with any differences in perceived quality of well child [41] 
visits. Additionally, two studies [42, 44] found that language 
concordance is associated with more Spanish-preferring 
patients discussing lifestyle modifications with their provid-
ers and having more accurate recall of changes discussed at 
healthcare visits. Yet, another study found language con-
cordance to be associated with a decrease in language barri-
ers for patients wanting to communicate with their provider 
after hours [48]. The limited evidence on language concord-
ance indicates a need to review evidence on the impact of 
language concordance on patient experience for Spanish-
preferring patients in primary care settings.

Research to supply healthcare organizations with effective 
language support strategies for primary care is still needed 
and increasingly in demand across the U.S. To update the 
review of evidence, we examined and synthesized articles 
published since these previous reviews on the use of medical 
interpreter services and language concordance during pri-
mary care visits with Spanish-preferring patients on patient 
experience. The aim of the review is also to examine the 
associations of patient experience with provider-patient lan-
guage concordance (LC) and use of interpreters for Spanish-
preferring patients in primary care as well as to identify 
strategies that have been shown to improve the experience 
of Spanish-preferring patients in primary care.

Methods

We adhered to the Preferred Reporting Items for System-
atic Reviews and Meta-Analyses (PRISMA) guidelines 
(see Checklist Table, Online Resource 1, which is PRISMA 
checklist) [49, 50].

Data Sources and Searches  We applied a structured search 
strategy to PubMed (using OVID Medline), Web of Sci-
ence, Scopus, Cochrane Database of Systematic Reviews 

(via Wiley), APA PsycInfo, Cumulative Index of Nursing 
and Allied Health Literature (CINAHL), and a search of the 
Cochrane Library to identify peer-reviewed U.S. English-
language articles from January 1, 2005, to January 31, 2023. 
Online Resource 2 (see Online Resource 2, which shows the 
search strategy) provides our keywords and Boolean opera-
tor strategy. To be included, an article needed at least one 
primary care term, one language/interpreter term, and one 
patient experience term.

Screening  We (blinded; Authors1,2,3) reviewed titles and 
abstracts of identified articles. After an initial 30-study 
review by the full team to establish consistency across 
reviewers, individual reviewers independently screened 
abstracts for inclusion. All titles and abstracts were double-
reviewed (blinded; Authors1&2 or Authors1&3). If initial 
assessments differed, reviewers discussed discrepancies and 
resolved disagreements, including discussion of the rationale 
for each initial assessment, definitions of relevant criteria, 
and any needed updates to definitions/criteria used, in order 
to reach consensus on inclusion.

Data Abstraction and Quality Assessment  Reviewers 
(blinded; Authors1,2,3) abstracted information into a form 
noting: first author and year; objective; and relevant find-
ings; study design (descriptive, comparative, correlational, 
experimental); study type (randomized control, case con-
trol, cohort, cross-sectional); statistical approach; methods; 
control variables; sample size; type of ambulatory care; 
sample description; population description; main and sec-
ondary outcomes; patient experience measures and time-
frame; languages evaluated; disparities evaluated, if any; 
and limitations.

Each of the three reviewers abstracted 10 articles after 
which the team met and discussed these articles and the 
abstraction process including a review of the definition of each 
abstracted data element, level of detail to capture/document, 
key important information for each abstracted data element, 
and how to flag articles that need discussion or questions con-
cerning the inclusion of the article. Once we ensured that all 
three reviewers employed a similar abstraction approach, arti-
cles were assigned equally to individual reviewers for abstrac-
tion. After initial abstraction, a second reviewer examined each 
article to ensure the accuracy of abstracted content and, where 
necessary, discussed it with the team to reach consensus. Fig-
ure 1 details our screening and inclusion process.

The lead reviewer (blinded; Author1) provided a final 
review of the abstracted information to gain consistent detail 
(sample size, p-values) for constructing tables.

All twenty-two abstracted articles were cross-sectional, 
so we assessed their study quality using the Joanna Briggs 
Institute (JBI) Checklist for Analytical Cross-Sectional 
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Studies for quantitative studies [51, 52] and the JBI Check-
list for Qualitative Research for the two studies that used 
primarily qualitative research techniques [52]. We chose 
the JBI checklists because they are widely used and had 
checklists for many types of studies [53]. We excluded five 
cross-sectional studies because they did not possess at least 
six of eight cross-sectional study JBI Checklist for Ana-
lytical Cross-Sectional Studies elements. These excluded 
studies conducted and reported information about exposure 
and outcomes but did not report information on sample 
selection and/or did not control for confounding factors in 
analysis. We did not exclude any qualitative research stud-
ies because both met the threshold of at least seven of ten 
qualitative study JBI Checklist for Qualitative Research ele-
ments. Online Resource 3 and Online Resource 4 list the 
elements of the JBI Checklist for Analytical Cross-Sectional 
Studies and the JBI Checklist for Qualitative Research for 
each included article, respectively (see Online Resource 
3 and Online Resource 4, which provides study quality 
data for included cross-sectional and qualitative studies, 
respectively).

Results

As shown in Fig. 1, the search identified 2183 unique arti-
cles and a grey literature search identified 10 additional arti-
cles. After article and title screening and full-text review, 22 

articles were abstracted and rated for study quality. During 
the screening and review process, we excluded articles that 
were not about language, medical interpreters, or Hispanic 
or Spanish-preferring patients (n = 1020), were not primary 
care (n = 851), did not include patient experience outcomes 
(n = 40), were not patient experience (n = 26), were not 
conducted in the U.S. (n = 104), were a literature review 
(n = 27), and were not empirical studies (i.e., commentaries) 
(n = 103). We excluded studies with poor study quality rat-
ings (n = 5). In total, 17 articles remained for our synthesis.

Examination of Included Studies

First, we review the types of primary care settings and popu-
lations, study types and design, and statistical methods used.

Type of Care and Patients  Eleven of 17 studies focused on 
general primary care settings including adult primary care 
(six studies) [44, 54–58] and pediatric primary care (five 
studies) [41, 59–62]. The other six studies examined a spe-
cific primary care patient population including primary care 
for patients with diabetes (four studies) [63–66], primary 
care focused on mental and behavioral health (one study) 
[67], and primary care interfacing with specialty care for 
adult patients who underwent teleretinal imaging within a 
federally qualified health center (FQHC) and were referred 
by their PCP to an ophthalmologist (one study) [68]. Online 
Resource 5 summarizes the main study topic, methods, 

Fig. 1   PRISMA flow diagram
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population, measures, and data collection timeframe for each 
included study organized by setting (see Online Resource 5, 
which provides detailed study descriptions).

