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There is growing evidence that language discordance

between patients and their health care teams negatively

affects quality of care, experience of care, and health

outcomes, yet there is limited guidance on best practices

for advancing equitable care for patients who have

language barriers within obstetrics and gynecology. In

this commentary, we present two cases of language-

discordant care and a framework for addressing language

as a critical lens for health inequities in obstetrics and

gynecology, which includes a variety of clinical settings

such as labor and delivery, perioperative care, outpatient

clinics, and inpatient services, as well as sensitivity

around reproductive health topics. The proposed frame-

work explores drivers of language-related inequities at

the clinician, health system, and societal level. We end

with actionable recommendations for enhancing equita-

ble care for patients experiencing language barriers.

Because language and communication barriers undergird

other structural drivers of inequities in reproductive

health outcomes, we urge obstetrician–gynecologists to

prioritize improving care for patients experiencing lan-

guage barriers.

(Obstet Gynecol 2023;142:809–17)
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There is growing evidence that language barriers
and discordance between patients and their health

care teams yield worse quality of care, experience of
care, and health outcomes compared with language
concordance, defined as when the clinician and patient
communicate directly in the same language.1–5

Patients with language barriers also experience inter-
sectionality with xenophobia, racism, and other sys-
tems of oppression that drive inequities in obstetrics
and gynecology, such as lower rates of gynecologic
cancer screening, higher rates of unscheduled cesar-
ean birth and forced sterilization, and more experi-
ences of obstetric trauma and mistreatment in
childbirth, among minoritized individuals.6–11

Despite this evidence base, there is limited guidance
on best practices for advancing equitable care for
patients who have language barriers within obstetrics
and gynecology.

In 2015, approximately 25 million people, or 9%
of individuals older than age 5 years, reported having
limited English proficiency (LEP) in the United
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States.12 An additional 11 million people with hearing
loss, including those who use American Sign Lan-
guage, require special considerations for effective
communication.13 Language and communication bar-
riers will continue to grow with immigration trends
and the diversifying U.S. population. As codified in
the Affordable Care Act’s Section 1557 mandate for
meaningful language access, patients experiencing
language barriers have the right to dignified, high-
quality care, including access to a qualified medical
interpreter or qualified bilingual staff, defined as clini-
cians with professional proficiency in a patient’s pre-
ferred language.14,15 Consequently, health care
professionals must attend to language differences to
achieve the quintuple aim of health care delivery:
patient experience, clinician experience, outcomes,
cost, and health equity.16

In this commentary, we present two cases of
language-discordant care followed by a proposed
framework for addressing language as a critical lens
for health equity in obstetrics and gynecology, a
diverse field spanning labor and delivery, operating
rooms, outpatient clinics, and inpatient services, in
addition to requiring sensitivity around reproductive
health topics. The proposed framework explores
drivers of language-related inequities at the clinician,
health system, and societal level. We end with action-
able recommendations for enhancing equitable care
for patients who have language barriers.

CLINICAL SCENARIOS

Case 1

A 29-year-old patient, gravida 1 para 0, who is
undergoing labor induction for decreased fetal move-
ment develops a nonreassuring fetal heart rate tracing
in the second stage of labor. The patient is Black and
has documented Cape Verdean Creole language
preference. A phone interpreter has been called
intermittently during her labor, though not continu-
ously throughout the second stage. The team experi-
ences delays in counseling and consenting the patient
for cesarean birth due to a more-than 20-minute wait
for a Cape Verdean Creole interpreter. Neither a
virtual interpreter tablet nor an in-person interpreter
is available. The patient’s husband offers to interpret
in the operating room. The team is faced with balanc-
ing the use of an ad hoc interpreter with limited avail-
ability of qualified interpreter services overnight in
the labor and delivery department. The patient
expresses dissatisfaction with her care team because
she does not fully understand her birth experience.

Case 2

A 36-year-old patient, gravida 3 para 1, with abnor-
mal bleeding due to leiomyomas is being treated with
hormonal menstrual suppression. After counseling
regarding options, she is sent home with instructions
to take “5 mg norethindrone acetate once daily.” The
patient is primarily Spanish-speaking, but there is no
documentation in her record of whether her visit has
been conducted with an interpreter or qualified bilin-
gual staff. Her prescriptions are sent with instructions
in English. At her follow-up visit, she reports she has
been taking 11 pills of norethindrone acetate daily,
because “once” means “11” in Spanish.

