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Despite the popularity of language as a corre-
late of morbidity, no clear consensus exists
about its meaning or measurement. Two over-
lapping perspectives influence research in this
area. The first perspective posits that language
is a proxy for acculturation.1 A common as-
sumption is that acculturation represents immi-
grants’ incorporation of the host society’s norms,
a perspective sometimes known as the unilinear
view. For example, Suarez and Pulley argued
that ‘‘acculturation is the adoption of attitudes,
values, and behaviors (including language ability)
of the dominant . . . culture.’’2(p41) In this sense,
language reflects a broad concept that signifies a
fundamental evolution in one’s way of thinking
and acting.3 Language clearly plays a key role
in how researchers operationalize acculturation.
Zane and Mak found that 18 of 21 accultura-
tion scales measured language, yet only 8 mea-
sured cultural traditions and only 5 measured
cultural values.4

According to the second perspective, lan-
guage may be viewed more narrowly as the
ability to communicate, reflecting a skill that
may or may not reflect one’s culture. For
example, English is an official language of the
Philippines, Guyana, and England, yet few
would argue that these countries share a uni-
fied culture. Hence, language may not com-
pletely mark cultural adoption, at least not in
the ways commonly assumed in the literature.

These dual issues of English language pro-
ficiency and language preference are often
considered as interchangeable concepts within
public health. This is most clearly seen in scales
that aggregate items pertaining to proficiency
and preference.4,5 Yet there are important
practical and theoretical reasons to disentangle
these concepts. For instance, one person may
adamantly prefer Vietnamese but still be highly
proficient in English, whereas another person
may prefer English but not be very fluent in it.

Further, proficiency and preference may
influence health through different mechanisms.
Poor English proficiency may restrict one’s

employment opportunities, limit social interac-
tions, increase experiences with discrimination,
and impede access to services.6–9 Hence, En-
glish proficiency relates to one’s skill with a tool
(i.e., language) that may directly influence access
to health care (e.g., communication between
client and clinician) and potentially broader so-
cial determinants of illness (e.g., socioeconomic
position).

Language preference is more ambiguous,
reflecting one’s underlying cultural values, so-
cial networks, political ideology, or construc-
tion of social identity.1,2,10 Preference for English
may be influenced by English ability, but not
necessarily. Three main viewpoints arise from
the literature. The first contends that preference
for English is an indicator of immigrants’ adop-
tion of unhealthy ‘‘American’’ lifestyles.11,12 For
instance, Asian Americans who prefer to use
English show higher odds of smoking and
drinking than those who prefer Asian lan-
guages.13 The second viewpoint argues that
preference for English marks greater acceptance
of health-promoting practices, such as cancer
screenings and physical activity.14–16 Thus, the
first viewpoint predicts that greater English pro-
ficiency is associated with increased risk of illness

whereas the second predicts the opposite. The
third viewpoint posits that English preference
does not mark cultural adoption but rather
proxies for English proficiency and barriers to
access.17

The measurement of language preference
and proficiency also varies across studies.
Notably, studies are inconsistent in using lan-
guage measures: some studies use them as
continuous variables and others as categorical
variables. Many prefer the categorical ap-
proach. For example, 1 study compared those
who spoke English most often against those
who spoke some other language most often.18

Another study created 3 categories, distinguish-
ing between those who spoke only English, those
who spoke English and another language
equally, and those who spoke only another
language.11 Yet another study examined 5 cate-
gories.19 An advantage of the categorical
approach is that the categories may be easily
communicated and interpreted if reasonable
cutpoints are used. For instance, the categorical
variable ‘‘limited English proficiency,’’ often
defined as speaking English not well or not at
all, conveys a clear and consistent meaning
across studies.20,21

Objectives. We examined the association of language proficiency vs language

preference with self-rated health among Asian American immigrants. We also

examined whether modeling preference or proficiency as continuous or cate-

gorical variables changed our inferences.

Methods. Data came from the 2002–2003 National Latino and Asian American

Study (n=1639). We focused on participants’ proficiency in speaking, reading,

and writing English and on their language preference when thinking or speaking

with family or friends. We examined the relation between language measures

and self-rated health with ordered and binary logistic regression.