Study Types and Statistical Methods  All 17 included stud-
ies were cross-sectional, with seven studies using patient 
surveys [41, 55, 57, 58, 60–62] (two of which used the 
Clinician and Group Consumer Assessment of Healthcare 
Providers and Systems (CG-CAHPS) 2.0 patient experience 
survey [55, 62], including one study that also audio-recorded 
patient visits) [57], four patient phone interviews [63, 64, 
67], two household surveys [56, 59], one conducted patient 
interviews post-visit [54], one conducted focus groups [66], 
and two used retrospective chart review [44, 68]. Fifteen 
included regression analysis (nine using linear regression 
[41, 55, 59–65], five logistic regression [44, 56, 58, 67, 68], 
and one negative binomial regression) [57]. Of the 15 stud-
ies for which investigators controlled for variables in the 
modeling, 15 [41, 44, 55–57, 59–65, 67, 68] controlled for 
patient characteristics and six [41, 55, 57, 58, 60, 65] con-
trolled for health system or clinic factors (e.g., clinic site 
or specialty), and one [57] controlled for provider factors. 
Patient covariates included age (n = 12) [44, 55–57, 59–65, 
67], gender (n = 6) [55–57, 63–65], insurance status (n = 6) 
[41, 44, 55, 56, 64, 67], race (n = 3) [59, 62, 65], ethnicity 
(n = 3) [59, 62, 65], marital status (n = 4) [41, 55, 56, 67], 
and chronic conditions (n = 4) [44, 62, 67, 68]. The only pro-
vider factors identified in the review were provider gender 
and professional status in one study [57]. Health system or 
clinic factors were included but only to control for random 
fixed effects for site of care or clinic location (n = 6) [41, 55, 
57, 58, 60, 65].

Eleven studies conducted patient-level analysis [55, 56, 
58–62, 64–66, 68]; of these, three [55, 59, 62] included the 
CG-CAHPS survey or used CG-CAHPS survey items, one 
[60] the Communication Assessment Tool (CAT) survey, 
one [61] the Parents’ Perception of Primary Care (P3C) sur-
vey, one [65] included the Interpersonal Processes of Care 
(IPC) survey, one [66] qualitative study used a study-specific 
focus group protocol, and the remaining four [56, 58, 64, 68] 
used a study-specific patient experience survey.

Four studies conducted provider-patient analysis [41, 44, 
63, 67], including one [44] study that reviewed patient charts 
to document counseling on lifestyle changes; two studies that 
assessed provider communication, with one [41] using the 
Promoting Health Development Survey (PHDS) and another 
[63] the Interpersonal care (IPC) measures of communica-
tion; and one [67] study assessed patient-provider communi-
cation using a study-specific survey tool that assessed mental 
health needs in the past 12 months. Two studies conducted 
visit-level analysis [54, 57], including one [54] qualitative 
study of patients immediately after their appointment and 

one [57] study that coded recorded interactions between a 
patient and provider to identify patient-centered dialogue, 
and patient ratings of provider listening behavior.

Examination of Evidence

Here, we review the evidence on the relationship between 
language concordance, the use of medical interpreters, and 
language preference and patient experience in primary care 
for Spanish-preferring patients.

The studies primarily used patient experience measures to 
assess associations (n = 13 studies) between either language 
concordance, use of interpreters, or language preference and 
their association with patient experience (Table 1). Two 
studies used patient experience measures to assess differ-
ences by subgroups, two studies were descriptive, and none 
evaluated interventions. Table 2 summarizes the associations 
of language concordance, use of interpreters, or Spanish lan-
guage preference with better, worse, or no association with 
patient experience.

Associations Between Language Concordance and Patient 
Experience  The evidence on language concordance for 
Spanish-preferring patients in primary care shows a mix of 
null findings (4 studies) and associations with better patient 
experience (3 studies), in terms of receiving lifestyle coun-
seling for diet and exercise [44], better interpersonal care 
processes (i.e., better clarify of communication, more elic-
ited concerns, explained results, more respectful/compas-
sionate provider interactions, more shared decision-making) 
[63], and better provider communication (i.e., more proac-
tive and interaction communication) [65]. In addition, one 
study also examined health literacy in relation to language 
concordance and its association with patient experience and 
found significant associations between limited health literacy 
and worse patient experience (i.e., provider proactive and 
interactive communication) for Spanish-preferring patients 
seeing providers who speak Spanish (i.e., Spanish-concord-
ant patients) [65], but not for Spanish-discordant patients. 
Furthermore, another study examined and found associations 
between providers’ self-reported cultural competence and 
better pediatric care experiences (i.e., more family-centered 
care, more helpfulness of care) [41].

Associations Between Use of Interpreters and Patient Experi‑
ence  The evidence on the use of interpreters for Spanish-
preferring patients in primary care is limited and a mix of 
studies finding better (two studies), worse (two studies), 
and no association (two studies) with patient experience. 
The use of interpreters was associated with better provider 
communication and staff courteousness (two studies), bet-
ter access to care, and higher overall rating of care (one 
study each). Worse patient experience was found with the 
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use of interpreters in studies that examined the content of 
interpreted conversations (two studies) finding significantly 
fewer statements conveyed by the interpreter (as compared 
to statements in the same encounter by the provider or by the 
patient) about medical information, medical questions, emo-
tional statements, facilitation, lifestyle information/questions 
[57], and more content revisions, reductions, and omissions 
of provider-patient primary care discussions [54].

Associations Between Spanish‑Language Preference and 
Patient Experience  Evidence on Spanish-language prefer-
ence and its association with patient experience in primary 
care shows a mix of null findings (five studies) and worse 
patient experience (four studies). Spanish-language prefer-
ence was associated with higher likelihood of wait times 
longer than an hour, difficulty getting information/advice 
over the phone, and no regular source of care or lack of con-
tinuity of care [56]; lower likelihood of being comfortable 
asking nurse questions, understanding nurses, and having 
medical problems resolved by end of the visit [58]; worse 
provider communication [60]; and for foreign-born (both 
Spanish-preferring and English preferring) parents and pro-
vider communication problems [59].

Online Resource 6 provides detailed study findings for 
patient experience measures grouped by setting (see Online 
Resource 6, which reviews relevant findings).

Discussion

Our systematic review of 17 cross-sectional studies both 
confirmed that Spanish-preferring patients have worse 
patient experience in primary care [56, 58–60] and identi-
fied support for both promoting language concordant care 
[44, 63, 65] and for using formal, high-quality interpreters 
[55, 62] to improve patient experiences of primary care for 
Spanish-preferring patients. Studies indicated that a patient’s 
Spanish-language preference was associated with not having 
a regular source of care, lack of continuity of care, longer 
wait times, difficulty getting information and/or advice over 
the phone, being uncomfortable asking nurses questions, 
not understanding nurses, not having medical problems 
resolved by end of the visit, and having more provider com-
munication problems. Language concordant primary care for 
Spanish-preferring patients improved several aspects of their 
experiences: Spanish-preferring patients who saw bilingual 
providers had better patient experiences in that they received 
lifestyle counseling on diet and exercise, raised more con-
cerns, engaged in more shared decision-making, had results 
explained better, gained more clarification, had more pro-
active and interactive patient-provider communication, and 
more respectful and compassionate provider interactions. No 

evidence was found to address, however, the access and con-
tinuity issues identified for Spanish-preferring patients (i.e., 
not having a regular source of care, lack of continuity of 
care, longer wait times, difficulty getting information, and/
or advice over the phone). Furthermore, when a Spanish-pre-
ferring patient was seen by a provider not fluent in Spanish 
(i.e., language-discordant care) and a formal interpreter was 
used, Spanish-preferring patients experienced better access 
to care, provider communication, and staff courteousness 
and rated their overall care higher. However, no evidence 
was found to address continuity of care, interactions with 
nurses, and having medical issues resolved at the end of the 
visit identified by Spanish-preferring patients. Additionally, 
when examining the content of interpreted conversations, 
studies generally found worse patient experiences [54, 57]. 
Interpreted conversations (compared to those with bilin-
gual providers) conveyed less medical information, fewer 
medical questions and emotional statements, less facilitative 
statements, and information or questions about lifestyle. In 
addition, interpreted conversations also had more content 
revisions, reductions, and omissions. Interpreted conversa-
tions as a result are highly edited and different than bilingual 
conversations.

