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Abstract
Background  Despite the prevalence of non-English languages in the US population, existing medical training to 
teach communication with linguistically diverse communities is limited to electives or solely focuses on medical 
interpreting. Language-appropriate communication skills are seldom comprehensively integrated in medical 
education. This study describes the development and evaluation of an intervention to teach foundational language 
equity concepts.

Methods  The authors implemented a pre-clinical language equity course at three medical school campuses 
between August 2020 and March 2022. Sessions focused on the impact of language in health, physician language 
proficiency standards, and working with medical interpreters. The study sought to (1) understand students’ 
language skills and prior clinical experiences with patients with non-English language preference and (2) evaluate 
the curriculum’s impact. Students self-reported their language skills and experiences as part of a voluntary pre-
questionnaire. Pre and post-questionnaires evaluated knowledge, attitudes, and intent to apply language equity 
concepts. Descriptive statistics and chi-squared tests were used to examine trends; themes were identified from free-
text responses.

Results  Overall, 301 students completed the course, 252 (83%) completed at least one questionnaire; for each 
session, between 35% and 46% of learners completed both pre and post-questionnaires. Three quarters (189/252) 
reported non-English languages. Over half (138/252) reported previous non-English language patient care, and 
28% (62/224) had served as ad hoc (untrained) interpreters. Only two students (< 1%) had ever been assessed for 
medical language abilities. Students demonstrated improved post-course language equity knowledge, strategies 
for interpreter-mediated encounters, and likelihood to report a plan for language skills assessment (all p < .001). Most 
plans were multifaceted (61%, 38/62), involving goals like completing a language course, taking a proficiency exam, 
openly discussing skills and uncertainties with team members, and increasing professional interpreter utilization.

Conclusions  A longitudinal language equity curriculum can be feasibly integrated in pre-clinical education, 
highlight the linguistic diversity of the student body, and serve as a first step in ensuring that all students have a 
strong language equity foundation prior to clinical rotations. Future steps include evaluating the intervention’s 
potential long-term effects on professional interpreter utilization, student clinical performance, and institutional 
culture that promotes multilingualism.
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Background
Over 67  million individuals in the United States speak 
a non-English language at home [1]. At least 38% of 
these individuals speak English less than very well and 
are labeled as having limited English proficiency (LEP) 
[2]. Recently, a more inclusive term, non-English lan-
guage preference (NELP), has emerged to describe indi-
viduals who can best communicate in a language other 
than English with respect to a particular type of service 
or encounter, such as medical care [3]. When individu-
als with NELP seek healthcare, language discordance 
between clinicians and patients often leads to suboptimal 
communication and poor outcomes [4] Language dis-
cordance can be successfully addressed either through a 
professional interpreter (who does not eliminate the lan-
guage discordance but serves as a mediator for effective 
communication between clinician and patient) [5] or by 
matching the patient with a language-concordant clini-
cian (thereby achieving language-concordant care) [6]. 
While mandates from the federal government require 
meaningful healthcare access in a patient’s preferred lan-
guage [7], implementation and utilization of language 
services (e.g., medical interpreters) and confirmation of 
non-English skills for clinical use vary significantly across 
states and healthcare systems [8, 9]. 

Data show that hospitals frequently underutilize pro-
fessional interpreters [10–13] and medical students and 
physicians use their non-English skills in patient care 
even when they recognize their skills are limited [10, 
14]. A recent risk assessment study evaluated why physi-
cians choose to ‘get by’ with limited language abilities and 
identified “lack of physician knowledge and skills” related 
to language-appropriate communication strategies, such 
as working with interpreters, as the most common factor 
and the most amenable to intervention [15].

To improve clinicians’ skills in language-appropriate 
care, some prior work has explored medical education 
curricula related to language equity. A 2017 US survey 
by Himmelstein et al. gathered responses from a quarter 
of US allopathic medical schools and found that 29 out 
of 38 schools “provided specific instruction addressing 
how to work with medical interpreters and/or patients 
with LEP [16].” The rest of the survey focused on training 
related to working with interpreters and did not address 
provision of language-concordant care or student rec-
ognition of their own language skills/limitations. Him-
melstein et al. point out that “a few schools reported 
having a large bilingual student population and therefore 
did not see the need for this instruction” – an alarm-
ing statement that illustrates how institutions may view 

language-appropriate care as the responsibility of some 
but not all clinicians. In stark contrast to the hundreds 
of hours dedicated to English clinical skills education, 
institutions commonly check the box on teaching lan-
guage-appropriate care by categorizing all non-dominant 
linguistic groups (of which more than 350 exist in the US) 
as LEP and providing a one-time educational interven-
tion. Even clinicians with full proficiency in one or more 
non-English languages are likely to encounter patients 
with whom they are language-discordant.

Some published curricula [3, 17–22] have sought to 
increase physician trainee knowledge on how to work 
with professional interpreters. Unfortunately, data dem-
onstrate that students and clinicians persistently under-
utilize medical interpreters and use their own language 
skills to “get by” in taking care of linguistically minori-
tized patients.10 Hence, it is not enough to teach stu-
dent how to work with interpreters; they also need to 
know when to do so – a clinical decision-making skill 
that should factor in the clinician’s language skills and 
limitations, the medical complexity and urgency of the 
situation, and management of limited resources (e.g., 
requesting an onsite interpreter versus using a telephonic 
interpreter).

Medical language courses (e.g., medical Spanish) aim 
to improve language concordance for direct patient-cli-
nician communication and teach learners to recognize 
their limitations in the target language [23]. However, 
these opportunities are typically offered as electives, 
focus on one language, and require a minimum language 
proficiency level; [24] as a result, they are only accessible 
to a small subset of trainees. Additionally, multilingual 
students or physicians may feel overburdened by fre-
quent requests to serve as ad hoc interpreters themselves 
[14]. Efforts to improve language-appropriate healthcare 
through medical education should target all students 
rather than only those eligible for a language course, and 
should do more than teach students how to work with 
interpreters. A comprehensive and nuanced approach to 
language equity is needed to prepare future physicians 
for effective communication with all patients.

To address current gaps, we developed and evaluated 
an intervention to longitudinally integrate foundational 
language equity concepts within the required pre-clinical 
curriculum at three medical school campuses.

Methods
The University of Illinois College of Medicine (UICOM) 
has historically been home to one of the most diverse 
student populations in the mainland US [25] and has 
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three campuses: Chicago, Peoria, and Rockford each 
in an urban, suburban, and rural setting, respectively. 
UICOM’s required Doctoring and Clinical Skills (DoCS) 
longitudinal course spans the 18-month pre-clinical 
curriculum.

Educational intervention
We developed three language equity sessions to be 
imparted within the DoCS curriculum at all three 
UICOM campuses. To develop each session, we created 

a coalition comprised of a faculty member with content 
expertise in language-appropriate healthcare, a DoCS 
faculty member, and several medical students. The group 
was linguistically diverse, representing eight non-Eng-
lish languages (Belarusian, Bengali, Hindi, Polish, Rus-
sian, Spanish, Ukrainian, and Urdu). The coalition met 
monthly between August 2020 and March 2022 to refine 
the content, learning activities, and questionnaires for 
each session.

