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O ver the past several decades, the United States has experi-
enced rapid growth in the racial and ethnic diversity of its 
population. By 2050, racial and ethnic minorities are esti-

mated to comprise 54% of the nation’s population.1 Furthermore, in 
2000, approximately 47 million Americans reported speaking a lan-
guage other than English at home, and 21 million reported speaking 
English less than “very well.”2 Several studies have documented the 
negative impact of language barriers on patient-provider communica-
tion, patient safety, and the overall timeliness and quality of health-
care received.3-6

Although expanded insurance coverage is an important step in 
reducing gaps in care, it does not guarantee that patients, especially 
persons with limited English proficiency and low functional health 
literacy, can effectively navigate the healthcare system to access pre-
ventive services and obtain the care they need.7 Availability of a full 
range of culturally and linguistically appropriate healthcare services is 
essential for overcoming barriers and accessing timely care. To iden-
tify gaps in care for diverse populations, develop strategies to improve 
patient-provider communication, and allocate needed services and re-
sources, key stakeholders agree that better data on patients’ language 
are needed.8

This article reports the results of 3 nationwide surveys of health 
plans regarding their efforts to improve the provision of culturally and 
linguistically appropriate services for their members.9-11 Specifically, 
we describe how health plans collect and use language data from their 
members, and what types of language access services are provided to 
members by plans. Our goal was to describe recent progress made by 
health plans and to identify areas needing further improvement.

METHODS
Data Sources

The sources of data for this study were surveys of health plans con-
ducted in 2003, 2006, and 2008 by America’s Health Insurance Plans 
Foundation (AHIPF), with support from the Robert Wood Johnson 
Foundation. Reported results are 
primarily from the most recent 
survey (2008), although selected 
questions from the prior 2 sur-
veys were used to identify trends 
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gies for improving CLAS were cited by health 
plans, including improving health plan commu-
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over time. The target population was defined as health plans 
offering commercial, Medicaid, and/or Medicare Advantage 
products.

We developed the 2008 survey using input from an advi-
sory group of health plans with expertise in data collection. 
We pilot tested the survey with 5 health plans and made re-
visions based on their feedback. The final survey instrument, 
consisting of 50 questions, had several sections. For this 
article, we used information on whether health plans col-
lected data on the “primary” or “preferred” language of their 
members and how they collected these data. “Primary” and 
“preferred” language was not explicitly defined in the survey, 
as plans may utilize different definitions. The questions re-
garding how plans collected data focused on whether each 
used direct methods, defined as collection by the plan of self-
reported data from its members; indirect methods, defined as 
collection of data from sources other than members; or both. 
We also used information on the provision of language access 
services for members and strategies employed by health plans 
for improving the provision of culturally and linguistically 
appropriate services (CLAS). Of note, these questions were 
asked of all plans regardless of whether or not they collected 
language data.

America’s Health Insurance Plans Foundation  used health 
plans’ listings in the Atlantic Information Service’s (AIS) 
Directory of Health Plans for 2007 to develop the sampling 
frame for the survey, and excluded leased preferred provider 
organization (PPO) networks, subsidiary companies, plans 
that were no longer in business or had merged; plans with un-
known enrollment; and very small plans (defined as commer-
cial plans with <6500 members, Medicaid plans with <20,000 
members, and Medicare plans with <5000 members). This 
resulted in a final sampling frame consisting of 245 health 
plans, all of which were invited to participate in the survey. 
For each plan, AHIPF used AIS data to identify the prod-
uct with the highest enrollment and asked that responses be 
specific to that product. Because the commercial product has 
the highest enrollment for most health plans, 11 multiproduct 
health plans were asked to respond for 1 additional product, 

Medicaid or Medicare, so that the dis-
tribution of product-specific enrollment 
in the overall sample would reflect the 
composition of the industry.

The Excel-based survey was fielded 
via e-mail between June and October 
2008. Prior to e-mailing the survey, 
AHIPF utilized multiple internal and 
external contact lists (eg, health plan 
staff responsible for addressing dispari-
ties within individual companies, chief 

medical officers, directors of quality improvement, etc) to 
identify the appropriate health plan representative to com-
plete the survey. America’s Health Insurance Plans Founda-
tion staff made several attempts to reach nonresponding plans 
and contacted submitters to clarify incomplete or unclear re-
sponses. On average, health plans completed the survey in 
approximately 1 hour.