Results. All English proficiency measures were associated with self-rated

health across all models. By contrast, associations between language preference

and self-rated health varied by the model considered.

Conclusions. Although many studies create composite scores aggregated

across measures of English proficiency and language preference, this practice

may not always be conceptually or empirically warranted. (Am J Public Health.

2010;100:563–569. doi:10.2105/AJPH.2008.156976)
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However, important information can be lost
and statistical power diminished when contin-
uous measures are categorized. These types
of issues have been raised in many other
contexts (e.g., continuous blood pressure read-
ings vs clinical cutpoints of normal, high, or
hypertensive; self-rated health as an ordinal or
dichotomous variable).22 Further, single-item
measures may be unreliable or inadequately
represent all of the dimensions underlying lan-
guage preference or English proficiency (i.e., low
content validity). Some studies therefore prefer to
use continuous items and scales.4,5,23 Finally,
some studies create odd mixtures of continuous
and categorical variables. For example, one study
dichotomized 5 language items, summed them,
and then turned the summed ‘‘scale’’ into 3
categories.24 This heterogeneity raises questions
about how researchers should model language
items. Because the choice of modeling strategy is
often constrained by the items available or the
statistical distribution of the items, there should
be no singular approach for all situations. How-
ever, it would be informative to examine how the
choice of modeling may influence the conclu-
sions reached regarding these language mea-
sures.

In this study, we investigated 2 major ques-
tions: (1) Are there advantages to disaggregat-
ing versus aggregating measures of English
proficiency and language preference? (2) Do
we draw similar conclusions if we use contin-
uous measures versus categorical measures?
We first examined individual questions related
to English proficiency and language pre-
ference. We next created scales of these items.
We then evaluated whether these measures
performed similarly if we modeled them as
continuous measures or as categorical mea-
sures. We tested how these language measures
correlate with self-rated health. We focused on
self-rated health because many studies have
examined the relationship of proficiency versus
preference with self-rated health20,21,24–26 and
because self-rated health is often considered
a useful marker of one’s overall health appraisal
that often correlates with morbidity.27–30

METHODS

We used data from the National Latino and
Asian American Study (NLAAS), a multistage,
stratified national probability sample of 2095

Asian American adults aged 18 years or
older who were living in the United States in
2002 and 2003. A detailed description of
the sampling design is available elsewhere.31,32

The response rate of the Asian subsample of
the NLAAS was 65.6%. Surveys were conducted
by trained bilingual interviewers in the partici-
pants’ choice of Cantonese, English, Mandarin,
Spanish, Tagalog, or Vietnamese. We restricted
our analyses to the Asian immigrant subsample
(n=1639).

Measures

Self-rated health was measured by the fol-
lowing question: ‘‘How would you rate your
overall physical health—excellent, very good,
good, fair, or poor’’? In the regression tables, we
used this measure as a binary (0=fair or
poor versus 1=excellent, very good, or good)
and ordinal variable. Measures of self-rated
health predict mortality, even after one
accounts for clinical assessments or self-
reports of medical conditions, in Asian and
other populations.27–30

English proficiency was measured with 3
separate items asking, ‘‘How well do you
[speak/write/read] English?’’ Answers ranged
from 1=poor to 4=excellent. We used
proficiency as both a continuous and
binary (0=poor or fair, 1=good or excellent)
indicator.

Language preference included 3 items.
Two questions asked, ‘‘What language do
you speak with most of your [family/friends]?’’
A third question asked, ‘‘In what language
do you think?’’ Response categories were 1=
[non-English language] all of the time,
2=[non-English language] most of the time,
3=[non-English language] and English
equally, 4=English most of the time, and
5=English all of the time. Higher scores indi-
cated greater preference for English. Each item
was first used as a continuous variable and
then as dummy variables (English all or most of
the time; English and another language equally;
non-English language all or most of the time).