We reviewed conceptual frameworks in the literature, 
seeking approaches that would allow us to best address 
the identified gaps in language equity education [26], 
and ultimately selected two: First, self-determination 
theory, proposes that addressing student competence, 
autonomy, and relatedness improves learning, and has 
been applied in medical education through small group 
activities and case-based learning [27]. Understanding 
how to build linguistic competence, graduated autonomy 
in language-concordant care, and the interdependence/
intersection of clinician skills and patient language pref-
erence are aspects of language equity that have not been 
formally addressed through prior curricula and can be 
explored through a self-determination lens. Second, 
community cultural wealth [28] is a framework based 
on social capital theory [29] that posits that individuals’ 
cultural—including linguistic—assets can be sources of 
power and social mobility. Medical students’ pre-existing 
language skills intersect with their early childhood lived 
experiences, personal and familial national origin, ethnic-
ity, and cultural heritage. If acknowledged and promoted, 
this linguistic capital can not only enrich the classroom 
but also healthcare interactions with patients.

Drawing on these conceptual frameworks and based 
on previously identified gaps in physician knowledge 
[15] and structural barriers to language-appropriate care 
[30], each session (Table 1) focused on one of three main 
areas: (1) the role and impact of language in health, (2) 
physician language proficiency standards for clinical use, 
and (3) working effectively with medical interpreters. 
One faculty member led all three sessions, and the coali-
tion recruited and trained faculty, residents, and senior 
medical students with prior experience caring for NELP 
patients to serve as small group facilitators. Each ses-
sion involved two hours of pre-session student prepara-
tion, consisting of three or four articles and a 90-minute 
live virtual meeting with several interactive components 
(detailed in Table 1).

Participants
All 301 medical students in the class of 2024 at the 
three medical school campuses (182, 65, and 54 at Chi-
cago, Peoria, and Rockford campuses, respectively) par-
ticipated in the language equity curriculum and were 
invited to complete voluntary pre- and post-session 

Table 1  Session learning objectives and activities for the three-
part longitudinal language equity curriculum
Session Learning Objectives

Following the session, 
students will be able to

Learning Activities

1. Role and im-
pact of language 
in health

• Describe the linguistic 
diversity of the US popula-
tion and its intersection-
ality with marginalized 
identities
• Understand what is 
meant by language-
appropriate healthcare 
and its relation to health 
equity
• Analyze ethical issues 
related to language-
appropriate care

• Pre-readings [6, 31, 
32]
• Didactics led by 
medical educator
• Video role play of a 
clinical scenario with a 
non-English speaking 
patient
• Facilitator-led small 
group case discussion
• Large group 
debriefing

2. Physician lan-
guage proficien-
cy standards

• Identify validated tools 
for physician language 
assessment
• Analyze how physicians 
at different language 
proficiency levels can ap-
propriately use language 
skills in a clinical context
• Reflect on their own 
non-English language 
skills, as applicable

• Pre-readings [15, 
33–35]
• Didactics co-led by 
medical educator and 
language professor
• Individual activity to 
practice using a vali-
dated assessment tool
• Facilitator-led small 
group debriefing 
about individual 
activity

3. Working effec-
tively with medi-
cal interpreters

• Describe the role of 
professional medical 
interpreters
• Describe the roles 
and responsibilities of 
physicians in interpreter-
mediated encounters
• Propose strategies for 
working effectively with 
medical interpreters

• Pre-readings [5, 8, 14]
• Didactics led by 
medical educator
• Panel of medical 
interpreters with mod-
erated Q&A
• Video of an 
interpreter-mediated 
healthcare encounter 
where medical errors 
occur [21, 36]
• Facilitator-led small 
group debriefing to 
discuss strategies to 
improve communica-
tion in the video
• Video showing the 
same encounter with 
improved communica-
tion [35]
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questionnaires. Informed consent was obtained from all 
participants. Pre-questionnaires were sent approximately 
one week prior to the session, and a reminder and oppor-
tunity to complete the survey was provided during the 
first few minutes of the session. Post-questionnaire links 
were provided in the final five minutes of the session, and 
students received an email reminder within one week 
after the session. The University of Illinois Institutional 
Review Board approved this study on August 15, 2017 
(protocol# 2017 − 0482).

Questionnaires
Coalition leaders created questionnaires by reviewing 
the available literature and applying their experience as 
multilingual clinicians and trainees. We identified one 
validated tool to classify student language proficiency, 
the Interagency Language Roundtable scale for health-
care, or ILR-H, a self-reporting tool validated for use by 
health professionals [37]. Due to the paucity of ques-
tionnaires in the literature to gather and track data 
regarding language use in healthcare, other items were 
developed using research team member expertise follow-
ing guidance from Artino et al. [38] Questionnaires were 
piloted with student members of the coalition prior to 
implementation.

Pre-session questionnaires asked students to indi-
cate their language skills and prior experiences related 
to language in healthcare. Specifically, we asked about 
any prior training or exposure related to medical inter-
preting and caring for patients with NELP. Items with 
multiple choice responses allowed for optional free-text 
responses. For the free-text items that would be used for 
qualitative analysis, an ethnographic approach was used 
since the goal was to enable respondents to describe 
prior experiences relevant to the care of linguistically 
diverse populations.

Some items aimed to assess changes in learner knowl-
edge and attitudes pertaining to each session’s topic. 
Knowledge questions were multiple choice or true/false 
items. Attitudes questions with 4-point Likert scale 
response options (Strongly Agree to Strongly Disagree) 
asked about student confidence in several common situ-
ations, such as using their non-English language skills 
for patient care, or recognizing potential communica-
tion errors that may occur when providing medical care 
for patients with NELP. Finally, the post-session ques-
tionnaires elicited student intent to apply the concepts 
learned and gathered feedback, including suggestions for 
future improvements.

Statistical analysis
Aggregate data on self-reported race and ethnicity for 
the class of 2024 were used to inform overall descrip-
tive statistics about the cohort of participants. We used 

descriptive statistics (frequencies and proportions) to 
examine trends in questionnaire responses. To evaluate 
internal structure validity evidence of survey responses, 
we used Cronbach’s alpha to examine internal-consis-
tency reliability. To evaluate validity evidence support-
ing relations to other variables, we examined pre-post 
changes to learners’ responses. More specifically, 
responses were dichotomized (Agree/Strongly Agree v. 
Disagree/Strongly Disagree) to facilitate interpretation; 
learner responses between pre- and post-session changes 
in knowledge and attitudes were compared using chi-
squared tests. We conducted analyses using both paired 
pre-post data (restricting analysis to learners who com-
pleted both pre- and post-questionnaires) and unpaired 
data (using all data collected); we opted to display the 
results of both analytical methods to maximize the inclu-
sion of data from all respondents. Data compilation and 
analyses were conducted using Stata 17 (College Station, 
TX).