A total of 123 health plans responded to the 2008 sur-
vey (50% response rate), including 65 commercial (50%), 
46 Medicaid (53%), and 12 Medicare plans (44%). Re-
sponse rates varied by plan size: 76% for large plans (enroll-
ment >500,000 for commercial and >300,000 for Medicaid 
and Medicare plans); 64% for medium plans (enrollment 
200,000-499,999 for commercial and 100,000-299,999 for 
Medicaid and Medicare plans); and 37% for small plans. Re-
sponding health plans represented a total enrollment of 133.8 
million members.

The main methodological differences between the 2008 
survey and the earlier 2003 and 2006 surveys included:

	 •	 In	2003,	83%	of	the	health	plans	in	the	sampling	
frame were included in the survey sample via ran-
dom selection, while in 2006 and 2008, 100% of the 
plans in the sampling frame were surveyed.

	 •	 In	2003	and	2006,	all	health	plans	were	asked	to	
respond on only 1 product.

	 •	 In	2003	and	2006,	the	survey	was	conducted	via	an	
e-mail invitation to health plans with a link to an 
Internet-based questionnaire.

	 •	 The	2003	and	2006	surveys	asked	about	collection	
of “primary” language only.

	 •	 Overall	response	rates	in	2003	and	2006	were	
40% and 60%, respectively. As in 2008, large- and 
medium-size health plans were more likely than 
small plans to respond to the surveys.

Analysis
We calculated the proportions of health plans with various 

characteristics of interest. When appropriate, we weighted 
the proportions by plan enrollment. Because the responding 

Take-Away Points [AU: Please edit down to 2-3 bullet points.]
Key stakeholders agree that better data on patients’ language are needed to effectively 
address language-related barriers to timely, high-quality healthcare. 

n	 In 2008, 74.0% of health plans collected language data (commercial 60.0%, Medicaid 
89.1%, Medicare 91.7%); an increase since 2003.

n	 Health plans cited a variety of strategies for improving the provision of culturally and 
linguistically appropriate services and nearly all plans reported offering language services 
in 2008.

n	 Health plans may be uniquely positioned to implement and test interventions that aim to 
improve appropriate utilization of language services.
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health plans account for a large percentage of the sampling 
frame, we applied the finite population correction factor to 
obtain correct standard errors (SEs). In the Results section, all 
percentages are presented with the SE in parentheses. 

RESULTS
Characteristics of Health Plans

The 2008 study sample included large, medium, and small 
health plans that were geographically distributed across all 4 
US census regions, and that together represent a sizable per-
centage of the total US health plan enrollment (Table 1). 
Commercial plans that responded to the survey included 
health plans that offered health maintenance organization, 
PPO, and/or point of service products. Health plans in the 
study sample for 2003 and 2006 were similarly diverse in size, 
location, and product types.

Language Data Collection by Health Plans
Approximately 74.0% (SE, 2.8%) of health plans reported 

collecting language data (“primary” and/or “preferred”) for 
their members in 2008, including 60.0% (4.3%) commercial, 
89.1% (3.2%) Medicaid, and 91.7% (6.3%) Medicare plans. 
This was an increase from 2003, when 38.5% (5.6%) of com-

mercial, 84.6% (5.9%) of Medicaid, and 65.6% (6.5%) of 
Medicare health plans reported collecting primary language 
data (Figure). Most health plans that collected language data 
from their members also collected information on race and 
ethnicity.

Larger commercial and Medicaid plans were more likely 
to collect language data than medium or small health plans. 
For example, in 2008, 81.5% (4.0%) of large commercial 
plans collected these data, compared with 54.5% (10.1%) 
and 40.7% (7.8%) of medium and small plans, respectively. 
Similarly, 100% of large Medicaid plans reported collecting 
these data, compared with 93.3% (4.2%) and 83.3% (5.9%) 
of medium and small plans. When weighted by plan enroll-
ment, 89.1% of commercial plan members, 96.8% of Med-
icaid plan members, and 95.3% of Medicare plan members 
were in health plans that collected some language data in 
2008.

Health plans used both direct and indirect methods to ob-
tain language data on their members. In 2008, the majority of 
commercial plans that collected language data relied on direct 
methods (66.7% [5.4%]) with only 2.6% (1.9%) reporting the 
sole use of indirect methods, and 30.8% (5.3%) reporting use 
of both data collection methods. By comparison, Medicaid 
and Medicare plans that collected language data used only 

n Table 1. Characteristics of Health Plans in Study Sample, 2008.