We also combined these items to create the
English Proficiency Scale, the Language Pref-
erence Scale, and the Combined Scale, repre-
senting respectively the composite of the 3
English proficiency items, the 3 language pref-
erence items, and all 6 proficiency and lan-
guage items. Higher scores indicated greater

English proficiency (range=1–4), greater pref-
erence for English (range=1–5), and greater
proficiency in and preference for English
(range=1–5), respectively. For these 3 scales,
Cronbach a was 0.97, 0.89, and 0.92, respec-
tively. An exploratory factor analysis indicated
that the 6 items loaded on 2 factors that
mirror the proficiency and preference scales.

Control variables were as follows. We in-
cluded survey language, a binary variable that
indicated whether the interview was conducted
in English or in some other language. This
measure was assessed to account for potential
differences between various translations of the
survey, such as slight differences in wording
between the English and Cantonese versions.
We included education because it may influ-
ence one’s proficiency with speech, reading,
and writing, as well as exposure to other
languages. As some participants may be
embarrassed to admit they are illiterate even
in their own language or because they believe it
is prestigious to speak English, we included
a 10-item social desirability instrument (0=no
bias;10=most bias) designed to assess biases in
reporting that may arise from a desire to pre-
sent oneself in a favorable manner.33 Gender
was included because of potential differences in
communication styles between men and women.
Age and number of years in the United States
were included because older persons and those
with more time in the country may have greater
proficiency and preference for English. Asian
ethnicity (Chinese, Filipino, Vietnamese, other
Asian) was included because Asian countries
differ in their use of English (e.g., Philippines
versus China) or use of pictographs versus al-
phabet (e.g., China versus Vietnam). Finally,
US region was included because patterns of
ethnic settlement and availability of language
services vary geographically.

Analyses

Our analyses began by exploring the un-
weighted correlations between measures to
provide an initial examination of the patterns.
We then used logistic regression to examine
the associations between the language mea-
sures and poor self-rated health (0=fair or
poor, 1=excellent, very good, or good), while
controlling for covariates. We first examined
the associations between the individual
language measures and self-rated health. These
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analyses modeled the language measures as
continuous variables. We then replicated these
analyses using the categorical variants of
these same measures. For example, we first
examined spoken English proficiency on the
continuum of 1=poor to 4=excellent and then
dichotomized this measure (0=fair or poor
versus 1=good or excellent). After testing the
individual items, we then tested the English
Proficiency Scale, the Language Preference
Scale, and the Combined Scale. We used sam-
ple weights and the SVY commands with
Stata version 10.0 (StataCorp LP, College
Station, Texas) to account for the complex
sampling design of the NLAAS and to allow
estimates be nationally representative. Al-
though most studies model self-rated health as
a binary variable,21,25 some model it as an
ordinal variable.26 We replicated the logistic
regression analyses using ordered logistic to
examine the robustness of our findings.

RESULTS

Table1summarizes the characteristics of the
sample. Approximately 16% of participants
reported fair or poor health. Mean participant
age was 42.5 years. About half of participants
were female and about 64% lived in the
Western United States. Although 43% of re-
spondents had more than 16 years of educa-
tion, a substantial proportion (19%) had not
completed 12 years of schooling. Participants
averaged 2.4 on the social desirability scale
and had lived in the United States for an
average of 16 years.

Most participants reported proficiency in
speaking, reading, or writing English. For ex-
ample, 58.3% felt they had good or excellent
proficiency in spoken English; however, 16.7%
reported poor spoken English proficiency.
Further, most participants preferred to speak
an Asian language over English. For example,
when speaking with their families, 48% pre-
ferred an Asian language all of the time,
whereas only 6% preferred English all of the
time. These patterns were similar regarding
thinking or speaking with friends, although
the differences were attenuated. For example,
21% preferred to speak an Asian language with
their friends all of the time compared with 11%
who preferred to speak English with their
friends all of the time.

Table 2 presents unweighted pairwise cor-
relations. The English proficiency measures
were highly correlated with one another
(r=0.87–0.92). The language preference
measures were also highly correlated, although
to a lesser degree (r=0.56–0.70). The profi-
ciency and preference measures were moder-
ately to highly correlated with each other
(r=0.44–0.62). Among these items, the
lowest correlation was between language of
preference when speaking with one’s
family and the 3 proficiency measures
(r=0.44–0.45).