FRAMEWORK FOR ADDRESSING LANGUAGE-
RELATED HEALTH INEQUITIES IN OBSTETRICS
AND GYNECOLOGY

Our commentary examines factors that contribute to
inequitable care for patients experiencing language
barriers. The above cases highlight the multi-layered
communication errors that occur when language
discordance exists between patients and their health
care teams.

Case 1 exemplifies the challenges that arise from
a lack of qualified interpreters during critical points of
care (ie, the second stage of labor and in the operating
room), as well as the limited availability of inter-
preters, particularly in urgent or emergent situations,
that may occur outside routine business hours. This
case examines nuances of using ad hoc interpreters
instead of qualified medical interpreters and chal-
lenges in balancing acuity and resource availability,
especially for units that operate 24/7, such as labor
and delivery. The case calls for introspection regard-
ing implicit biases that affect when and how inter-
preters are called, especially when competing
priorities exist. Lastly, it demonstrates that family
interpreters are not always a reliable option and can
lead to miscommunication in care due to 1) variable
proficiency in both languages for accurate interpreta-
tion, 2) concerns with understanding medical termi-
nology, 3) possible screening of information and
incomplete interpretation, and 4) placing undue
burden on family members, given their primary role
as support people.

Case 2 captures a medication error due to
instructions that were not translated into the patient’s
preferred language—a consequence of lack of adequate
language access and lack of appropriate documenta-
tion of qualified bilingual staff or interpreter.

In presenting these cases, we hope to generate
discussion, reflection, motivation, and action for
improvement within obstetrics and gynecology. We
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introduce a framework that examines drivers of
language-related health inequities and provides
opportunities to advance equity for this population
at the clinician, health system, and societal level
(Fig. 1). We acknowledge the important role that cli-
nicians play in advancing care for patients with lan-
guage barriers, despite the constraints of societal- and
health system–level barriers. At the clinician level, we
aim to bring awareness to how our own behaviors
may influence care for patients experiencing language
barriers and how we can aim to change our practices
to improve care and overcome these challenges. At
the health system level, we highlight policies to
improve care for patients experiencing language bar-
riers. At the societal level, we describe the complex
interplay of xenophobia and racism in influencing
health outcomes for patients experiencing language
barriers. Obstetrician–gynecologists can leverage
their professional expertise to advocate for policy
change and dismantle the underlying social determi-
nants of health (SDOH) that drive health inequities for
patients experiencing language barriers.

CLINICIAN LEVEL

Assessing Language Needs

Assessing patient language preference and the need
for an interpreter is critical in providing equitable
care. A focus group with 22 Spanish-speaking adults
with LEP found that language-discordant clinicians
often overestimated patients’ understanding of
English.17 Clinical team members should confirm
patients’ preferred spoken and written language for
medical information. Additionally, clinicians should
have a basic understanding of the regional variations
in languages to be precise in calling for the appropri-
ate interpreter. For example, Portuguese and Arabic
diasporas have regional linguistic variations that could
affect clinical communication if the correct interpreter
is not requested. Language preferences should be
documented in the medical record system and revis-
ited on a regular basis to promote efficiency in obtain-
ing appropriate interpreter services.

Appropriate Collaboration With Interpreters

Once a language need is identified, the clinical care
team is responsible for calling the appropriate inter-
preter, which is often influenced by availability,
acuity, and competing priorities. A cross-sectional
study of communication practices during childbirth
hospitalization showed that only 36% of clinicians
appropriately collaborated with interpreters.8 Clinical
care teams may have limited access to all modalities of
interpreters based on the time of day and institutional

contracts. In-person interpretation is typically pre-
ferred, especially for admission and confirmation of
code status, assessment of trauma history, second
stage of labor, procedures, acute events, delivery of
bad news, and medication and care summary review
at discharge.18 In some settings, however, patients
may prefer telephone interpreters due to concerns
about privacy during sensitive visits.19 Some patients
may also have preferences regarding gender of inter-
preters, especially during pelvic examinations. Clini-
cians should always address the patient directly, allow
time for interpretation, avoid idioms and jargon, and
ascertain understanding by asking the patient to
repeat back what they understood from the
encounter.20

Use of ad hoc interpreters, such as family
members, has been shown to increase communication
errors.21 However, in situations involving an immi-
nent threat to the safety or welfare of a patient, and
when no qualified interpreter is immediately avail-
able, the current U.S. Department of Health and
Human Services guidelines do allow use of ad hoc
interpreters.15 There may be times when the patient
insists on their family member serving as their inter-
preter.22 Clinicians also have a right to a medical
interpreter to ensure that their communication is com-
plete and accurate. When there are discordant prefer-
ences between the patient and clinician regarding
interpreters, we recommend a shared decision-
making approach and documentation of this decision.