Commercial Medicaid Medicare

All Plans, n 65 46 12

By enrollment, n

  Large plans 27 7 5

  Medium plans 11 15 3

  Small plans 27 24 4

By type of product, na

  HMO 35 — —

  PPO 32 --- —

  POS 9 --- —

  Other 3 --- —

By census region, n

  Northeast 17 6 3

  South 11 8 0

  Midwest 15 8 1

  West 16 21 2

  Two or more regions 6 3 6

Total US health plan enrollment, by category, %    73             40           65
aNumbers >65 because some plans reported data for >1 type of product. 
HMO indicates health maintenance organization; POS, point of service; PPO, preferred provider organization. 
Large plans defined as those with enrollment >500,000 for commercial and >300,000 for Medicaid and Medicare plans; medium plans defined as 
those with enrollment 200,000–499,999 for commercial and 100,000–299,999 for Medicaid and Medicare plans; small plans defined as those with 
enrollment <200,000 for commercial and <100,000 for Medicaid and Medicare plans.
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direct methods less often (14.6% [3.9%] and 55.6% [13.4%], 
respectively), and only indirect data collection methods more 
often (24.4% [4.7%] and 22.2% [11.2%], respectively). Both 
methods were used by 61.0% (5.3%) of Medicaid plans and 
22.2% (11.2%) of Medicare plans.

Health plans reported a variety of direct methods for col-
lecting information on members’ language. However, the 

direct method most frequently reported by commercial and 
Medicare health plans as providing the most valuable data 
was having members self-identify their primary and/or pre-
ferred language during enrollment, which was used by 52.6% 
(5.8%) of commercial and 71.4% (14.2%) of Medicare plans 
that used direct methods. The direct method most frequently 
chosen by Medicaid plans as providing the most valuable data 

n Figure. Percentage of Plans That Collect Language Data, 2003 to 2008

aIn 2008, plans were asked if they collected “primary” and/or “preferred” language data. In 2003 and 2006, plans were only asked about “primary” 
language. 
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n Table 2. Principal Methods Used for Direct and Indirect Data Collection, 2008

Commercial (n = 38) Medicaid (n = 31) Medicare (n = 7)

Direct methods, % of plans (SE)

Self-identified by enrollee during enrollment 52.6 (5.8)a 51.6 (6.3) 71.4 (14.2)a

Self-identified by enrollee after enrollment 39.5 (5.7) 48.4 (6.3) 71.4 (14.2)

Collected by plan directly from enrollees after enrollment 44.7 (5.8) 64.5 (6.0) 42.9 (15.6)

Obtained directly from enrollee during contacts with plan customer 
service representatives

55.3 (5.8) 90.3 (3.7)a 85.7 (11.1)

Obtained from plan-specific enrollee satisfaction survey 21.1 (4.8) 12.9 (4.2) 14.3 (11.1)

Obtained when enrollees participate in special plan programs 50.0 (5.8) 54.8 (6.3) 71.4 (14.2)

Commercial (n = 11) Medicaid (n = 33) Medicare (n = 4)

Indirect methods, % of plans (SE)

Surname identification software 45.5 (11.3) 0 50.0 (22.9)

Geocoding software 45.5 (11.3)b 0 75.0 (19.8)

Obtained through linked files from an external source (eg, CMS, 
state Medicaid agency, hospital birth certificates)

45.5 (11.3) 90.9 (3.5)b 75.0 (19.8)b

Obtained from CAHPS or similar patient experience survey 72.7 (10.2)b 21.1 (5.0) 25.0 (19.8)

CAHPS indicates Consumer Assessment of Healthcare Providers and Systems; CMS, Centers for Medicare & Medicaid Services; SE, standard error.  
aMethod most frequently cited as providing the most valuable direct data. 
bMethod most frequently cited as providing the most valuable indirect data.
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was obtaining language data directly from members during 
contacts with plan customer service agents, which was used 
by 90.3% (3.7%) of Medicaid plans that used direct methods. 
Other direct methods commonly used by commercial, Medic-
aid, and Medicare plans are reported in the upper panel of 
Table 2.