Evidence for this review on Spanish-language prefer-
ence and its association with patient experience in primary 
care showed a mix of null findings (five studies) and worse 
patient experience (four studies). This supports the previ-
ous evidence (prior to 2005) that racial/ethnic and linguistic 
minorities tended to report worse care than did Whites and 
that linguistic minorities reported worse care than did racial 
and ethnic minorities [7–10].

Promoting bilingual providers and language concordant 
care is important for several reasons. First, language con-
cordant care eliminates the time a provider spends engag-
ing an interpreter, in theory allowing more provider time 
with the patient to address care needs. Second, language 
concordant care allows a more open interchange of informa-
tion between patient and provider with less time needed for 
explanations related to language or the meaning of medi-
cal terms. However, the need for bilingual providers pre-
sents several challenges. It requires that medical groups and 
practices ensure that a provider is bilingual and qualified to 
conduct a medical visit in Spanish, so that the benefits in 
communication in the same language can occur. Relying 
on insufficient Spanish language fluency on the part of the 
provider is like relying on ad hoc interpreters, as both have 
high likelihood of poor or miscommunication, loss of infor-
mation, and limited sharing and exchange. These challenges 
can potentially be overcome by targeted provider training, 
recruitment initiatives, or policy changes that encourage 
bilingualism in healthcare providers and staff. Further-
more, the pool of potential providers qualified as bilingual 
is often not adequate and may never be adequate, raising 
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the need for additional strategies to support provider-patient 
communication.

Health literacy levels for Spanish-preferring patients 
vary, are generally lower than the general U.S. population 
[69, 70], and what drives it is not well understood [71]. 
Multiple systematic reviews have examined interventions 
to support health literacy, though most have focused on a 
specific chronic disease [72, 73]. Other reviews focus on 
individuals who are immigrants from Mexico or who are 
Spanish-preferring and identify limited evidence on the 
types of interventions effective to support health literacy 
[74, 75]. One education-based strategy has been rigorously 
studied and showed to improve both overall care and health 
literacy levels among Spanish-preferring patients, but that 
strategy focuses on the patient rather than the clinicians pro-
viding health information [76, 77]. As such, it is important 
not only to have literal translation of medical information, 
but translation that accounts for differences in health literacy 
and is both culturally competent and provided within the 
context of cultural humility (i.e., providers connecting to 
patients in a meaningful way through understanding their 
cultural background, needs, and preferences) [78]. Interven-
tions, beyond translation, can be employed to address health 
literacy barriers and promote culturally competent, sensitive 
communication.

The strategy of providing professional, high-quality inter-
preters is challenging because the content of interpreted con-
versations is not equivalent to conversations with bilingual 
providers. Our review found evidence that much is “lost in 
translation,” meaning that during the translating process of 
converting one language to another some of the original 
meaning and intent is not conveyed or captured. Providing 
professional interpreters requires that medical groups and 
practices ensure that providers have access to high-quality 
translation (i.e., high-quality culturally competent and cul-
turally sensitive interpreters who have medical interpreta-
tion training so that they understand medical conditions, 
medication, and medical terms that are used across mul-
tiple countries of origin). This starts with engaging with a 
high-quality interpretation service but also to conducting 
audits, soliciting feedback from providers and patients of 
the quality of interpretation, and the efficiency of setting up 
the interpretation service. Previous literature has shown that 
having culturally competent and culturally sensitive provid-
ers reduces disparities in care [79]. A review of systematic 
reviews found interventions to support provider cultural 
competency and sensitivity led to improvements in provider 
outcomes like knowledge, skills, and attitudes (i.e., through 
healthcare providers being capable and willing to work with 
their patients to ensure that that are both understanding and 
being understood) and weaker evidence on interventional 
effects on patient outcomes, including patient experience 
[80, 81].

Interpretation services could also allow medical contracts 
to only utilize interpreters with medical training and pos-
sibly provide the provider at each visit to be able to select 
the country of origin of the interpreter to best match that 
of the patient/family’s country of origin to maximize the 
use of similar and culturally competent language usage, also 
broadening interpreter training to more fully appreciate the 
importance of dialogue that captures patient-centered ele-
ments of communication and strategies to effectively convey 
these types of interchange and discussion. It is also impor-
tant to recognize the role of active listening and non-verbal 
sensitivity in accurately identifying patient emotion as part 
of the interpretation process [57]. Toward this aim, future 
research should examine characteristics of interpreters (e.g., 
type of training, country of origin, ethnicity) in relation to 
the experiences of Spanish-preferring patients. Such findings 
may guide public health decision-makers toward specific 
quality improvement initiatives such as interpreter training 
in cultural sensitivity.

Providing bilingual written information and aides specific 
to medications and common conditions for both providers 
and interpreters can assist in facilitating ensured patient-
provider understanding. Interventions are needed that train 
clinicians to customize information given to patients based 
on their health literacy level, and self-management support 
interventions, including group visits, telephone case man-
agement, and increased use of bilingual community health 
workers (or promotoras) [64] as navigators to improve qual-
ity of care. Provider training should emphasize a provider’s 
use of techniques such as “teach-back” and reducing the use 
of medical jargon to increase the chances of having more 
interactive communication with Spanish-preferring patients 
[65].

In addition to high-quality culturally competent inter-
preters, evidence from our review indicates that bilingual 
patient navigators hired at primary care clinics may be a 
strategy to reduce linguistic and cultural barriers to care 
[60]. These navigators can take many steps to improve 
patient experiences with care, including helping patients to 
make follow-up appointments, manage referrals (including 
with specialists who may not have Spanish-speaking front 
desk employees or call centers), and educate patients on their 
conditions and treatment options by spending more time 
talking to them after the visit. There also may be additional 
financial support available for primary care clinics to pro-
vide such navigation services, as the Centers for Medicare 
and Medicaid Services have proposed and are finalizing a 
rule that allows for reimbursement for navigation services 
for patients with high-risk conditions [82]. Moreover, poli-
cymakers ought to examine both the implementation of 
services aimed at mitigating the effects of language barri-
ers as well as the implementation of existing federal and 
state legislation [56]. Policymakers could also support the 
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implementation of language strategies by including reim-
bursement for navigation services and by addressing adher-
ence to federal and state legislation regarding translation and 
the use of interpreters.

Furthermore, given the many null findings across both the 
strategies of language concordance care and using profes-
sional interpreters with patient experiences as well as the 
inherent challenges identified with both language concordant 
care and the use of interpreters, our review emphasizes that 
supportive language strategies are needed for all Spanish-
preferring primary care patients whether they are cared for 
by qualified Spanish-speaking providers or need an inter-
preter during a primary care visit. Our review also points 
out that interpreter services are important to ensure patients 
and providers understand each other but is not sufficient if 
the translation is not of a high-quality and the time spent 
cannot cover all necessary content. The evidence identified 
one study that found that Spanish-preferring patients with 
bilingual providers also needed enough health literacy to 
effectively communicate about their health and understand 
the specifics of the healthcare interaction. On the other hand, 
another one study found that providers must have enough 
cultural competence, humility/sensitively to effectively 
communicate with a patient in a way that recognizes and 
accounts for a wide array of patient cultural backgrounds 
even if patients and the provider speak the same language.