English proficiency and language preference
showed dissimilar patterns with some of the
covariates. Education was more strongly cor-
related with the proficiency measures
(r=0.48–0.52) than with the preference mea-
sures (r=0.16–0.33). Years in the United
States had low correlation with the English
proficiency measures (r=0.18–0.24) and low
to moderate correlation with the language
preference measures (r=0.22–0.38). Social
desirability showed low correlation with both

TABLE 1—Characteristics of Asian

Immigrant Participants: National

Latino and Asian American Study,

2002–2003

Characteristic % or Mean (SE)

Fair or poor self-rated health 15.8

Female 53.5

Region

Northeast 18.8

Midwest 9.0

South 8.5

West 63.6

Asian ethnicity

Chinese 16.3

Filipino 19.7

Vietnamese 30.4

Othera 33.5

Years of education

< 12 18.7

12–15 38.2

‡16 43.1

Interviewed in English 63.5

Years in United States 16.1 (0.59)

Social desirability 2.4 (0.09)

Age, y 42.5 (0.81)

English proficiency

Speaking

Poor 16.7

Fair 25.1

Good 35.1

Excellent 23.2

Reading

Poor 16.3

Fair 21.9

Good 32.9

Excellent 29.0

Writing

Poor 20.7

Fair 22.8

Good 30.7

Excellent 25.9

Language preference

Thinking

Asian language all the time 39.7

Asian language most of time 14.9

Asian language/English equally 22.8

English most of time 11.3

English all the time 11.3

Continued

TABLE 1—Continued

Speaking with family

Asian language all the time 48.2

Asian language most of time 20.6

Asian language/English equally 17.1

English most of time 8.0

English all the time 6.1

Speaking with friends

Asian language all the time 21.2

Asian language most of time 20.1

Asian language/English equally 29.5

English most of time 17.9

English all the time 11.3

Proficiency scales

English Proficiency Scale 2.7 (0.06)

Language Preference Scale 2.4 (0.06)

Combined (Proficiency + Preference)

Scale

2.6 (0.06)

Note. For total sample, n = 1639. Means and per-
centages are weighted to account for the sampling
design and to make the estimates nationally repre-
sentative. Ranges of scales are as follows: social
desirability, 1 = low to 10 = high; English proficiency,
1 = poor to 4 = excellent; language preference,
1 = Asian language all of the time to 5 = English all of
the time; combined scale, 1 = least acculturated to
5 = most acculturated.
aThai, Japanese, and so on.
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the proficiency (r=–0.19 to –0.23) and pref-
erence (r=–0.14 to –20) measures. Finally,
the correlations with self-rated health were
stronger with the proficiency items (r=–0.33
to –0.34) than with the preference items
(r=–0.13 to –0.24). The English Proficiency,
Language Preference, and Combined Scales
were associated with other covariates in the
same direction as the items comprising these
scales; for instance, the English Proficiency
Scale was positively associated with years in the
United States and education and negatively
associated with social desirability and self-rated
health. All correlations described were statisti-
cally significant (Sidak adjusted34 for multiple
comparisons).

Table 3 shows the weighted regression anal-
yses of associations between language measures
and self-rated health. Each language measure
was estimated independently of the other lan-
guage measures, but all estimates controlled for
covariates (e.g., education). The English profi-
ciency measures—whether modeled as single
continuous items, as dichotomous items, or in a
continuous scale—were all associated with de-
creased chance of poor self-rated health. For
example, a 1-unit increase in proficiency with
spoken English was significantly associated with
a lower log-odds (b=–0.55; P<.001) of
reporting fair or poor self-rated health.

Similarly, compared with fair or poor spoken
English proficiency, good or excellent English
proficiency was associated with lower log-odds
(b=–1.13; P<.001) of fair or poor self-rated
health. These same relations were found for
reading and writing English proficiency. These
findings held when self-rated health was mod-
eled as a dichotomous or ordinal variable.