The indirect method most frequently cited by Medicaid 
and Medicare plans as providing the most valuable data was 
linking to files from external sources such as the Centers for 
Medicare & Medicaid Services (CMS) and state Medicaid 
agencies (Table 2). This method was used by 90.9% (3.5%) 
and 75.0% (19.8%) of health plans that collected indirect 
data, respectively. By contrast, the indirect method most fre-
quently identified by commercial plans as providing the most 
valuable data was the use of geocoding software or obtaining 
data from the Consumer Assessment of Healthcare Provid-
ers and Systems survey, or another similar patient experience 
survey, which was used by 72.7% (10.2%) of plans. Surname 
identification software and geocoding software were used only 
by commercial plans and Medicare plans (Table 2).

Health plans were asked to name the top 5 primary or pre-
ferred languages, other than English, most commonly identi-
fied by members. Among plans that collected language data, 
the languages most frequently reported were Spanish (96.6%), 
Chinese (60.9%), Vietnamese (47.1%), Russian (24.1%), and 
Korean (21.8%).  In all, 35 different languages were reported.

Reasons for Collecting Language Data
Health plans reported a variety of reasons for collecting 

language data from members. Commercial, Medicaid, and 
Medicare plans most frequently reported collecting these data 

to determine the need for translation of materials, such as sum-
mary plan descriptions, health education materials, and benefit 
materials (84.6% [4.2%], 87.8% [3.6%], and 100%, respective-
ly). Commercial and Medicaid plans also frequently reported 
collecting these data to determine the need for interpreter ser-
vices (61.5% [5.6%] and 61.0% [5.3%], respectively), whereas 
Medicare plans more often reported collecting data to hire staff 
that speak languages spoken by members (70.0% [11.7%]). 

Language Access Services
All Medicaid and Medicare plans and 96.9% (1.6%) of 

commercial plans reported offering language access services 
to their members, regardless of whether they collected lan-
guage data. Services commonly offered by commercial plans 
included telephonic interpreting (90.5% [1.6%]), multilin-
gual member materials (68.3% [4.2%]), and access to bilin-
gual providers (65.1% [4.3%]) (Table 3). Commercial plans 
that collected language data reported offering a greater va-
riety of language access services than commercial plans that 
did not collect these data. Medicaid and Medicare plans of-
fered language access services at higher rates than commer-
cial plans. 

The majority of commercial plans that offered language 
access services cited members’ requests (72.6% [4.0%]) for 
language services as a primary factor in determining whether 
to provide communications or services in a language other 
than English. Medicaid and Medicare plans frequently cited 
this reason as well (60.9% [5.0%] and 75.0% [10.0%], respec-
tively), although these plans also often reported that the deci-
sion to offer services was based on a regulatory requirement 
(65.2% [4.9%] and 50.0% [11.5%]).

n Table 3. Language Access Services Offered by Health Plans, 2008

  Commercial % of Plans (SE) Medicaid % of 
Plans (SE) 

All Plans  
(N = 46)

Medicare % of 
 Plans (SE)

All Plans  
(N = 12)

 
Collect Language 

Data (n = 39)

Do Not Collect 
Language Data 

(n = 24)

 
All Plans  
(N = 63)

Telephonic interpreting 97.4 (1.9) 79.2 (6.1)a 90.5 (1.6) 95.7 (2.1) 100

Video interpreting 5.1 (2.6) 0 3.2 (2.6) 4.3 (2.1) 16.7 (8.5)

Face-to-face interpreters 35.9 (5.6) 20.8 (6.1) 30.2 (1.6) 76.1 (4.4) 41.7 (11.3)

Multilingual nurse lines 38.5 (5.6) 8.3 (4.1)a 27.0 (4.1) 47.8 (5.1) 50.0 (11.5)

Multilingual health plan customer 
service lines

35.9 (5.6) 29.2 (6.8) 33.3 (4.0) 84.8 (3.7) 83.3 (8.5)

Access to bilingual providers 76.9 (4.8) 45.8 (7.4)a 65.1 (4.3) 87.0 (3.5) 83.3 (8.5)

Multilingual health plan Web sites 25.6 (5.1) 8.3 (4.1) 19.0 (3.5) 47.8 (5.1) 58.3 (11.3)

Multilingual member materialsb 76.9 (4.8) 54.2 (7.4) 68.3 (4.2) 91.3 (2.9) 91.7 (6.3)

ac2 test comparing plans that do and do not collect language data significant at P <.05. 
bMaterials may include summary plan descriptions, health education materials, benefit materials, newsletters, explanation of benefits, etc.  
For commercial plans, results are presented as language access services offered by plans that collect language data, plans that do not collect 
language data, and all commercial plans. 
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Health plans used a variety of methods to inform their 
members about available language access services, such as 
member outreach, provider directory, Web sites, posted signs, 
call centers, or through individual employers at open enroll-
ment. The most commonly cited methods used to educate 
members included member materials (eg, handbooks, bro-
chures, newsletters, etc) and member interaction with cus-
tomer service.