Once data were fully deidentified, we reviewed quali-
tative responses using Microsoft Excel. Coding and 
inductive analysis followed the Standards of Reporting 
Qualitative Research [39]. Two research team members 
(M.V.C and J.F.) reviewed qualitative responses from 
selected questionnaire items with free-text response 
opportunities and identified codes and sub-themes indi-
vidually for each item. We further analyzed sub-themes 
and grouped them together in overarching themes.

Results
Each of the three live language equity sessions were 
held at the three sites between December 2020 and May 
2021. Across the three sites, all 301 students completed 
the full curriculum, and 83% (252/301) responded to at 
least one of the questionnaires; paired response rates, 
indicating students who completed both pre- and post-
questionnaires, were 46% (session one), 42% (session 
two), and 35% (session three). The overall racial/ethnic 
demographic distribution of students was as follows: 38% 
White (115/301), 24% Asian (73/301), 15% Hispanic/
Latinx (46/301), 12% Black/African American (36/301), 
< 1% American Indian/Alaska Native (1/301), 5% Multi-
race (16/301), and 5% Unknown (14/301). Response rate 
per site was 96% (175/182), 69% (45/65), and 81% (44/54) 
at Chicago, Peoria, and Rockford campuses, respectively.

Descriptive statistics
Overall, 252 (83%, 252/301), 158 (86%, 158/182), and 224 
(74%, 224/301) students completed the pre-question-
naires for the first, second, and third sessions, respec-
tively. Following each session, 117 (38%, 117/301), 67 
(36%, 67/182), and 79 (26%, 79/301) students completed 
the post-questionnaires for the first, second, and third 
sessions, respectively. Internal-consistency reliability 
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(Cronbach’s alpha) of survey items (24 questions with rat-
ing responses) was 0.73, demonstrating good reproduc-
ibility. As previously noted, we ran all analyses both using 
unpaired data to maximize use of all student responses, 
and using paired data that restricted the analyses to 
respondents who responded to both pre and post-ques-
tionnaires. Depending on the session, the paired response 
rate ranged between 35 and 46%. Overall, while there are 
modest changes in effect sizes when analyzing paired ver-
sus unpaired data, our findings indicated no changes in 
statistical inference (i.e., statistical significance remained 
the same across the vast majority of items). Additionally, 
pre and post-subgroups in the unpaired data did not dif-
fer in their linguistic profile (p = .097).

Most respondents (75%; 189/252) indicated having 
skills in a language besides English, with over 38 lan-
guages represented. The most common non-English 
language spoken across all three campuses was Spanish 
(46%, 116/252), followed by French (8%, 19/252), and 
Mandarin (4%, 11/252). When analyzed separately by 
campus, Arabic was reported by four Peoria students 
(9% of 45 respondents), making it the second most com-
mon non-English language reported on that campus, and 
Urdu was as common as Mandarin in the Rockford cam-
pus (each reported by 2/44 respondents, tying for third 
most common language reported).

Students’ prior language-related experiences in healthcare
Students reported experiences in three specific catego-
ries: (1) interactions with linguistically diverse patients, 
(2) assessment of non-English language skills, and (3) 
any prior training related to working with medical 
interpreters.

Interactions with linguistically diverse patients
More than half of session one respondents reported pre-
vious experience providing medical care to patients with 
NELP (55%, 138/252), which was true across respon-
dents who were multilingual as well as those who were 
monolingual English-speaking: 56% (104/186) of multi-
lingual students and 53% (34/64) of monolingual students 
reported previously caring for this population (p = .699) 
and regardless of campus (p = .095).

We asked students to select and describe the nature 
of their prior interactions with NELP patients. The larg-
est subset (28%, 62/224) had been asked to serve as 
interpreters, of whom ten (5% of 224) reported having 
received any training on how to interpret and none had 
been certified. The majority who reported serving as ad 
hoc interpreters indicated playing this role with their 
own family members, and some in clinic/hospital set-
tings when volunteering or shadowing or when working 
in other healthcare jobs prior to medical school.

When analyzing associated free-text responses, we 
identified six themes (Table  2). Most (113/172, 66%) 
described experiences an observer in the care of patients 
with NELP. Thirty-four students (20% of 172) elaborated 
on their experiences as ad hoc interpreters. For example, 
one described that “Growing up I had to often translate 
for my mother whenever she took us to the pediatri-
cian or when she needed to see her PCP.” A few (22/72, 
13%) described the direct care of patients with NELP, and 
three students had done so as part of research working 
with patients enrolled in clinical trials.

Prior experiences assessing non-english language skills
In session two, we asked students to report whether they 
had ever been assessed for their non-English language 
skills in healthcare and whether they had been taught 
self-assessment techniques. Two students reported hav-
ing had medically contextualized language assessment; 
one described having been interviewed to confirm 
language skills in Spanish prior to volunteering as an 
assistant at a clinic and another as a community health 
educator. Twenty-six students (16% of 158) reported 
having taken and passed some form of general (non-
medical) language assessment; most of these respon-
dents described advanced placement language courses 
or exams in high school or minors/certificates in college 
(e.g., Spanish, Chinese, Japanese, French, and Korean). 

Table 2  Summary of qualitative themes extracted from pre-
clinical medical student responses about their prior experiences 
with non-english language patients (n = 172)
Theme Illustrative quote
Providing direct patient care in non-
English languages

“As a medical assistant and 
ophthalmic technician, I have 
worked with many patients 
whose preferred or only 
language is Spanish. I am gen-
erally able to gather a basic 
ophthalmology HPI in Spanish.”

Observing patient care in populations 
with NELP

“When I worked as a scribe 
in the emergency room […] 
there were a lot of patients 
that did not have English as 
their first language.”

Serving as ad hoc interpreter when 
shadowing/volunteering

“When I shadowed, I often put 
my language skills into action 
when resident or attending 
needed to ask a question that 
patient did not understand.”

Serving as ad hoc interpreter when 
accompanying family members

“I often take my grandmother, 
who only speaks Polish, to her 
doctors’ appointments.”

Research interactions with NELP popu-
lations as human subjects

“I worked as a clinical research 
assistant prior to medical 
school and sometimes would 
interact with patients through 
a phone interpreter.”

Abbreviations NELP, Non-English Language Preference
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Very few (3/158, 2%) reported being exposed to any lan-
guage tools for progressive self-assessment.

Prior training related to working with medical interpreters
In session three, over half of the respondents (144/224) 
reported previous exposure to patient care mediated by 
a professional medical interpreter. Most reported hav-
ing received partial training to work with interpreters 
(153/224, 68%), but when invited to elaborate through 
free-text responses, many of the respondents (26/54, 
48%) explained that they were referring to our preceding 
language sessions given as part of this language equity 
curriculum. One student explained, “Previous sessions 
have discussed the importance of using a medical inter-
preter to communicate and understand the nuances 
of explanations and to prevent missing vital details in 
patient care.” Other training themes identified included 
self-study opportunities to learn these skills (6/54, 11%) 
and partial training in working with interpreters as part 
of research experiences (1/54, 2%).