In contrast, none of the language preference
measures were consistently associated with
self-rated health. The continuous measure of
language spoken with family was associated
with a significantly higher (b=0.191; P<.05)
log-odds of fair or poor self-rated health, but
this measure was not significant when self-
rated health was modeled as an ordinal varia-
ble (b=0.09; P>.05). When language spoken
with family was modeled as a categorical var-
iable (prefers Asian language, both languages,
or English), there was no association with self-
rated health (verified with likelihood ratio
tests).

Estimates for language preferences when
thinking and when speaking with friends were
also inconsistent. When modeled as continuous
variables, neither measure was significantly
related to self-rated health. When modeled as
a categorical variable, preference for thinking
in both English and an Asian language,
compared with thinking in an Asian language

only, was associated with a lower log-odds of
poor self-rated health as an ordinal variable,
but this finding did not hold when self-rated
health was modeled as a dichotomous variable.
Similarly, individuals who preferred to use
both English and an Asian language to speak
with friends were more likely to have poorer
self-rated health than those who preferred to
speak an Asian language only. This finding held
regardless of whether self-rated health was
modeled as a dichotomous or ordinal variable.

Not surprisingly, the 3 scales were associated
with self-rated health in the same way as the
individual items that comprised the scales. The
English Proficiency Scale was associated with
self-rated health, but the Language Preference
Scale was not. Further, the Combined Scale
was associated with self-rated health, but only
when self-rated health was modeled as an
ordinal variable.

We performed several additional modeling
checks. First, we examined potential collinearity
between survey language and language prefer-
ence, but collinearity did not influence our
findings. Second, our final models excluded
years in the United States as a covariate to avoid
overcontrolling our models, but results of sup-
plemental analyses that included years in the
United States as a covariate were similar to those
presented here. Third, the SVY commands do

TABLE 2—Unweighted Correlations Between Study Language Measures and Other Measures:

National Latino and Asian American Study, 2002–2003

Proficiency

in Speaking

Proficiency

in Reading

Proficiency

in Writing

English

Proficiency

Scale

Prefer

English With

Friends

Prefer

English With

Family

Prefer

English in

Thinking

Language

Preference

Scale

Combined

Scale

Years

In USA

Years

Education

Social

Desirability

Poor

Self-Rated

Health

Proficiency in speaking 1.00

Proficiency in reading 0.89*** 1.00

Proficiency in writing 0.87*** 0.92*** 1.00

English Proficiency Scale 0.95*** 0.97*** 0.97*** 1.00

Prefer English with friends 0.60*** 0.61*** 0.60*** 0.63*** 1.00

Prefer English with family 0.45*** 0.45*** 0.44*** 0.46*** 0.56*** 1.00

Prefer English in thinking 0.62*** 0.61*** 0.60*** 0.63*** 0.70*** 0.63*** 1.00

Language Preference Scale 0.64*** 0.65*** 0.63*** 0.66*** 0.87*** 0.83*** 0.90*** 1.00

Combined Scale 0.87*** 0.88*** 0.87*** 0.91*** 0.83*** 0.72*** 0.85*** 0.92*** 1.00

Years in USA 0.25*** 0.18*** 0.18*** 0.21*** 0.21*** 0.38*** 0.32*** 0.34*** 0.31*** 1.00

Years education 0.48*** 0.52*** 0.49*** 0.52*** 0.33*** 0.16*** 0.31*** 0.31*** 0.45*** 0.03 1.00

Social desirability –0.19*** –0.23*** –0.21*** –0.22*** –0.20*** –0.14*** –0.16*** –0.19*** –0.22*** –0.04 –0.24*** 1.00

Poor self-rated health –0.34*** –0.34*** –0.33*** –0.35*** –0.24*** –0.13*** –0.24*** –0.23*** –0.32*** 0.00 –0.16*** 0.08 1.00

***P < .001; tests of significance are adjusted for multiple comparisons with the Sidak method.
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not permit a test of the parallel regression
assumption inherent in ordered logistic. Rean-
alysis with the stereotype logistic model that
relaxes this assumption yielded similar findings.