Of note, all studies were cross-sectional (rather than ran-
domized control, case control, cohort), which is typical of 
studies that are examining a cross-section of patients that 
seek care in the primary care setting and utilize patient 
experience measures as outcomes. Cross-sectional stud-
ies of examining changes in patient experience are also 
typically analyzed through the use of regression control-
ling for patient-, provider-, and clinic-level characteristics. 
The quality and utility of patient experience survey meas-
ures also varied. The use of objective measures of patient 
experience, such as Consumer Assessment of Healthcare 
Providers and Systems (CAHPS®) surveys which measure 
the frequency of actions and are the national standard for 
patient experience measurement, should be used more fre-
quently in research, rather than measures with scales that 
capture patient perceptions of satisfaction that are subjec-
tive in nature. Thus, to identify evidence-based interventions 
that are generalizable across the various ambulatory care 
settings, research is needed with stronger designs such as 
randomized control studies and case control studies and rely 
on objectively measured outcomes of patient experience that 
are comparable (i.e., CAHPS measures).

Limitations  This review has several potential limitations. 
Studies in which patient experience was not the focus 
or main outcome, and hence not mentioned in title or 
abstract, may have been missed. Also, there was substantial 

heterogeneity in the aspects of patient experience assessed 
and methods of patient experience data collection across our 
included studies. Therefore, we present a range of patient 
experiences for each strategy of interest. Our review, how-
ever, does identify 17 relevant articles that examine the use 
of medical interpreters in primary care for Spanish-prefer-
ring patients on patient experience, providing insights about 
medical interpreters and language concordance for Spanish-
preferring patient experiences of care. However, much of the 
evidence about language concordant care or use of inter-
preters also identified null findings for patient experience. 
Importantly, however, our review underscores the impor-
tance of language concordant care, and the use of profes-
sional interpreters as did the reviews from over 15 years ago.

Research is needed that examines the influence that lan-
guage concordance and interpreter use has on access and 
continuity of care for Spanish-preferring patients (i.e., not 
having a regular source of care, lack of continuity of care, 
longer wait times, difficulty getting information, and/or 
advice over the phone) as well as the need for interpreter 
service support for interactions with nurses in primary care, 
and ensuring that medical issues resolved at the end of the 
visit for all patients that are Spanish-preferring patients. 
Research is also needed to identify specific actions that can 
be integrated into the primary care workflow that support 
language needs. Such strategies need to be developed and 
tested so that healthcare organizations have available to them 
evidence-based strategies targeted at language support for all 
Spanish-preferring primary care patients whether they are 
cared for by qualified Spanish-speaking providers or need an 
interpreter. Additional research examining the lived experi-
ences of Spanish-preferring patients and the primary care 
providers who care for them would be beneficial to under-
stand the specific actions and strategies at the clinic-level, 
provider-level, interpreter-level, and patient-level could 
enrich how the use of language concordance and medical 
interpreters can support high-quality patient experiences for 
Spanish-preferring patients in the U.S.

Conclusion

Past reviews identified that primary care with a bilingual 
provider or with the support of a formal interpreter improves 
overall care quality, but research was lacking on the associa-
tions with patient experience. Professional (versus ad hoc) 
interpreters in primary care were known to reduce commu-
nication errors, improve overall clinical care, but research 
was needed on interpreter quality and aspects of patient 
experience.

Our review found that Spanish-language preference 
by patients continues to be associated with worse patient 
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experience. Evidence shows that language concordant provider-
patient care is associated with better patient experience how-
ever may be challenged by Spanish-preferring patient’s limited 
health literacy or low levels of provider cultural competency. 
There are challenges in having an adequate pool of Spanish-
qualified providers. Using professional interpreters is also asso-
ciated with better patient experience but requires that medical 
groups and providers pay very close attention to whether their 
interpreter services are providing high-quality interpretation so 
that the use of interpreters does ensure comprehensive, effec-
tive patient-provider communication is achieved. Research is 
lacking in key areas of patient experience (such as continuity of 
care, ensuring reasons for visit are addressed, and translation for 
nurse communication conversations) related to language con-
cordance and interpreter use for Spanish preferring patients. 
Policymakers, clinicians, leaders of ambulatory medical 
groups, and researchers need to re-engage in work that aims to 
understand, identify, and ultimately improve linguistic support 
for Spanish-preferring patients in primary care. As a result, sup-
portive, evidence-based language strategies are needed to elim-
inate disparities that exist for all Spanish-preferring primary 
care patients whether they are cared for by qualified Spanish-
speaking providers or need an interpreter. Research is needed 
to identify specific actions and evidence-based strategies that 
enrich how the use of language concordance and of medical 
interpreters can better support high-quality patient experiences 
for Spanish-preferring patients in the U.S.

Supplementary Information  The online version contains supplemen-
tary material available at https://​doi.​org/​10.​1007/​s40615-​024-​01951-z.

Acknowledgements  We acknowledge Jody Larkin’s assistance with 
the literature searches for this study.

Author Contribution  Dr. Quigley conceptualized and designed the 
study; lead the systematic search, screening, review, and abstraction 
team; analyzed and interpreted the data; drafted the article; revised the 
article critically for important intellectual content; and was involved 
in final approval.

Dr. Predmore was on the systematic search, screening, review, and 
abstraction team; analyzed and interpreted the data; and drafted the 
article; and was involved in the final approval.

Mr. Qureshi was on the systematic search, screening, review, and 
abstraction team; analyzed and interpreted the data; and drafted the 
article.

Ms. Diaz drafted the article and was involved in final approval.
Dr. Hays revised the article critically for important intellectual con-

tent and was involved in final approval.

Funding  Open access funding provided by SCELC This study was 
funded by cooperative agreements from the Agency for Healthcare 
and Research Quality (AHRQ) (contract number U18HS025920 and 
U18HS029321).

Data Availability  Data sharing is not applicable for this article as no 
datasets were generated or analyzed during the current study.

Declarations 

Competing Interests  The authors declare no competing interests.

Open Access  This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

References

	 1.	 Jones N, Marks R, Ramirez R, et al. 2020 Census illuminates 
racial and ethnic composition of the country Washington, DC: 
United States Census Bureau; 2021 [Available from: https://​
www.​census.​gov/​libra​ry/​stori​es/​2021/​08/​impro​ved-​race-​ethni​
city-​measu​res-​reveal-​united-​states-​popul​ation-​much-​more-​multi​
racial.​html. Accessed 14 Dec 2021.

	 2.	 Passel JS, Cohn DV. U.S. population projections: 2005–2050. 
Washington, DC: Pew Research Center; 2008.

	 3.	 Office of the Assistant Secretary for Administration & Manage-
ment. Title VI, Civil Rights Act of 1964 Washington, DC: U.S. 
Department of Labor; [Available from: https://​www.​dol.​gov/​agenc​
ies/​oasam/​regul​atory/​statu​tes/​title-​vi-​civil-​rights-​act-​of-​1964. 
Accessed October 11.

	 4.	 Civil Rights Division, U.S. Department of Justice. Executive 
Order 13166 Washington, DC: U.S. Department of Justice; 2022 
[Available from: https://​www.​justi​ce.​gov/​crt/​execu​tive-​order-​
13166. Accessed 11 Oct 2022.