Compliance With Qualified Bilingual
Staff Certification

Case 2 exemplifies how providing care in languages
without appropriate professional proficiency (quali-
fied bilingual staff certification, equivalent assessment,
or completion of university-level education in the
target language) can result in harm. Clinician over-
confidence in language abilities has been associated
with serious errors and poor-quality patient care.23

The nuances of language required to provide clear,
compassionate communication and shared decision
making may be missed in the absence of professional
proficiency.20

When clinicians lack professional proficiency in
a language, they should engage interpreters rather
than relying on their own language skills. Although
patients may appreciate their clinician’s attempt to
speak their preferred language and direct commu-
nication may be more efficient, conducting medical
care without the appropriate proficiency level leads
to differential quality of communication and poten-
tial errors. Communicating informally in the
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language to build rapport is encouraged, but topics
related to medical care should be discussed with a
professional medical interpreter to ensure accuracy
and understanding. When providing care to patients
experiencing language barriers, qualified bilingual
staff certification or use of medical interpreters
should be documented for quality assurance and
improvement.20

HEALTH SYSTEM LEVEL

Adhering to National Standards for Culturally
and Linguistically Appropriate Services

Developed by the U.S. Department of Health and
Human Services Office of Minority Health, cultur-
ally and linguistically appropriate services standards
provide a blueprint to eliminate language-related

health inequities, including: 1) offering language
assistance to individuals who have language barriers
or other communication needs at no cost, 2) inform-
ing individuals of the availability of language-
assistance services, 3) ensuring the competence of
individuals providing language assistance, and 4)
providing print and multimedia materials and sign-
age in commonly used languages. In a survey-based
study of 239 hospitals across the United States, only
13% of hospitals met all four culturally and linguis-
tically appropriate services standards; 19% met none
of them.24 We recommend that institutions develop
policies and systems to ensure language access across
all health care delivery settings. Table 1 summarizes
fundamental practices for equitable care for patients
experiencing language barriers and highlights

Fig. 1. Framework of drivers of language-based inequities and suggested actions at the societal, health system, and clinician
levels. Barriers to language justice are outlined in the boxes shaded in color, and action items for success are highlighted in
the white boxes.

Truong. Transcending Language Barriers in Obstetrics and Gynecology. Obstet Gynecol 2023.
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Table 1. Fundamental Care Practices for Obstetrics and Gynecology Patients Experiencing Language
Barriers

Health Care Delivery
Setting Care Practice

General � Identify patients’ preferred written and spoken language(s) in health care settings
� Ensure certified interpreters or QBS clinicians are present for all discussions with patients
experiencing language barriers

B When no QBS clinician is available, it is particularly important to have interpreters available
for admission, daily rounds, changes to care plans, acute events, and at discharge

B When no QBS clinician is available, in-person interpreters should be called for difficult
discussions, including giving bad news, end-of-life discussions, and family meetings

B Clinicians should document the presence of an interpreter or QBS in the medical record for
each encounter

� Implement and compensate QBS certification before provision of care in languages other than
English

� Provide signage instructions and resources in key languages (eg, consent forms, preoperative
instructions)

� Use the safety-reporting system to flag cases in which appropriate language access was not
provided, for quality-assurance review

Outpatient clinic � Consider scheduling patients on a particular day to facilitate an in-person interpreter or QBS
clinician

� Have phone or video interpreters readily available if an in-person interpreter is not available
� Allocate longer clinic visit times for patients experiencing language barriers to account for
interpretation time

� Schedule any follow-up appointments, imaging, or procedures before the patient leaves the clinic
to avoid delays in scheduling due to language barriers over the phone

� Ensure that medication instructions are reviewed carefully in the patient’s preferred language and
that a note has been included for the pharmacist to review medications in the patient’s preferred
language when dispensing

B Some pharmacies have the ability to print labels in certain languages, and this can also be
requested in a note to the pharmacist

Inpatient admission � Use a certified interpreter or QBS clinician when obtaining admission history and code status and
during physical examination

� Ensure the presence of an interpreter or QBS clinician during rounds with the patient and
explaining next steps in their care plan