DISCUSSION

Language is a concept often taken for
granted in public health; a common assumption

is that English proficiency and language pref-
erence are conceptually and empirically
equivalent.4 Our analyses, using a nationally
representative sample of Asian American immi-
grants, suggest that this assumption is not
always defensible. Our data show that although
measures of proficiency and preference were
statistically related, they did not show similar
associations with self-rated health in multivariate
analyses. Language preference was not consis-
tently related to self-rated health; however,
higher English proficiency was consistently re-
lated to improved self-rated health.

A common practice is to create a composite
indicator of acculturation based on proficiency
and preference.4,5 On the surface, this appears
sensible because our individual proficiency and
preference items were highly correlated with one
another, and a scale that incorporated these
items showed high internal-consistency reliabil-
ity. Our data, however, suggest several reasons
why a combined indicator is not always desir-
able. Our combined scale was associated with
self-rated health, but disaggregating the scale into
its components revealed that this association was
driven by English proficiency and not language
preference. Accordingly, studies that aggregate
both proficiency and preference measures may
obfuscate 2 conceptually distinct constructs, and
potentially increase the risk of spurious null
findings (type-II error).

Regarding language preference, participants
who felt equally at ease using both English and
an Asian language with friends appeared to
have lower risk of poor self-rated health than
those preferring to use just one language. This
finding does not support the unilinear view of
acculturation, which would predict that the
‘‘both language’’ group would be intermediate
between the Asian and English languages.
Moreover, language preference (and proficiency)
showed low correlations with years in the United
States, another commonly used marker of uni-
linear acculturation. One interpretation is that
bilingualism may be protective because it allows
individuals to operate in multiple worlds. Alter-
natively, this finding may reflect an unmea-
sured variable. For instance, fluency with multi-
ple languages may signify a diverse network
of Asian and non-Asian friends who can provide
complementary dimensions of social support.

Nevertheless, we caution against making too
much of this finding. Our analyses indicate that

TABLE 3—Weighted Regression Analyses of Associations Between Language Measures and

Self-Rated Health Among Asian Immigrants: National Latino and Asian American Study,

2002–2003

Dichotomous Self-Rated Health,a b (SE) Ordinal Self-Rated Health,b b (SE)

Continuous measures

English proficiencyc

Speaking –0.550*** (0.135) –0.460*** (0.075)

Reading –0.530** (0.160) –0.475*** (0.093)

Writing –0.468** (0.141) –0.358*** (0.079)

Language preferenced

When thinking 0.071 (0.090) –0.031 (0.055)

With family 0.191* (0.090) 0.088 (0.070)

With friends –0.094 (0.096) –0.074 (0.063)

English Proficiency Scalec –0.625*** (0.157) –0.512*** (0.088)

Language Preference Scalee 0.086 (0.110) –0.002 (0.073)

Combined Scalef –0.32 (0.164) –0.313** (0.087)

Categorical measures

English proficiencyg

Speaking –1.130*** (0.267) –0.824*** (0.183)

Reading –1.165*** (0.288) –0.919*** (0.223)

Writing –0.994*** (0.264) –0.720*** (0.148)

Language preference when thinking

Asian language (Ref) 1.00 1.00

Both languages –0.199 (0.239) –0.321* (0.147)

English 0.327 (0.253) –0.015 (0.173)

Language preference when speaking

with family

Asian language (Ref) 1.00 1.00

Both languages 0.004 (0.253) –0.388 (0.198)

English 0.562 (0.339) 0.334 (0.225)

Language preference when speaking

with friends

Asian language (Ref) 1.00 1.00

Both languages –0.574* (0.213) –0.337* (0.152)

English –0.108 (0.261) –0.178 (0.155)