	 5.	 Schulson LB, Anderson TS. National estimates of professional 
interpreter use in the ambulatory setting. J Gen Intern Med. 
2022;37:472–4. https://​doi.​org/​10.​1007/​s11606-​020-​06336-6.

	 6.	 National Committee for Quality Assurance. A practical guide to 
implementing the national CLAS standards: for racial, ethnic and 
linguistic minorities, people with disabilities and sexual and gender 
minorities Baltimore, MD: Centers for Medicare & Medicaid Ser-
vices Office of Minority Health 2016 [Accessed February 5, 2016.

	 7.	 Carrasquillo O, Orav EJ, Brennan TA, et al. Impact of language 
barriers on patient satisfaction in an emergency department. J Gen 
Intern Med. 1999;14:82–7. https://​doi.​org/​10.​1046/j.​1525-​1497.​
1999.​00293.x.

	 8.	 Hampers LC, Cha S, Gutglass DJ, et al. Language barriers and 
resource utilization in a pediatric emergency department. Pediat-
rics. 1999;103:1253–6. https://​doi.​org/​10.​1542/​peds.​103.6.​1253.

	 9.	 Hampers LC, McNulty JE. Professional interpreters and bilingual 
physicians in a pediatric emergency department: effect on resource 
utilization. Arch Pediatr Adolesc Med. 2002;156:1108–13. https://​
doi.​org/​10.​1001/​archp​edi.​156.​11.​1108.

	10.	 Weech-Maldonado R, Morales LS, Elliott M, et al. Race/eth-
nicity, language, and patients’ assessments of care in Medicaid 
managed care. Health Serv Res. 2003;38:789–808.

	11.	 Cohen AL, Rivara F, Marcuse EK, et al. Are language barriers 
associated with serious medical events in hospitalized pediatric 
patients? Pediatrics. 2005;116:575–9. https://​doi.​org/​10.​1542/​
peds.​2005-​0521.

https://doi.org/10.1007/s40615-024-01951-z
http://creativecommons.org/licenses/by/4.0/
https://www.census.gov/library/stories/2021/08/improved-race-ethnicity-measures-reveal-united-states-population-much-more-multiracial.html
https://www.census.gov/library/stories/2021/08/improved-race-ethnicity-measures-reveal-united-states-population-much-more-multiracial.html
https://www.census.gov/library/stories/2021/08/improved-race-ethnicity-measures-reveal-united-states-population-much-more-multiracial.html
https://www.census.gov/library/stories/2021/08/improved-race-ethnicity-measures-reveal-united-states-population-much-more-multiracial.html
https://www.dol.gov/agencies/oasam/regulatory/statutes/title-vi-civil-rights-act-of-1964
https://www.dol.gov/agencies/oasam/regulatory/statutes/title-vi-civil-rights-act-of-1964
https://www.justice.gov/crt/executive-order-13166
https://www.justice.gov/crt/executive-order-13166
https://doi.org/10.1007/s11606-020-06336-6
https://doi.org/10.1046/j.1525-1497.1999.00293.x
https://doi.org/10.1046/j.1525-1497.1999.00293.x
https://doi.org/10.1542/peds.103.6.1253
https://doi.org/10.1001/archpedi.156.11.1108
https://doi.org/10.1001/archpedi.156.11.1108
https://doi.org/10.1542/peds.2005-0521
https://doi.org/10.1542/peds.2005-0521


	 Journal of Racial and Ethnic Health Disparities

	12.	 Espinoza J, Derrington S. How should clinicians respond to lan-
guage barriers that exacerbate health inequity? AMA J Ethics. 
2021;23:E109–16. https://​doi.​org/​10.​1001/​amaje​thics.​2021.​109.

	13.	 Wilson E, Chen AH, Grumbach K, et al. Effects of limited English 
proficiency and physician language on health care comprehension. 
J Gen Intern Med. 2005;20:800–6. https://​doi.​org/​10.​1111/j.​1525-​
1497.​2005.​0174.x.

	14	 Carter WB, Inui TS, Kukull WA, et al. Outcome-based doctor-
patient interaction analysis: II. Identifying effective provider and 
patient behavior. Med Care. 1982;20:550–66. https://​doi.​org/​10.​
1097/​00005​650-​19820​6000-​00002.

	15.	 Frederickson L. Exploring information-exchange in consultation: 
the patients’ view of performance and outcomes. Patient Educ 
Couns. 1995;25:237–46.

	16.	 Hall JA, Irish JT, Roter DL, et al. Satisfaction, gender, and com-
munication in medical visits. Med Care. 1994;32:1216–31. https://​
doi.​org/​10.​1097/​00005​650-​19941​2000-​00005.

	17.	 Hall JA, Roter DL, Katz NR. Meta-analysis of correlates of pro-
vider behavior in medical encounters. Med Care. 1988;26:657–75. 
https://​doi.​org/​10.​1097/​00005​650-​19880​7000-​00002.

	18.	 Hays RD, Martino S, Brown JA, et al. Evaluation of a care coor-
dination measure for the Consumer Assessment of Healthcare 
Providers and Systems (CAHPS) Medicare survey. Med Care 
Res Rev. 2014;71:192–202. https://​doi.​org/​10.​1177/​10775​58713​
508205.

	19.	 Mishler EG, Clark JA, Ingelfinger J, et al. The language of atten-
tive patient care: a comparison of two medical interviews. J Gen 
Intern Med. 1989;4:325–35. https://​doi.​org/​10.​1007/​BF025​97407.

	20.	 Roter DL, Stewart M, Putnam SM, et al. Communication patterns 
of primary care physicians. JAMA. 1997;277:350–6.

	21	 Rowland-Morin PA, Carroll JG. Verbal communication skills and 
patient satisfaction. A study of doctor-patient interviews. Eval 
Health Prof. 1990;13:168–85. https://​doi.​org/​10.​1177/​01632​
78790​01300​202.

	22	 Green AR, Ngo-Metzger Q, Legedza AT, et al. Interpreter ser-
vices, language concordance, and health care quality. Experiences 
of Asian Americans with limited English proficiency. J Gen Intern 
Med. 2005;20:1050–6. https://​doi.​org/​10.​1111/j.​1525-​1497.​2005.​
0223.x.

	23.	 Lee LJ, Batal HA, Maselli JH, et al. Effect of Spanish interpreta-
tion method on patient satisfaction in an urban walk-in clinic. J 
Gen Intern Med. 2002;17:641–5. https://​doi.​org/​10.​1046/j.​1525-​
1497.​2002.​10742.x.

	24.	 Ngo-Metzger Q, Sorkin DH, Phillips RS, et al. Providing high-
quality care for limited English proficient patients: the impor-
tance of language concordance and interpreter use. J Gen 
Intern Med. 2007;22(Suppl 2):324–30. https://​doi.​org/​10.​1007/​
s11606-​007-​0340-z.

	25.	 Flores-Rodarte J, Topmiller M, Jabbarpour Y. Distribution of 
Spanish-Speaking family physicians, 2013–2019. Am Fam Phy-
sician. 2022;105:654–5.

	26.	 David RA, Rhee M. The impact of language as a barrier to effec-
tive health care in an underserved urban Hispanic community. Mt 
Sinai J Med. 1998;65:393–7.