Post-session change in knowledge and attitudes
Across the three sessions, student knowledge and atti-
tudes improved for most questionnaire items (Table  3). 
In the first session, students reported increased con-
fidence in explaining the role of language in health and 
in addressing language issues that may arise in health-
care settings (p < .001). Students were less likely to indi-
cate that “language is a barrier” to quality medical care 
(p < .001; p = .015 for unpaired and paired responses, 
respectively), suggesting that the session helped some 
students gain a more nuanced understanding of language 
as an opportunity to improve quality medical care rather 
than as a barrier. However, after the first session, students 
were more likely to respond incorrectly to the defini-
tion of medical interpreter (p = .003 [unpaired]; p < .001 
[paired]) and to report discomfort with the prospect of 
mixing languages during communication with patients 
(p = .010 [unpaired]; p = .004 [paired]), suggesting that 
one session about language and healthcare alone is insuf-
ficient at gaining the necessary skills to provide language-
appropriate care.

Following session two, students were more likely to cor-
rectly define “false fluency” and “medical language profi-
ciency” and describe the accuracy limitations of language 
self-assessment (all p < .001). They were also more confi-
dent in discussing language skills with peers. Although 
more than 75% of pre-session respondents reported hav-
ing skills in at least one non-English language, only 16% 
reported a self-perceived ability to use non-English lan-
guage skills with patients without an interpreter, and this 
percentage did not significantly change after the session 
(18%, p = .808[unpaired]; p = .651 [paired]).

After the final session, when looking at the full data set 
(unpaired responses), students were more likely to suc-
cessfully define the role and value of medical interpreters 
following the session (p = .016), though when compar-
ing paired data only, the difference was not significant 
(p = .147) as the number of students that had this knowl-
edge prior to the session was high. This was the only item 
that differed in statistical significance when examining 
unpaired versus paired data. Importantly, students were 
more likely to recognize common pitfalls during inter-
preter-mediated encounters (p < .001). They also reported 
increased confidence in the logistical process of request-
ing a medical interpreter at their clinical sites, as well as 
the steps for collaborating with a professional medical 
interpreter via in person, through video, and via phone 
(all p < .001).

Intent to apply concepts learned
After each session, students had the option to provide 
free-text responses to describe the ways they plan to 
apply the new knowledge into their practice. One-hun-
dred and two students provided such responses for ses-
sion one (87% of 117 post-session respondents), 62 for 
session two (93% of 67 post-session respondents), and 
56 students for session three (71% of 79 post-session 
respondents). Table 4 summarizes the themes identified 
across responses.

Following session one, the most commonly recurring 
themes for skills application were focused on advocacy 
and systems-based practice with 29 students (28% of 
102) sharing their plans to advocate for patients’ lan-
guage rights and 29 (28% of 102) planning to increase 
their use of professional interpreters: “I plan to always 
make it a top priority for the patient to have interpretive 
resources and for us both to be able to fully understand 
one another.”

After session two, more students reported a plan for 
progressive non-English language self-assessment than 
before the session (91% of post-session respondents 
[61/67] v. 24% of pre-session respondents [38/158], 
p < .001). Most post-session respondents indicated a plan 
to pursue multiple approaches to advance or assess their 
language skills (61%, 38/62), including taking a language 
course (44%, 27/62), taking a formal assessment exam 
(42%, 26/62), scheduling time for progressive self-assess-
ment using the validated tools provided during the ses-
sion (56%, 35/62), and discussing medical language skills, 
uncertainties, or questions with peers and supervisors 
(63%, 39/62). Students could use a free-text box elabo-
rate on ways they plan to apply what they learned, and 
54 did so. From those responses, we identified two major 
themes: most discussed how they will assess their sec-
ond language skills (61%, 33/54) and others wrote about 
increasing their recognition of false fluency (39%, 21/54). 
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One participant described this knowledge gain about 
false fluency as being aware that “perceived language 
skills are different than actual skills.”

Following session three, we identified four themes 
across free-text responses about knowledge applica-
tion. Twenty-four students (43% of 56) referenced their 
increased practical knowledge about hospital policies 
regarding language use and how they will use that infor-
mation to better access professional interpreters in the 
future. One student shared, “I feel more confident in 
understanding the process of requesting and utilizing an 
interpreter, making it more likely that I will advocate for 
their use whenever needed.”

Student feedback and curricular updates
Most students consistently reported that the didactic 
components were useful in helping them achieve the ses-
sion learning objectives (94% [110/117], 100% [64/64], 
and 85% [67/79] for each session, respectively). Respon-
dents rated the interactive elements similarly positively 
with regards to usefulness toward achieving learning 
objectives (90% [105/117], 90% [58/64], and 86% [68/79] 
for each session, respectively). When asked about feed-
back for future improvements, almost half of session one 
respondents suggested to shorten the breakout session 

duration (44%, 44/99); this informed our planning for 
the second session. Some students proposed expanding 
the scope to include more facilitator examples of lived 
experiences working with NELP populations, as well as 
education on nonverbal communication strategies (25%, 
25/99). After session two, students suggested topics that 
could be explored for additional content (29%, 14/48), 
such as information about available resources for learn-
ing a non-English language for medical use. Following 
the third session, the most common opportunity for 
improvement noted by students was to the desire for 
hands-on practice experience in working with medical 
interpreters (43%, 31/72).

Based on this feedback, following the successful imple-
mentation of the three-part language equity series, the 
medical school implemented several curricular updates. 
First, a fourth educational intervention was developed 
during a required course that takes place after the first 
few months of clinical clerkships. This fourth session 
was added to enable students to reflect about language-
appropriate care in the context of patient safety follow-
ing their initial clinical experiences. Second, the medical 
school improved the accessibility of language services 
information to students in the clinical years by creating 
an informational tag that could be attached to student 
identification badges. Third, the coalition has begun 
working with the institution’s simulation center on 
recruitment of a linguistically diverse pool of standard-
ized patients. This is a first step in planning for standard-
ized patient encounters where formative and summative 
evaluation of students’ language-appropriate communi-
cation can be more broadly incorporated.

Discussion
We developed a longitudinal language equity curriculum 
to equip medical students with foundational language 
equity concepts and skills. One of the strengths of our 
curriculum is its implementation across urban, subur-
ban, and rural sites. Over half of respondents indicated 
past exposure to care of NELP patients regardless of 
their own non-English language skills. This finding sup-
ports the need for language equity education for all stu-
dents, not just those whose skills are proficient enough 
to provide language-concordant care nor those who are 
internally motivated to sign up for language electives or 
extracurricular experiences. Notably, by the third ses-
sion, both multilingual and monolingual students across 
all three campuses described a plan to advocate on behalf 
of their patients with NELP if they observed poor com-
munication practices. Similarly, many students planned 
on increasing their own use of professional interpreters.