� Encourage front-desk staff, nursing staff, patient care associates, and technicians to collaborate
with interpreters during all patient encounters

Inpatient discharge � Review discharge instructions with an interpreter or QBS clinician
� Translate medication and discharge instructions into the patient’s preferred language when possible

B Inform patients that they can ask their pharmacist to review their medications with an
interpreter

B Include in the medication instructions that “the patient speaks ‘X’ language, and an
interpreter should be used to review their medications”

B Include in the medication instructions, “If possible, please print medication instructions in
‘X’ language”

Labor and delivery � Call interpreters for any examinations, procedures, or interventions
� Prioritize in-person interpreters throughout the second stage of labor and during childbirth

B If unable to be present for the duration of the second stage of labor, an interpreter should be
used at 15–30-min intervals and as needed for important checkpoints

� Call interpreters for any procedures requiring informed consent, and prioritize an in-person
interpreter for cesarean births, including during neuraxial anesthesia placement

Operating room � Ensure that interpreters are present in the perioperative area and in the operating room until the
patient is under anesthesia

� Provide written consent forms in patient’s preferred language
� Obtain informed consent using an interpreter or QBS clinician

Emergency situations � Identify a team member to call an interpreter immediately and focus on updating the patient in real
time

QBS, qualified bilingual staff.
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standards specific to obstetrics and gynecology in
each of our care-delivery settings.

Promoting Language-Concordant Care and
Cultural Brokering

To better meet these needs, health systems should
prioritize understanding and documenting the unique
make-up of languages spoken by patients in their
catchment areas in a standardized, actionable manner.
Institutions should implement and incentivize processes
for health care staff to obtain qualified bilingual staff
certification. Diversity, equity, and inclusion efforts
should also bolster the recruitment and retention of a
multilingual clinician workforce and build a robust
workforce of qualified medical interpreters—an opportu-
nity to engage international medical graduates and
newly arrived immigrants.25 Qualified bilingual staff
can engage with patients without interpreters, not only
reducing costs but also enhancing patient experience of
care across all contacts with the health system, including
front desk staff, medical assistants, pharmacists, hospital
operators, and clinicians. When language concordance
is not possible, cultural brokers—individuals who under-
stand the cultural and structural contexts that influence
a patient’s experience—can be critical in mediating cul-
tural and linguistic differences between patients and
their care teams.26 Cultural brokers, such as some
community-based doulas or patient navigators, improve
patient experiences of care and may serve an important
role on the health care team in navigating and overcom-
ing language and cultural barriers.27 Collaborations
between health systems and community-based organiza-
tions are critical for enhancing health for minoritized
linguistic communities.

Prioritizing Language-Related
Outcome Measures

Few institutions intentionally measure outcomes and
experiences through the lens of language preference and
proficiency. Furthermore, research and quality improve-
ment often exclude patients experiencing language
barriers by design, that is, only English-speaking patients
are included as participants or team members. Lack of
representation and inclusion in research further propa-
gates language-related inequities in care.28 A recent
review of 100 high-impact studies in obstetrics and gyne-
cology demonstrated that LEP was an exclusion crite-
rion for 31% of studies; only 1.3% of studies
intentionally recruited patients with LEP.29 Patients
experiencing language barriers should be included in
all research studies and prioritized in health systems’
quality-improvement efforts.

Making language-concordant care a reportable
quality measure is crucial to its prioritization in
practice. As an example of this, a Greater Boston–
based health system’s United Against Racism equity
improvement initiative has started measuring how
often outpatient care is provided in a patient’s pre-
ferred language. Preliminary data show that up to one
in five encounters in selected practices were not con-
ducted in the preferred language (internal equity
data). These data allow for designing improvement
efforts tailored to gaps in language access.

SOCIETAL LEVEL

Language Access Policies, Funding, and
Reimbursement Structures

The legal foundation for language access was built in
Title VI of the Civil Rights Act of 1964, which first
prohibited discrimination “on the basis of race, color,
or national origin” in any program or activity that
receives federal funds, including Medicare and Med-
icaid.30,31 Executive Order 13166, signed in 2000,
bolstered this law by explicitly stating that patients
with LEP must be able to meaningfully access ser-
vices; Section 1557 of the Affordable Care Act pro-
vides specifications regarding these language-access
requirements.32,33 The Language Access and Inclu-
sion Act (Bill H3.199/S.2040) in Massachusetts is an
example of a state-level policy that mandates that
public-facing agencies provide adequate language-
access plans and vital materials for the state’s linguis-
tically diverse population.34