	27.	 Elderkin-Thompson V, Silver RC, Waitzkin H. When nurses dou-
ble as interpreters: a study of Spanish-speaking patients in a US 
primary care setting. Soc Sci Med. 2001;52:1343–58. https://​doi.​
org/​10.​1016/​s0277-​9536(00)​00234-3.

	28.	 Flores G, Laws MB, Mayo SJ, et al. Errors in medical interpretation 
and their potential clinical consequences in pediatric encounters. 
Pediatrics. 2003;111:6–14. https://​doi.​org/​10.​1542/​peds.​111.1.6.

	29.	 Hornberger J, Itakura H, Wilson SR. Bridging language and cul-
tural barriers between physicians and patients. Public Health Rep. 
1997;112:410–7.

	30.	 Jacobs EA, Lauderdale DS, Meltzer D, et al. Impact of interpreter 
services on delivery of health care to limited-English-proficient 

patients. J Gen Intern Med. 2001;16:468–74. https://​doi.​org/​10.​
1046/j.​1525-​1497.​2001.​01600​7468.x.

	31.	 Kravitz RL, Helms LJ, Azari R, et al. Comparing the use of physi-
cian time and health care resources among patients speaking Eng-
lish, Spanish, and Russian. Med Care. 2000;38:728–38. https://​
doi.​org/​10.​1097/​00005​650-​20000​7000-​00005.

	32.	 Kuo D, Fagan MJ. Satisfaction with methods of Spanish interpreta-
tion in an ambulatory care clinic. J Gen Intern Med. 1999;14:547–
50. https://​doi.​org/​10.​1046/j.​1525-​1497.​1999.​07258.x.

	33.	 Perez-Stable EJ, Napoles-Springer A, Miramontes JM. The effects 
of ethnicity and language on medical outcomes of patients with 
hypertension or diabetes. Med Care. 1997;35:1212–9. https://​doi.​
org/​10.​1097/​00005​650-​19971​2000-​00005.

	34.	 Seijo R, Gomez H, Freidenberg J. Language as a communication 
barrier in medical care for Hispanic patients. Hisp J Behav Sci. 
1991;13:363–76.

	35.	 Flores G. The impact of medical interpreter services on the 
quality of health care: a systematic review. Med Care Res Rev. 
2005;62:255–99. https://​doi.​org/​10.​1177/​10775​58705​275416.

	36.	 Rivadeneyra R, Elderkin-Thompson V, Silver RC, et al. Patient 
centeredness in medical encounters requiring an interpreter. Am 
J Med. 2000;108:470–4. https://​doi.​org/​10.​1016/​s0002-​9343(99)​
00445-3.

	37.	 Fagan MJ, Diaz JA, Reinert SE, et al. Impact of interpretation 
method on clinic visit length. J Gen Intern Med. 2003;18:634–8. 
https://​doi.​org/​10.​1046/j.​1525-​1497.​2003.​20701.x.

	38	 Karliner LS, Perez-Stable EJ, Gildengorin G. The language divide. 
The importance of training in the use of interpreters for outpatient 
practice. J Gen Intern Med. 2004;19:175–83. https://​doi.​org/​10.​
1111/j.​1525-​1497.​2004.​30268.x.

	39.	 Tocher TM, Larson EB. Do physicians spend more time with non-
English-speaking patients? J Gen Intern Med. 1999;14:303–9. 
https://​doi.​org/​10.​1046/j.​1525-​1497.​1999.​00338.x.

	40.	 Karliner LS, Jacobs EA, Chen AH, et al. Do professional inter-
preters improve clinical care for patients with limited English 
proficiency? A systematic review of the literature. Health Serv 
Res. 2007;42:727–54. https://​doi.​org/​10.​1111/j.​1475-​6773.​2006.​
00629.x.

	41.	 Arauz Boudreau AD, Fluet CF, Reuland CP, et al. Associations of 
providers’ language and cultural skills with Latino parents’ per-
ceptions of well-child care. Acad Pediatr. 2010;10:172–8. https://​
doi.​org/​10.​1016/j.​acap.​2010.​01.​002.

	42.	 Clark T, Sleath B, Rubin RH. Influence of ethnicity and lan-
guage concordance on physician-patient agreement about recom-
mended changes in patient health behavior. Patient Educ Couns. 
2004;53:87–93. https://​doi.​org/​10.​1016/​S0738-​3991(03)​00109-5.

	43.	 Diamond L, Izquierdo K, Canfield D, et al. A systematic review 
of the impact of patient-physician non-English language con-
cordance on quality of care and outcomes. J Gen Intern Med. 
2019;34:1591–606. https://​doi.​org/​10.​1007/​s11606-​019-​04847-5.

	44.	 Eamranond PP, Davis RB, Phillips RS, et al. Patient-physician 
language concordance and lifestyle counseling among Spanish-
speaking patients. J Immigr Minor Health. 2009;11:494–8. https://​
doi.​org/​10.​1007/​s10903-​008-​9222-7.

	45.	 Eamranond PP, Davis RB, Phillips RS, et al. Patient-physician lan-
guage concordance and primary care screening among Spanish-
speaking patients. Med Care. 2011;49:668–72. https://​doi.​org/​10.​
1097/​MLR.​0b013​e3182​15d803.

	46.	 Jih J, Vittinghoff E, Fernandez A. Patient-physician language 
concordance and use of preventive care services among lim-
ited English proficient Latinos and Asians. Public Health Rep. 
2015;130:134–42. https://​doi.​org/​10.​1177/​00333​54915​13000​206.

	47.	 Linsky A, McIntosh N, Cabral H, et al. Patient-provider language 
concordance and colorectal cancer screening. J Gen Intern Med. 
2011;26:142–7. https://​doi.​org/​10.​1007/​s11606-​010-​1512-9.

https://doi.org/10.1001/amajethics.2021.109
https://doi.org/10.1111/j.1525-1497.2005.0174.x
https://doi.org/10.1111/j.1525-1497.2005.0174.x
https://doi.org/10.1097/00005650-198206000-00002
https://doi.org/10.1097/00005650-198206000-00002
https://doi.org/10.1097/00005650-199412000-00005
https://doi.org/10.1097/00005650-199412000-00005
https://doi.org/10.1097/00005650-198807000-00002
https://doi.org/10.1177/1077558713508205
https://doi.org/10.1177/1077558713508205
https://doi.org/10.1007/BF02597407
https://doi.org/10.1177/016327879001300202
https://doi.org/10.1177/016327879001300202
https://doi.org/10.1111/j.1525-1497.2005.0223.x
https://doi.org/10.1111/j.1525-1497.2005.0223.x
https://doi.org/10.1046/j.1525-1497.2002.10742.x
https://doi.org/10.1046/j.1525-1497.2002.10742.x
https://doi.org/10.1007/s11606-007-0340-z
https://doi.org/10.1007/s11606-007-0340-z
https://doi.org/10.1016/s0277-9536(00)00234-3
https://doi.org/10.1016/s0277-9536(00)00234-3
https://doi.org/10.1542/peds.111.1.6
https://doi.org/10.1046/j.1525-1497.2001.016007468.x
https://doi.org/10.1046/j.1525-1497.2001.016007468.x
https://doi.org/10.1097/00005650-200007000-00005
https://doi.org/10.1097/00005650-200007000-00005
https://doi.org/10.1046/j.1525-1497.1999.07258.x
https://doi.org/10.1097/00005650-199712000-00005
https://doi.org/10.1097/00005650-199712000-00005
https://doi.org/10.1177/1077558705275416
https://doi.org/10.1016/s0002-9343(99)00445-3
https://doi.org/10.1016/s0002-9343(99)00445-3
https://doi.org/10.1046/j.1525-1497.2003.20701.x
https://doi.org/10.1111/j.1525-1497.2004.30268.x
https://doi.org/10.1111/j.1525-1497.2004.30268.x
https://doi.org/10.1046/j.1525-1497.1999.00338.x
https://doi.org/10.1111/j.1475-6773.2006.00629.x
https://doi.org/10.1111/j.1475-6773.2006.00629.x
https://doi.org/10.1016/j.acap.2010.01.002
https://doi.org/10.1016/j.acap.2010.01.002
https://doi.org/10.1016/S0738-3991(03)00109-5
https://doi.org/10.1007/s11606-019-04847-5
https://doi.org/10.1007/s10903-008-9222-7
https://doi.org/10.1007/s10903-008-9222-7
https://doi.org/10.1097/MLR.0b013e318215d803
https://doi.org/10.1097/MLR.0b013e318215d803
https://doi.org/10.1177/003335491513000206
https://doi.org/10.1007/s11606-010-1512-9