By collecting language skills data, our intervention 
facilitated recognition of the rich linguistic diversity of 
the student body in participating schools; three quarters 

Table 4  How students plan to apply language-appropriate 
healthcare knowledge: themes identified in qualitative analysis of 
post-session responses
Session Theme Number 

of respon-
dents (%)

Session 1: 
Role and 
Impact of 
Language 
and Health
n = 102

Plan to increase patient advocacy 29 (28%)
Plan to increase professional interpreter 
use

29 (28%)

Plan to gain/improve knowledge of lan-
guage resources/policies

17 (17%)

Plan to be more aware of impact of lan-
guage discordance

16 (16%)

Plan to gain/improve skills in a non-English 
language

7 (7%)

Plan to increase awareness of biases about 
non-English speakers

4 (4%)

Session 2: 
Physician 
Language 
Proficiency 
Standards
n = 62

Plan to openly discuss medical language 
skills, uncertainties, or questions with peers 
or supervisors

39 (63%)

Plan to schedule time for self-assessment 35 (56%)
Plan to take a medical language course 27 (44%)
Plan to take a formal assessment exam 26 (42%)

Session 3: 
Working 
Effec-
tively with 
Medical 
Interpreters
n = 56

Plan to gain/improve knowledge of lan-
guage resources/policies

24 (36%)

Plan to increase patient advocacy 15 (36%)
Plan to increase professional medical 
interpreter use

10(14%)

Plan to adopt more collaborative ap-
proach when interacting with professional 
interpreters

7 (14%)
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of respondents reported skills in at least one non-English 
language. Language skills are invisible characteristics that 
may intersect with other elements of diversity such as 
race, ethnicity, immigration story, and nationality, among 
others [40, 41]. While many institutions offer some form 
of medical Spanish education [24], and Spanish is the 
language of greatest need in most areas of the US, [1, 2] 
the linguistic diversity of our study’s participants high-
lights the need for preparing all learners (not just Span-
ish speakers) to appropriately use their language skills 
clinically. Students with skills in less common languages 
may have difficulty identifying educational resources for 
advancing or assessing their proficiency, making lan-
guage equity education an important and foundational 
way to engage students in language-appropriate care 
regardless of languages spoken. Institutionalizing lan-
guage equity education is an opportunity to highlight lan-
guage – an understudied facet of student diversity – and 
engage learners and faculty in active discussions in which 
multilingual experiences are explicitly valued. Embed-
ding language equity concepts, including skills for work-
ing with interpreters [42] as part of core, required clinical 
skills training sends an important message that skills for 
language-appropriate care are a key part of a comprehen-
sive toolbox for all physicians.

Students learned the importance of progressively self-
assessing their skills in languages besides English to 
accurately determine when they should partner with a 
qualified medical interpreter. For monolingual English-
speaking students or multilingual students with inter-
mediate or lower skill levels in a language, they should 
always partner with an interpreter via remote or in-per-
son modes [10]. The choice of mode of interpretation 
depends on availability (which can vary by clinical site) 
and encounter complexity. Students received a list of 
their local campus’ clinical sites and information on how 
to access language services at each site. For multilingual 
students with advanced or higher skills in a language, 
proficiency testing is recommended to certify their 
skills; additionally, self-assessment should be continually 
applied since some clinical situations might pose unex-
pected or complex linguistic challenges with which even 
an advanced speaker may need additional language sup-
port [35].

This study sheds light on persistent structural barri-
ers that disproportionately affect multilingual trainees 
and contribute to language-related health disparities for 
patients [43]. A concerning number of students reported 
having been asked to serve as ad hoc interpreters. These 
findings are consistent with prior literature about ad hoc 
interpreting by trainees, [14,  44] and support the need 
to revisit hospital policies and training for all health-
care staff (e.g., resident and attending physicians, nurses, 
etc.) who may be unaware of language-related legal 

requirements or best practices. Importantly, our longi-
tudinal intervention resulted in many respondents devel-
oping a plan to apply strategies to improve and/or assess 
their language skills and to openly discuss language issues 
with peers, staff, or supervisors. Future research should 
explore long-term outcomes by evaluating the rates of 
working with interpreters, participating in language 
courses, or taking language assessment examinations for 
students exposed to the foundational pre-clinical lan-
guage equity curriculum.

Our study had some limitations. While overall student 
engagement in the course was excellent, we observed 
attrition in the number of students who completed the 
questionnaires, with 25% of participants completing the 
final session’s post-questionnaire, potentially resulting in 
sampling bias. Also, a small subset of students (17%) par-
ticipated in the course but did not complete the question-
naires. Since language data is not routinely collected, we 
have no way of knowing whether this subset of students 
differed from respondents with regards to their linguis-
tic profile. All students were from the same institution 
despite being situated on three different campuses with 
unique patient populations. Student feedback prompted 
some course improvements, such as creating a role-play 
video to illustrate an example of an ethical dilemma that 
may arise during a medical encounter between a patient 
with NELP and a partially fluent medical student. In 
future courses, the impact of these changes should be 
evaluated. Secondly, our primary outcomes were self-per-
ceived attitudes, confidence, and intent to apply concepts 
learned; it would be important to correlate these find-
ings with students’ performance on experiential oppor-
tunities, such as standardized patient encounters, to 
assess the clinical skills taught in the course and receive 
formative feedback. Moreover, it would be valuable to 
track learners’ progress throughout the clinical years of 
medical school and residency through metrics such as 
interpreter utilization, periodic language proficiency 
assessments, clinical outcomes, and patient satisfaction.

Conclusions
Incorporating a pre-clinical undergraduate medical cur-
riculum is a strategy for exposing all medical students to 
foundational education about improving health equity 
through language-appropriate care. Next steps should 
include exploring methods for evaluating these skills, 
including students’ communication with linguistically 
diverse populations and interprofessional collabora-
tion with medical interpreters during clinical clerkships. 
Future research should also consider the potential indi-
rect impact on language services utilization by other 
members of the healthcare team who might learn about 
language-appropriate care from medical students who 
took the course and explore whether language equity 
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education improves belonging for students and clinicians 
from linguistically diverse backgrounds.

Abbreviations
DoCS	� Doctoring and Clinical Skills
LEP	� Limited English Proficiency
NELP	� Non-English Language Preference
UICOM	� University of Illinois College of Medicine

Acknowledgements
The authors thank the Doctoring and Clinical Skills team at the University of 
Illinois College of Medicine, specifically, Shila Dauner, MPA, Angelica Bevelle, 
Euna Chi, MD, Julie Loza, MD, and María Isabel Angulo, MD for their invaluable 
support with implementation of the course and questionnaires. The authors 
also thank the many senior medical students, resident physicians, staff, 
and attending physicians who served as facilitators and provided feedback 
about the curriculum. Lastly, the authors are deeply grateful to Amy De La 
Torre, Alondra Díaz, and Christopher Llerena, MS, who, as medical students, 
contributed to course development and facilitator recruitment as core 
members of the language equity task force.