Implementation of such language-access policies
remains highly variable in health care systems. Currently,
there is no requirement for private insurers to reimburse
for language-access services; Medicaid will reimburse for
these services only in some states.35 As a result, the costs
associated with interpreter services fall on the health care
system.36 Legal experts have suggested that reimburse-
ment for interpreter services by the government or pri-
vate payers or both is an important strategy, because this
would help avoid the cost incurred by health care insti-
tutions aiming to comply with these policies.37 Some
payers, such as Blue Cross Blue Shield, have already
developed initiatives that explicitly create payment struc-
tures for programs to advance health equity; expanding
support for improved language access is a natural exten-
sion of these programs.38 Another strategy is to provide
cost incentives for improving care for patients experienc-
ing language barriers, exemplified by the Massachusetts
Medicaid 1115 waiver, which includes financial incen-
tives for the collection of patient language-preference data
and for processes to qualify interpreters.39 In prioritizing
value-based care, it is now possible to bill for total time
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spent on a visit, including longer visits spent with inter-
preter services.40 Redesigning reimbursement structures
to prioritize language-related outcomes would mitigate
financial barriers that currently disincentivize the addi-
tional time and effort needed to better care for patients
with language barriers.

Point-of-care language access is ripe for innovation
with interdisciplinary collaborations with linguists, tech-
nological advances in digital translation services, and
novel applications of machine learning and artificial
intelligence.41 Importantly, improving equitable care for
patients experiencing language barriers may ultimately
decrease health care costs by reducing readmission rates
and preventable complications while encouraging effi-
cient utilization of resources.42

Xenophobia, Discrimination, and Racism

Achieving equity for patients who have language
barriers requires reflection and action to address the
intersectionality of xenophobia, racism, and other
systems of oppression. The long history of xenopho-
bia and racism in the United States has been
punctuated by recent xenophobic rhetoric and anti-
immigrant policies during the coronavirus disease
2019 (COVID-19) pandemic.43,44 ACOG Committee
Statement No. 4 further highlights the harmful effects
of anti-immigrant rhetoric and punitive immigration-
enforcement activities on reproductive justice.6 When
compared with patients who are fluent English speak-
ers, patients with LEP are more likely to experience
xenophobia and racism.6,45 Structural racism is
increasingly documented in the field of obstetrics
and gynecology, and recognition of xenophobia as a
driver of worse health outcomes is growing.46–51

Adjacent efforts to dismantle racism, implicit bias,
and xenophobia are needed to address inequities for
patients who speak languages other than English. To
enhance awareness, reflection, and action, health pro-
fessional training curricula should include discussion
of historical and contemporary policies and practices
in the health care system that exclude immigrants and
people who speak languages other than English.

Disproportionate Effects of Negative Social
Determinants of Health

Social determinants of health—the social, economic, and
political factors that contribute to inequities—are associ-
ated with poor maternal and neonatal outcomes,
advanced-stage gynecologic cancer, and other adverse
events.52–55 A large cohort study comparing SDOH
screening results between English-speaking patients
and patients with LEP demonstrated significantly higher
social needs among patients with LEP in almost all of

the dimensions queried, including material needs,
employment, and food insecurity.56 Furthermore,
Spanish-speaking patients had higher needs across all
domains when compared with the population with
LEP as a whole.56

ACOG Committee Opinion No. 729 describes the
role of SDOH in reproductive health care and provides
recommendations to obstetrician–gynecologists for ad-
dressing inequities. This opinion supports inquiring
about SDOH, referring to social services when appli-
cable, building partnerships with community-based
organizations, and advocating for policies that contrib-
ute to societal change.57 Overcoming language barriers
is paramount to creating a space for effective screening
for social needs and making appropriate referrals. On a
societal level, we need inclusive systems that allow peo-
ple who speak languages other than English to access
the full spectrum of services, including housing, employ-
ment assistance, immigration assistance, and nutrition
programs.

CONCLUSION AND CALL TO ACTION

Language is a critical dimension of health equity.
Obstetrician–gynecologists can be powerful advocates
for change in their local teams and institutions and in
society.58 We need innovation in designing health
care–delivery systems—from payment reform to
diversifying the health care workforce to expanding
access to interpreters and cultural brokers—to deliver
equitable care to a growing population of linguistically
diverse patients.
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