Strategies for Improving Culturally and  
Linguistically Appropriate Services 

The most frequently cited strategy for improving CLAS 
was the development of culturally and linguistically appropri-
ate health plan communication materials and tools (Table 4). 
Other frequently cited strategies included increasing the avail-
ability of language access services; health plan staff and provid-
er/clinician initiatives such as cultural competency training; 
health literacy initiatives that aim to improve member under-
standing of health information; improvements in workforce 
diversity; and participation in community coalitions. 

This is the first study to report health plans’ efforts regard-
ing the collection and use of data on members’ primary and 
preferred language and the provision of language access ser-

vices. We found that health plans made considerable progress 
between 2003 and 2008 in the collection of language data. In 
2008, more than 9 of 10 health plan members were in plans 
that collected language data. 

Health plans collected members’ language preference in 
a variety of ways. Approximately one-third of commercial 
plans used both direct and indirect methods with only a 
small minority relying solely on indirect sources. In contrast, 
almost one-fourth of Medicaid and Medicare plans relied 
on indirect sources alone. Of note, the most frequent indi-
rect source cited by Medicaid and Medicare plans was linked 
files from an external source, such as CMS or state Medicaid 
agencies, which generally collect self-reported language in-
formation directly from program beneficiaries and recipients. 
Although health plans may consider these sources to be less 
reliable and complete than if plans themselves collected the 
data directly from their members, this approach is likely to 
be much more accurate than surname analysis, which infers 
a person’s language preference based upon surname.12 Discus-
sion with health plans on their use of indirect data revealed 
that surname analysis and geocoding, which in theory could 
be used to infer a person’s language from characteristics of the 
neighborhood where the person lives,12 are typically used to 

n Table 4. Strategies Employed by Health Plans to Improve Culturally and Linguistically Appropriate Services 
(CLAS)

Commercial  
(n = 54a)

Medicaid  
(n = 43a)

Medicare  
(n = 10a)

Total  
(n = 107)

% of Plans (SE)

Develop, implement, or promote a written strategic plan 24.1 (4.2) 53.5 (5.3) 40.0 (12.4) 37.4 (3.3)

Conduct initial and ongoing organizational self-assessments of 
CLAS-related activities

24.1 (4.2) 44.2 (5.3) 30.0 (11.6) 32.7 (3.3)

Increase availability of language access services 63.0 (4.7) 81.4 (4.1) 50.0 (12.7) 69.2 (3.2)

Develop culturally and linguistically appropriate health plan 
communicationb

66.7c (4.6) 83.7c (3.9) 80.0c (10.1) 74.8 (3.0)

Develop and/or strengthen clear health communication efforts 
(health literacy initiatives)

55.6 (4.8) 79.1 (4.3) 50.0 (12.7) 64.5 (3.3)

Provider/clinician initiatives (eg, cultural competency training, etc) 31.5 (4.6) 74.4 (4.6) 60.0 (12.4) 51.4 (3.5)

Health plan staff initiatives (eg, cultural competency training, etc) 57.4 (4.8) 83.7 (3.9) 70.0 (11.6) 69.2 (3.2)

Improve workforce diversity 53.7 (4.8) 69.8 (4.9) 60.0 (12.4) 60.7 (3.3)

Participate in national, regional, or local policy changed 27.8 (4.4) 46.5 (5.3) 40.0 (12.4) 36.4 (3.3)

Participate in community coalitions to improve quality 51.9 (4.9) 55.8 (5.3) 50.0 (12.7) 53.3 (3.4)

Engage a community advisory board or obtain input from  
community-based organizations

20.4 (3.9) 55.8 (5.3) 20.0 (10.1) 34.6 (3.3)

CLAS indicates culturally and linguistically appropriate services; SE, standard error. 
aResponses were not received for this question from 11 commercial plans, 3 Medicaid plans, and 2 Medicare plans. 
bMay include benefit information, explanation of benefits, grievance procedure, provider directory, certificate of coverage, member Web site, 
newsletter, etc. 
cStrategy most frequently cited as having the most value for a health plan. 
dFor example, built environment initiatives, smoke-free workplace, healthy schools, safe communities, etc.
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determine whether language access services are needed at the 
aggregate level, rather than to assign language preferences to 
individual members.