Note. For total sample, n = 1639. Each estimate controls for covariates (age, gender, region, Asian ethnicity, language of
survey, and social desirability) but does not simultaneously control for other language measures. For example, the estimates
for language preference when thinking do not control for language preference with family. Reference indicates the reference
category for categorical variables. Estimates are weighted to account for the sampling design and to make the estimates
nationally representative.
aLogistic regression. Self-rated health scored 0 = good, very good or excellent or 1 = fair or poor.
bOrdinal logistic regression. Self-rated health scored 1 = excellent to 5 = poor.
cScored 1 = poor to 4 = excellent.
dScored 1 = Asian language to 5 = English.
eScored 1 = Asian all the time to 5 = English all the time.
fScored 1 = less acculturated to 5 = most acculturated.
gScored 0 = fair or poor vs 1 = good/excellent.
*P < .05; **P < .01; ***P < .001.
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measures of language preference are sensitive
to model specification. The association be-
tween the preference measures and self-rated
health were most often null, but specific asso-
ciations emerged or disappeared on the basis
of how we specified the measurement of self-
rated health or language preference. For ex-
ample, language preference with family was
associated with self-rated health only when
preference was modeled as a continuous (not
categorical) variable and when self-rated
health was modeled as a binary (not ordinal)
variable.

It is unclear why language preference ap-
pears unreliable, but perhaps part of the reason
is that language is as much a political concept
as it is a cultural one. The popularization of
English in many countries (e.g., the Philippines)
stemmed from colonization and forcible occu-
pation. Many have argued that the English
language was used as a weapon to erode Native
American culture and sovereignty.35,36 In a
different vein, some Asian monolingual speakers
report that they prefer to speak English on
surveys, even when they cannot, because they
would like to speak English (Marjorie Kagawa-
Singer, PhD, University of California, Los
Angeles, oral communication, July 9, 2008).
Hence, there may be great heterogeneity in how
individuals interpret the questions related to
language preference.

By contrast, measures of English proficiency
were robust, showing that greater fluency
was related to improved self-rated health. We
did not find meaningful differences in the
association between self-rated health and
speaking, reading, or writing proficiency. In-
deed, the 3 items were very highly correlated.
It may therefore be reasonable to use these
proficiency measures as a scale. Our analyses
also suggest that researchers may not lose a
great deal of information if they use a single
proficiency item.

Our findings buttress studies reporting that
language barriers may impede access to health
services.6,17,21,37 Further, we found sizable
correlations between education and English
proficiency, suggesting that proficiency may be
related not only to use of services but also to
broader determinants of health such as human
capital.7,8 Indeed, it would be interesting for
future studies to examine whether English pro-
ficiency relates to neighborhood characteristics

(e.g., residential segregation), impediments to
human capital (e.g., glass ceilings, employability),
and other social determinants.

Our study should be viewed in light of
several limitations. First, our data are cross-
sectional and hence we are not able to eval-
uate causal relationships. However, the
cross-sectional design does not necessarily
invalidate the claim that language preference
and English proficiency may differ. Second,
our data are based on self-reports, and
individuals may inaccurately gauge their
English proficiency or may overstate their
proficiency. Controls to account for social
desirability biases temper these concerns,
but it would be useful to evaluate whether
these commonly used measures reflect
more objective assessments. For example,
one may use a test of writing proficiency in
lieu of self-report.10 It would be instructive to
examine how these objective measures may be
related to health outcomes. Third, we caution
that self-rated health is a global marker of well-
being, and some debate exists as to its cross-
cultural applicability.38 Although self-rated
health is related to mortality among Asian
American and other populations, it should not be
interpreted as a marker of actual health sta-
tus.22,27–29 That said, this measure is included
in many studies and may provide a useful
point for comparison in future research. Fourth,
it would be important to validate our results in
other populations.

Although we do not attempt to reconcile
the disparate findings related to acculturation
in the literature, we are sympathetic to
arguments that acculturation research is
hampered by untested assumptions and in-
consistent measures.39–41 Our research found
that English proficiency and language preference
are correlated, but not necessarily empirically
and conceptually related. Further, our
investigation indicates that of these 2 measures,
English proficiency may be more robustly
related to self-rated health. These findings
suggest that language barriers may be a more
relevant risk factor for self-rated health than
language preference. Future work should
continue to study the theoretical mechanisms
whereby language may be related to health
outcomes and to carefully specify the dimensions
of language that are of import for a given health
problem. j
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