Journal of Racial and Ethnic Health Disparities	

	48.	 Martin BC, Shi L, Ward RD. Race, gender, and language concord-
ance in the primary care setting. Int J Health Care Qual Assur. 
2009;22:340–52. https://​doi.​org/​10.​1108/​09526​86091​09648​16.

	49.	 Liberati A, Altman DG, Tetzlaff J, et al. The PRISMA statement 
for reporting systematic reviews and meta-analyses of studies that 
evaluate health care interventions: explanation and elaboration. 
PLoS Med. 2009;6: e1000100. https://​doi.​org/​10.​1371/​journ​al.​
pmed.​10001​00.

	50.	 Moher D, Liberati A, Tetzlaff J, et al. Preferred reporting items 
for systematic reviews and meta-analyses: the PRISMA statement. 
PLoS Med. 2009;6: e1000097. https://​doi.​org/​10.​1371/​journ​al.​
pmed.​10000​97.

	51.	 JBI. Critical Appraisal Tools Australia: The University of Ade-
laide; [Available from: https://​jbi.​global/​criti​cal-​appra​isal-​tools. 
Accessed September 20,

	52.	 The Joanna Briggs Institute. Checklist for Analytical Cross Sec-
tional Studies. The Joanna Briggs Institute; 2017.

	53.	 Ma LL, Wang YY, Yang ZH, et al. Methodological quality (risk of 
bias) assessment tools for primary and secondary medical studies: 
what are they and which is better? Mil Med Res. 2020;7:7. https://​
doi.​org/​10.​1186/​s40779-​020-​00238-8.

	54.	 Aranguri C, Davidson B, Ramirez R. Patterns of communication 
through interpreters: a detailed sociolinguistic analysis. J Gen 
Intern Med. 2006;21:623–9. https://​doi.​org/​10.​1111/j.​1525-​1497.​
2006.​00451.x.

	55.	 Moreno G, Morales LS. Hablamos Juntos (Together We Speak): 
interpreters, provider communication, and satisfaction with care. 
J Gen Intern Med. 2010;25:1282–8. https://​doi.​org/​10.​1007/​
s11606-​010-​1467-x.

	56.	 Pippins JR, Alegria M, Haas JS. Association between language 
proficiency and the quality of primary care among a national sam-
ple of insured Latinos. Med Care. 2007;45:1020–5. https://​doi.​
org/​10.​1097/​MLR.​0b013​e3181​4847be.

	57.	 Roter DL, Gregorich SE, Diamond L, et al. Loss of patient centered-
ness in interpreter-mediated primary care visits. Patient Educ Couns. 
2020;103:2244–51. https://​doi.​org/​10.​1016/j.​pec.​2020.​07.​028.

	58.	 Welty E, Yeager VA, Ouimet C, et al. Patient satisfaction among 
Spanish-speaking patients in a public health setting. J Healthc Qual. 
2012;34:31–8. https://​doi.​org/​10.​1111/j.​1945-​1474.​2011.​00158.x.

	59.	 Clemans-Cope L, Kenney G. Low income parents’ reports of 
communication problems with health care providers: effects of 
language and insurance. Public Health Rep. 2007;122:206–16. 
https://​doi.​org/​10.​1177/​00333​54907​12200​210.

	60.	 Flower KB, Skinner AC, Yin HS, et al. Satisfaction with com-
munication in primary care for Spanish-speaking and English-
speaking parents. Acad Pediatr. 2017;17:416–23. https://​doi.​org/​
10.​1016/j.​acap.​2017.​01.​005.

	61.	 Krugman SD, Parra-Roide L, Hobson WL, et al. Spanish-speaking 
patients perceive high quality care in resident continuity practices: 
a CORNET study. Clin Pediatr (Phila). 2009;48:304–10. https://​
doi.​org/​10.​1177/​00099​22808​327495.

	62.	 Morales LS, Elliott M, Weech-Maldonado R, et al. The impact of 
interpreters on parents’ experiences with ambulatory care for their 
children. Med Care Res Rev. 2006;63:110–28. https://​doi.​org/​10.​
1177/​10775​58705​283125.

	63.	 Detz A, Mangione CM, Nunez de Jaimes F, et al. Language con-
cordance, interpersonal care, and diabetes self-care in rural Latino 
patients. J Gen Intern Med. 2014;29:1650–6. https://​doi.​org/​10.​
1007/​s11606-​014-​3006-7.

	64.	 Rodriguez HP, Chen J, Rodriguez MA. A national study of prob-
lematic care experiences among Latinos with diabetes. J Health 
Care Poor Underserved. 2010;21:1152–68. https://​doi.​org/​10.​
1353/​hpu.​2010.​0923.

	65.	 Sudore RL, Landefeld CS, Perez-Stable EJ, et  al. Unrave-
ling the relationship between literacy, language proficiency, 

and patient-physician communication. Patient Educ Couns. 
2009;75:398–402. https://​doi.​org/​10.​1016/j.​pec.​2009.​02.​019.

	66.	 Zamudio CD, Sanchez G, Altschuler A, et al. Influence of lan-
guage and culture in the primary care of Spanish-speaking Latino 
adults with poorly controlled diabetes: a qualitative study. Ethn 
Dis. 2017;27:379–86. https://​doi.​org/​10.​18865/​ed.​27.4.​379.

	67.	 August KJ, Nguyen H, Ngo-Metzger Q, et al. Language concord-
ance and patient-physician communication regarding mental 
health needs. J Am Geriatr Soc. 2011;59:2356–62. https://​doi.​
org/​10.​1111/j.​1532-​5415.​2011.​03717.x.

	68.	 Song A, Johnson NA, Mirzania D, et al. Factors associated with 
ophthalmology referral and adherence in a teleretinal screening 
program: insights from a federally qualified health center. Clin 
Ophthalmol. 2022;16:3019–31. https://​doi.​org/​10.​2147/​OPTH.​
S3806​29.

	69.	 Garbers S, Schmitt K, Rappa AM, et al. Functional health lit-
eracy in Spanish-speaking Latinas seeking breast cancer screen-
ing through the National Breast and Cervical Cancer Screening 
Program. Int J Womens Health. 2010;1:21–9. https://​doi.​org/​10.​
2147/​ijwh.​s4957.