Author contributions
MGVC co-led the project’s conceptualization, investigation, and formal 
analysis, and led the writing of the original draft, review, and editing. RXI 
co-led the project’s conceptualization and investigation, and participated 
in manuscript draft preparation, review, and editing. MAL, SAA, and JF 
participated in the project’s conceptualization, investigation, and manuscript 
draft preparation. JF also contributed to the formal analysis. YSP led the formal 
analysis and participated in critical manuscript review. AGG participated 
in project conceptualization, investigation, and critical manuscript review. 
PO was the primary lead in project conceptualization, investigation, and 
methodology and supervised the manuscript draft preparation, review, and 
editing. All authors read and approved the final manuscript.

Funding
Not applicable.

Data availability
Data is provided within the manuscript; additional data requests should be 
directed to the corresponding author.

Declarations

Ethics approval and consent to participate
The University of Illinois Institutional Review Board approved this study on 
August 15, 2017 (protocol #2017 − 0482). Informed consent was obtained 
from all participants.

Consent for publication
Not applicable.

Competing interests
Dr. Ortega receives textbook author royalties from Elsevier. The authors have 
no other conflicts of interest to report.

Author details
1Yale New Haven Hospital, New Haven, CT, USA
2McGaw Medical Center of Northwestern University, Chicago, IL, USA
3Department of Medical Education, University of Illinois College of 
Medicine, 808 S. Wood Street, MC 591, Chicago, IL 606012, USA
4Department of Diversity, Equity, and Inclusion, Accreditation Council for 
Graduate Medical Education, Chicago, IL, USA

Received: 7 December 2023 / Accepted: 26 April 2024

References
1.	 American Community Survey. S1601 Language Spoken at Home: ACS 1-Year 

Estimates Subject Tables [Internet]. Washington, DC: United States Census 
Bureau; 2021 [cited 2023 July 11]. https://data.census.gov/table?q=Language
+&y=2021&tid=ACSST1Y2021.S1601.

2.	 American Community Survey. B16001 Language Spoken at Home by Ability 
to Speak English for the Population 5 Years and Over: ACS 1-Year Estimates 
Subject Tables [Internet]. Washington, DC: United States Census Bureau; 
2021[cited 2023 July 11]. https://data.census.gov/table?q=B16001:+LANGUA
GE+SPOKEN+AT+HOME+BY+ABILITY+TO+SPEAK+ENGLISH+FOR+THE+POP
ULATION+5+YEARS+AND+OVER&g=0100000US&tid=ACSDT1Y2021.B16001.

3.	 Ortega P, Shin TM, Martínez GA. Rethinking the term Limited English profi-
ciency to Improve Language-Appropriate Healthcare for all. J Immigr Minor 
Health. 2022;24(3):799–805. https://doi.org/10.1007/s10903-021-01257-w. 
Epub 2021 Jul 30. PMID: 34328602; PMCID: PMC8323079.

4.	 Parker MM, Fernández A, Moffet HH, Grant RW, Torreblanca A, Karter AJ. Asso-
ciation of Patient-Physician Language Concordance and Glycemic Control for 
Limited-English Proficiency Latinos With Type 2 Diabetes. JAMA Intern Med. 
2017;177(3):380–387. https://doi.org/10.1001/jamainternmed.2016.8648. 
Erratum in: JAMA Intern Med. 2017;177(3):449. PMID: 28114680; PMCID: 
PMC5339062.

5.	 Karliner LS, Jacobs EA, Chen AH, Mutha S. Do professional interpret-
ers improve clinical care for patients with limited English proficiency? A 
systematic review of the literature. Health Serv Res. 2007;42(2):727–54. 
https://doi.org/10.1111/j.1475-6773.2006.00629.x. PMID: 17362215; PMCID: 
PMC1955368.

6.	 Diamond L, Izquierdo K, Canfield D, Matsoukas K, Gany F. A systematic review 
of the impact of patient-physician Non-english Language Concordance 
on Quality of Care and outcomes. J Gen Intern Med. 2019;34(8):1591–606. 
https://doi.org/10.1007/s11606-019-04847-5. Epub 2019 May 30. PMID: 
31147980; PMCID: PMC6667611.

7.	 Executive order No. 13166, Improving Access to Services for Per-
sons with Limited English Proficiencies [Internet]. Washington, DC: 
Executive Office of the President; 2000 August 10 [cited 2023 July 11]. 
https://www.federalregister.gov/documents/2000/08/16/00-20938/
improving-access-to-services-for-persons-with-limited-english-proficiency.

8.	 Jacobs B, Ryan AM, Henrichs KS, Weiss BD. Medical interpreters in Outpatient 
Practice. Ann Fam Med. 2018;16(1):70–6. https://doi.org/10.1370/afm.2154. 
PMID: 29311179; PMCID: PMC5758324.

9.	 Showstack RE, Guzman K, Chesser AK, Woods NK. Improving latino Health 
Equity through Spanish Language Interpreter Advocacy in Kansas. Hisp 
Health Care Int. 2019;17(1):18–22. Epub 2018 Dec 21. PMID: 30572724.

10.	 Diamond LC, Schenker Y, Curry L, Bradley EH, Fernandez A. Getting 
by: underuse of interpreters by resident physicians. J Gen Intern Med. 
2009;24(2):256 – 62. doi: 10.1007/s11606-008-0875-7. Epub 2008 Dec 17. 
PMID: 19089503; PMCID: PMC2628994.

11.	 Hudelson P. Improving patient-provider communication: insights from inter-
preters. Fam Pract. 2005;22(3):311-6. https://doi.org/10.1093/fampra/cmi015. 
Epub 2005 Apr 1. PMID: 15805131.

12.	 Hsieh E, Kramer EM. Medical interpreters as tools: dangers and challenges 
in the utilitarian approach to interpreters’ roles and functions. Patient Educ 
Couns. 2012;89(1):158–62. https://doi.org/10.1016/j.pec.2012.07.001. Epub 
2012 Jul 31. PMID: 22857777; PMCID: PMC3462307.

13.	 Hsieh E. Not just getting by: factors influencing providers’ choice of interpret-
ers. J Gen Intern Med. 2015;30(1):75–82. https://doi.org/10.1007/s11606-014-
3066-8. Epub 2014 Oct 23. PMID: 25338731; PMCID: PMC4284281.

14.	 Vela MB, Fritz C, Press VG, Girotti J. Medical students’ experiences and per-
spectives on interpreting for LEP patients at two US Medical Schools. J Racial 
Ethn Health Disparities. 2016;3(2):245–9. https://doi.org/10.1007/s40615-015-
0134-7. Epub 2015 May 28. PMID: 27271065.

15.	 Maul L, Regenstein M, Andres E, Wright R, Wynia MK. Using a risk assessment 
approach to determine which factors influence whether partially bilingual 
physicians rely on their non-English language skills or call an interpreter. Jt 
Comm J Qual Patient Saf. 2012;38(7):328 – 36. https://doi.org/10.1016/s1553-
7250(12)38043-4. PMID: 22852193.

16.	 Himmelstein J, Wright WS, Wiederman MW. U.S. medical school curricula on 
working with medical interpreters and/or patients with limited English pro-
ficiency. Adv Med Educ Pract. 2018;9:729–33. https://doi.org/10.2147/AMEP.
S176028. PMID: 30319306; PMCID: PMC6168005.

17.	 Pinto Taylor E, Mulenos A, Chatterjee A, Talwalkar JS. Partnering with 
interpreter services: standardized patient cases to Improve Communication 
with Limited English proficiency patients. MedEdPORTAL. 2019;15:10826. 

https://data.census.gov/table?q=Language+&y=2021&tid=ACSST1Y2021.S1601
https://data.census.gov/table?q=Language+&y=2021&tid=ACSST1Y2021.S1601
https://data.census.gov/table?q=B16001:+LANGUAGE+SPOKEN+AT+HOME+BY+ABILITY+TO+SPEAK+ENGLISH+FOR+THE+POPULATION+5+YEARS+AND+OVER&g=0100000US&tid=ACSDT1Y2021.B16001
https://data.census.gov/table?q=B16001:+LANGUAGE+SPOKEN+AT+HOME+BY+ABILITY+TO+SPEAK+ENGLISH+FOR+THE+POPULATION+5+YEARS+AND+OVER&g=0100000US&tid=ACSDT1Y2021.B16001
https://data.census.gov/table?q=B16001:+LANGUAGE+SPOKEN+AT+HOME+BY+ABILITY+TO+SPEAK+ENGLISH+FOR+THE+POPULATION+5+YEARS+AND+OVER&g=0100000US&tid=ACSDT1Y2021.B16001
https://doi.org/10.1007/s10903-021-01257-w
https://doi.org/10.1001/jamainternmed.2016.8648
https://doi.org/10.1111/j.1475-6773.2006.00629.x
https://doi.org/10.1007/s11606-019-04847-5
https://www.federalregister.gov/documents/2000/08/16/00-20938/improving-access-to-services-for-persons-with-limited-english-proficiency
https://www.federalregister.gov/documents/2000/08/16/00-20938/improving-access-to-services-for-persons-with-limited-english-proficiency
https://doi.org/10.1370/afm.2154
https://doi.org/10.1093/fampra/cmi015
https://doi.org/10.1016/j.pec.2012.07.001
https://doi.org/10.1007/s11606-014-3066-8
https://doi.org/10.1007/s11606-014-3066-8
https://doi.org/10.1007/s40615-015-0134-7
https://doi.org/10.1007/s40615-015-0134-7
https://doi.org/10.1016/s1553-7250(12)38043-4
https://doi.org/10.1016/s1553-7250(12)38043-4
https://doi.org/10.2147/AMEP.S176028
https://doi.org/10.2147/AMEP.S176028


Page 11 of 11Valle Coto et al. BMC Medical Education          (2024) 24:485 

https://doi.org/10.15766/mep_2374-8265.10826. PMID: 31161138; PMCID: 
PMC6543860.

18.	 Trial J, Elliott D, Lauzon V, Lie D, Chvira E. Interpretation at the OB/GYN 
Bedside - Cultural Competence in the Third-Year Clerkships. MedEdPORTAL 
[Internet]. 2010 June [cited 2023 July 11]; 6:1148. https://doi.org/10.15766/
mep_2374-8265.1148.

19.	 Jones J, Rice K, Cueto V, Mojica CDV, Stawitcke M, Salem S, Talley E, Blanken-
burg R. Increasing Health Care workers’ proficiency with using Profes-
sional Medical Interpretation: a workshop. MedEdPORTAL. 2020;16:11017. 
https://doi.org/10.15766/mep_2374-8265.11017. PMID: 33204841; PMCID: 
PMC7666837.

20.	 Callahan E, Garcia E, Rehm J, Talk. Louder? Communicating With Your Spanish 
Speaking Patients. MedEdPORTAL [Internet]. 2011 June 20 [cited 2023 July 
11];7:8427. https://doi.org/10.15766/mep_2374-8265.8427.

21.	 TeamSTEPPS 3. 0 Video Training Tools [Internet]. Rockville, MD: Agency for 
Healthcare Research and Quality; [2023 July, cited 2023 July 11] https://www.
ahrq.gov/teamstepps/instructor/videos/index.html.

22.	 Lie D. Interpreter Cases for Cultural Competency Instruction. MedEdPORTAL 
[Internet]. 2006 March 27 [2023 July 11]; 2:205. https://doi.org/10.15766/
mep_2374-8265.205.

23.	 Ortega P, Diamond L, Alemán MA, Fatás-Cabeza J, Magaña D, Pazo V, Pérez 
N, Girotti JA, Ríos E. Medical Spanish Summit. Medical Spanish Standard-
ization in U.S. Medical Schools: Consensus Statement From a Multidisci-
plinary Expert Panel. Acad Med. 2020;95(1):22–31. https://doi.org/10.1097/
ACM.0000000000002917. PMID: 31365394.

24.	 Ortega P, Francone NO, Santos MP, Girotti JA, Shin TM, Varjavand N, Park YS. 
Medical Spanish in US Medical schools: a National Survey to examine existing 
Programs. J Gen Intern Med. 2021;36(9):2724–30. https://doi.org/10.1007/
s11606-021-06735-3. Epub 2021 Mar 29. PMID: 33782890; PMCID: 
PMC8390604.

25.	 Total Enrollment by U.S. MD-Granting Medical School and Race/Ethnicity. 
(Alone), 2022–2023 [Internet]. Association of American Medical Colleges; 
2022 November 4 [cited 2023 July 11]. https://www.aamc.org/media/6131/
download.

26.	 Zackoff MW, Real FJ, Abramson EL, Li ST, Klein MD, Gusic ME. Enhancing 
Educational Scholarship through conceptual frameworks: a challenge and 
Roadmap for Medical Educators. Acad Pediatr. 2019;19(2):135–41. Epub 2018 
Aug 20. PMID: 30138745.

27.	 Ryan RM, Deci EL. Self-determination theory and the facilitation of 
intrinsic motivation, social development, and well-being. Am Psychol. 
2000;55(1):68–78.

28.	 Yosso TJ. Whose culture has capital? A critical race theory discussion of com-
munity cultural wealth. Race Ethn Educ. 2005;8(1):69–91. https://doi.org/10.1
080/1361332052000341006.

29.	 Bourdieu P. Outline of a theory of practice. The new social theory reader. 
Routledge; 2020. pp. 80–6.

30.	 Ortega P, Shin TM. Language is not a barrier—it is an opportunity to improve 
health equity through education. Health Affairs Forefr. 2021. https://doi.
org/10.1377/hblog20210726.579549.

31.	 Ortega P. Spanish Language Concordance in U.S. Medical Care: A Multifac-
eted Challenge and Call to Action. Acad Med. 2018;93(9):1276–1280. https://
doi.org/10.1097/ACM.0000000000002307. PMID: 29877912.