	70.	 Velasco-Mondragon E, Jimenez A, Palladino-Davis AG, 
et al. Hispanic health in the USA: a scoping review of the lit-
erature. Public Health Rev. 2016;37:31. https://​doi.​org/​10.​1186/​
s40985-​016-​0043-2.

	71.	 Soto Mas F, Jacobson HE. Advancing health literacy among His-
panic immigrants: the intersection between education and health. 
Health Promot Pract. 2019;20:251–7. https://​doi.​org/​10.​1177/​
15248​39918​761865.

	72.	 Campbell ZC, Dawson JK, Kirkendall SM, et al. Interventions for 
improving health literacy in people with chronic kidney disease. 
Cochrane Database of Systematic Reviews. 2022

	73.	 Larsen MH, Mengshoel AM, Andersen MH, et al. “A bit of eve-
rything”: health literacy interventions in chronic conditions – a 
systematic review. Patient Educ Couns. 2022;105:2999–3016. 
https://​doi.​org/​10.​1016/j.​pec.​2022.​05.​008.

	74.	 Stormacq C, Wosinski J, Boillat E, et al. Effects of health lit-
eracy interventions on health-related outcomes in socioeconomi-
cally disadvantaged adults living in the community: a systematic 
review. JBI Evid Synth. 2020;18:1389–469. https://​doi.​org/​10.​
11124/​JBISR​IR-D-​18-​00023.

	75.	 Walters R, Leslie SJ, Polson R, et al. Establishing the efficacy of 
interventions to improve health literacy and health behaviours: a 
systematic review. BMC Public Health. 2020;20:1040. https://​doi.​
org/​10.​1186/​s12889-​020-​08991-0.

	76.	 Soto Mas F, Cordova C, Murrietta A, et al. A multisite com-
munity-based health literacy intervention for Spanish speakers. 
J Community Health. 2015;40:431–8. https://​doi.​org/​10.​1007/​
s10900-​014-​9953-4.

	77.	 Soto Mas F, Ji M, Fuentes BO, et al. The Health Literacy and 
ESL Study: a community-based intervention for Spanish-speaking 
adults. J Health Commun. 2015;20:369–76. https://​doi.​org/​10.​
1080/​10810​730.​2014.​965368.

	78.	 Foronda C. A theory of cultural humility. J Transcult Nurs. 
2020;31:7–12. https://​doi.​org/​10.​1177/​10436​59619​875184.

	79.	 Brach C, Fraser I. Can cultural competency reduce racial and 
ethnic health disparities? A review and conceptual model. Med 
Care Res Rev. 2000;57(Suppl 1):181–217. https://​doi.​org/​10.​1177/​
10775​58700​05700​1S09.

	80.	 Truong M, Paradies Y, Priest N. Interventions to improve cultural com-
petency in healthcare: a systematic review of reviews. BMC Health 
Serv Res. 2014;14:99. https://​doi.​org/​10.​1186/​1472-​6963-​14-​99.

	81.	 Jongen C, McCalman J, Bainbridge R. Health workforce cul-
tural competency interventions: a systematic scoping review. 
BMC Health Serv Res. 2018;18:232. https://​doi.​org/​10.​1186/​
s12913-​018-​3001-5.

https://doi.org/10.1108/09526860910964816
https://doi.org/10.1371/journal.pmed.1000100
https://doi.org/10.1371/journal.pmed.1000100
https://doi.org/10.1371/journal.pmed.1000097
https://doi.org/10.1371/journal.pmed.1000097
https://jbi.global/critical-appraisal-tools
https://doi.org/10.1186/s40779-020-00238-8
https://doi.org/10.1186/s40779-020-00238-8
https://doi.org/10.1111/j.1525-1497.2006.00451.x
https://doi.org/10.1111/j.1525-1497.2006.00451.x
https://doi.org/10.1007/s11606-010-1467-x
https://doi.org/10.1007/s11606-010-1467-x
https://doi.org/10.1097/MLR.0b013e31814847be
https://doi.org/10.1097/MLR.0b013e31814847be
https://doi.org/10.1016/j.pec.2020.07.028
https://doi.org/10.1111/j.1945-1474.2011.00158.x
https://doi.org/10.1177/003335490712200210
https://doi.org/10.1016/j.acap.2017.01.005
https://doi.org/10.1016/j.acap.2017.01.005
https://doi.org/10.1177/0009922808327495
https://doi.org/10.1177/0009922808327495
https://doi.org/10.1177/1077558705283125
https://doi.org/10.1177/1077558705283125
https://doi.org/10.1007/s11606-014-3006-7
https://doi.org/10.1007/s11606-014-3006-7
https://doi.org/10.1353/hpu.2010.0923
https://doi.org/10.1353/hpu.2010.0923
https://doi.org/10.1016/j.pec.2009.02.019
https://doi.org/10.18865/ed.27.4.379
https://doi.org/10.1111/j.1532-5415.2011.03717.x
https://doi.org/10.1111/j.1532-5415.2011.03717.x
https://doi.org/10.2147/OPTH.S380629
https://doi.org/10.2147/OPTH.S380629
https://doi.org/10.2147/ijwh.s4957
https://doi.org/10.2147/ijwh.s4957
https://doi.org/10.1186/s40985-016-0043-2
https://doi.org/10.1186/s40985-016-0043-2
https://doi.org/10.1177/1524839918761865
https://doi.org/10.1177/1524839918761865
https://doi.org/10.1016/j.pec.2022.05.008
https://doi.org/10.11124/JBISRIR-D-18-00023
https://doi.org/10.11124/JBISRIR-D-18-00023
https://doi.org/10.1186/s12889-020-08991-0
https://doi.org/10.1186/s12889-020-08991-0
https://doi.org/10.1007/s10900-014-9953-4
https://doi.org/10.1007/s10900-014-9953-4
https://doi.org/10.1080/10810730.2014.965368
https://doi.org/10.1080/10810730.2014.965368
https://doi.org/10.1177/1043659619875184
https://doi.org/10.1177/1077558700057001S09
https://doi.org/10.1177/1077558700057001S09
https://doi.org/10.1186/1472-6963-14-99
https://doi.org/10.1186/s12913-018-3001-5
https://doi.org/10.1186/s12913-018-3001-5


	 Journal of Racial and Ethnic Health Disparities

	82.	 Centers for Medicare & Medicaid Services. CMS finalizes physi-
cian payment rule that advances health equity Baltimore, MD: 
Centers for Medicare & Medicaid Services; 2023 [Available 
from: https://​www.​cms.​gov/​newsr​oom/​press-​relea​ses/​cms-​final​
izes-​physi​cian-​payme​nt-​rule-​advan​ces-​health-​equity. Accessed 
20 Dec 2023.

Publisher's Note  Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

https://www.cms.gov/newsroom/press-releases/cms-finalizes-physician-payment-rule-advances-health-equity
https://www.cms.gov/newsroom/press-releases/cms-finalizes-physician-payment-rule-advances-health-equity

	Is Primary Care Patient Experience Associated with Provider-Patient Language Concordance and Use of Interpreters for Spanish-preferring Patients: A Systematic Literature Review
	Abstract
	Background 
	Method 
	Results 
	Conclusion 

	Introduction
	Methods
	Results
	Examination of Included Studies
	Examination of Evidence

	Discussion
	Conclusion
	Acknowledgements 
	References