32.	 US Department of Health and Human Serivces Office of Minoirty Health. 
National CLAS Standards - Think Cultural Health. [Internet]. Think Culture 
Health; [cited 2023 Jul 11]. https://thinkculturalhealth.hhs.gov/assets/pdfs/
EnhancedNationalCLASStandards.pdf.

33.	 Rivera C, Pulsevoices. 2021 [cited 2023 Jul 11]. El Jugo Me Hizo Daño. https://
pulsevoices.org/stories/el-jugo-me-hizo-dano/.

34.	 Diamond L, Toro Bejarano M, Chung S, Ferguson W, Gonzalez J, Genoff Gar-
zon M, Mujawar I, Gany F. Factors Associated with Accuracy of Self-Assess-
ment compared with tested Non-english Language Proficiency among 
Primary Care Providers. Med Care. 2019;57(5):385–90. PMID: 30844905; 
PMCID: PMC6459717.

35.	 Regenstein M, Andres E, Wynia MK. Appropriate use of non-English-language 
skills in clinical care. JAMA. 2013;309(2):145-6. https://doi.org/10.1001/
jama.2012.116984. PMID: 23299604.

36.	 99Statesmen. Using a Medical Interpreter [Internet]. 2012 [cited 2023 Jul 11]. 
https://www.youtube.com/watch?v=D9s3sl5AoMg.

37.	 Diamond LC, Luft HS, Chung S, Jacobs EA. Does this doctor speak my 
language? Improving the characterization of physician non-english language 
skills. Health Serv Res. 2012;47(1 Pt 2):556–69. https://doi.org/10.1111/j.1475-
6773.2011.01338.x. Epub 2011 Oct 27. PMID: 22091825; PMCID: PMC3393012.

38.	 Artino AR Jr, La Rochelle JS, Dezee KJ, Gehlbach H. Developing ques-
tionnaires for educational research: AMEE Guide No. 87. Med Teach. 
2014;36(6):463 – 74. doi: 10.3109/0142159X.2014.889814. Epub 2014 Mar 24. 
PMID: 24661014; PMCID: PMC4059192.

39.	 O’Brien BC, Harris IB, Beckman TJ, Reed DA, Cook DA. Standards for report-
ing qualitative research: a synthesis of recommendations. Acad Med. 
2014;89(9):1245-51. https://doi.org/10.1097/ACM.0000000000000388. PMID: 
24979285.

40.	 Ortega P, Martínez G, Alemán MA, Zapién-Hidalgo A, Shin TM. Recognizing 
and Dismantling Raciolinguistic Hierarchies in Latinx Health. AMA J Ethics. 
2022;24(4):E296-304. English, Spanish. https://doi.org/10.1001/amajeth-
ics.2022.296. PMID: 35405056.

41.	 Diamond L, Grbic D, Genoff M, Gonzalez J, Sharaf R, Mikesell C, Gany F. 
Non-english-language proficiency of applicants to US residency programs. 
JAMA. 2014;312(22):2405–7. https://doi.org/10.1001/jama.2014.15444. PMID: 
25490332; PMCID: PMC4512180.

42.	 Jacobs EA, Diamond LC, Stevak L. The importance of teaching clinicians when 
and how to work with interpreters. Patient Educ Couns. 2010;78(2):149–53. 
https://doi.org/10.1016/j.pec.2009.12.001. Epub 2009 Dec 29. PMID: 
20036480.

43.	 Divi C, Koss RG, Schmaltz SP, Loeb JM. Language proficiency and adverse 
events in US hospitals: a pilot study. Int J Qual Health Care. 2007;19(2):60–7. 
https://doi.org/10.1093/intqhc/mzl069. Epub 2007 Feb 2. PMID: 17277013.

44.	 Flores G, Laws MB, Mayo SJ, Zuckerman B, Abreu M, Medina L, Hardt EJ. 
Errors in medical interpretation and their potential clinical consequences in 
pediatric encounters. Pediatrics. 2003;111(1):6–14. https://doi.org/10.1542/
peds.111.1.6. PMID: 12509547.

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

https://doi.org/10.15766/mep_2374-8265.10826
https://doi.org/10.15766/mep_2374-8265.1148
https://doi.org/10.15766/mep_2374-8265.1148
https://doi.org/10.15766/mep_2374-8265.11017
https://doi.org/10.15766/mep_2374-8265.8427
https://www.ahrq.gov/teamstepps/instructor/videos/index.html
https://www.ahrq.gov/teamstepps/instructor/videos/index.html
https://doi.org/10.15766/mep_2374-8265.205
https://doi.org/10.15766/mep_2374-8265.205
https://doi.org/10.1097/ACM.0000000000002917
https://doi.org/10.1097/ACM.0000000000002917
https://doi.org/10.1007/s11606-021-06735-3
https://doi.org/10.1007/s11606-021-06735-3
https://www.aamc.org/media/6131/download
https://www.aamc.org/media/6131/download
https://doi.org/10.1080/1361332052000341006
https://doi.org/10.1080/1361332052000341006
https://doi.org/10.1377/hblog20210726.579549
https://doi.org/10.1377/hblog20210726.579549
https://doi.org/10.1097/ACM.0000000000002307
https://doi.org/10.1097/ACM.0000000000002307
https://thinkculturalhealth.hhs.gov/assets/pdfs/EnhancedNationalCLASStandards.pdf
https://thinkculturalhealth.hhs.gov/assets/pdfs/EnhancedNationalCLASStandards.pdf
https://pulsevoices.org/stories/el-jugo-me-hizo-dano/
https://pulsevoices.org/stories/el-jugo-me-hizo-dano/
https://doi.org/10.1001/jama.2012.116984
https://doi.org/10.1001/jama.2012.116984
https://www.youtube.com/watch?v=D9s3sl5AoMg
https://doi.org/10.1111/j.1475-6773.2011.01338.x
https://doi.org/10.1111/j.1475-6773.2011.01338.x
https://doi.org/10.1097/ACM.0000000000000388
https://doi.org/10.1001/amajethics.2022.296
https://doi.org/10.1001/amajethics.2022.296
https://doi.org/10.1001/jama.2014.15444
https://doi.org/10.1016/j.pec.2009.12.001
https://doi.org/10.1093/intqhc/mzl069
https://doi.org/10.1542/peds.111.1.6
https://doi.org/10.1542/peds.111.1.6

	﻿Teaching foundational language equity concepts in the pre-clinical curriculum
	﻿Abstract
	﻿Background
	﻿Methods
	﻿Educational intervention
	﻿Participants
	﻿Questionnaires
	﻿Statistical analysis

	﻿Results
	﻿Descriptive statistics
	﻿Students’ prior language-related experiences in healthcare
	﻿Interactions with linguistically diverse patients
	﻿Prior experiences assessing non-english language skills
	﻿Prior training related to working with medical interpreters


	﻿Post-session change in knowledge and attitudes
	﻿Intent to apply concepts learned
	﻿Student feedback and curricular updates
	﻿Discussion
	﻿Conclusions
	﻿References