The AHIPF conducted in-depth follow-up interviews 
with staff from 15 plans that responded to the 2008 survey to 
better understand the challenges and opportunities they face 
regarding data collection. Plans chosen for interviews rep-
resented both “noncollecting” and “collecting” plans across 
several geographic regions, and interviewed staff were clini-
cal department leads, from communications and/or market-
ing departments. These interviews revealed that health plans 
perceive substantial barriers to language data collection, in-
cluding potentially negative reactions from members con-
cerned about the reasons for data collection and inadequate 
information technology systems. To address these challenges, 
health plans have developed external advisory panels to as-
sist in communicating with diverse populations, called for 
standardization of data categories for use in the healthcare 
sector, and invested in infrastructures designed to facilitate 
data collection.9,13

Our finding that nearly all health plans offer language ac-
cess services such as telephonic interpreting, multilingual ma-
terials, access to bilingual providers, and multilingual nurse 
lines, is encouraging given the considerable evidence that 
language barriers adversely affect healthcare quality and con-
tribute to health disparities for patients with limited English 
proficiency.14-16 At members’ request, health plans can sched-
ule interpreters for members seeking such services during 
their doctor visits or provide access to telephonic interpreting 
during clinical visits.17-19 Some health plans are also pilot test-
ing video interpreters in hospital settings and provider offices. 
Studies comparing the effectiveness and acceptability of these 
different language access services are limited. However, there 
is evidence that in-person professional interpretation is supe-
rior to ad hoc interpretation by untrained family members, 
friends, or staff, and that the quality of in-person, telephonic, 
and video interpretation is similar.20-23

Although health plans reported using a variety of methods 
to advise members of the availability of language access ser-
vices, we do not have data on how often members know about 
or use these services. Interpreter services are underutilized by 
physicians24,25 despite evidence demonstrating that these ser-
vices result in improved clinical outcomes, reduced disparities 
in utilization, and higher patient satisfaction among patients 
with limited English proficiency.15,16,23,24,26-28 Ultimately, lan-
guage access services can only be beneficial if they are used.

The development of an organization’s infrastructure to 
make available language access services can be influenced 
by legislative and regulatory requirements as well as accredi-
tation standards. For example, Title VI of the Civil Rights 

Act of 1964 forbids programs that receive federal funds from 
discriminating on the basis of race, color, or national origin. 
Programs that receive federal funding, such as Medicare and 
Medicaid, must ensure that activities are accessible to all per-
sons who, as a result of national origin, are limited in their 
ability to communicate in the English language.29 Addition-
ally, some states require health plans to assess language needs 
and to provide language access services to their members.30 
While a handful of states provide matching funds to pay for 
language services, the ongoing economic crisis affecting state 
budgets may provide challenges to health plans, hospitals, 
and providers as they seek to sustain these efforts.4,31

Our study has several limitations. First, we did not ex-
amine in detail the extent of health plans’ efforts to provide 
language access services or improve the provision of cultur-
ally and linguistically appropriate services. Second, the sur-
vey did not elicit information on where language data and 
services ranked against other, potentially competing priorities 
for health plans. Third, the 2003 and 2006 surveys inquired 
about collection of “primary” language only, while the 2008 
survey inquired about collection of the “primary” and/or “pre-
ferred” language of members. However, analysis of individual 
plan responses over time indicates that this is unlikely to be 
a significant source of error. Finally, although the questions 
were generally straightforward and requested factual informa-
tion, we were unable to assess the validity of health plans’ 
responses to the surveys.

Meeting the needs of individuals with limited English 
proficiency requires involvement of multiple stakeholders, in-
cluding patients, providers, payers, and policy makers. Health 
plans have already made substantial progress in the collection 
of language data to inform this process and many are offer-
ing options for language services as well. The Affordable Care 
Act (ACA) of 2010 provides considerable encouragement 
to continue this trend. Health plans participating under the 
health insurance exchanges, established at the discretion of 
states to provide access and coverage to individuals and small 
businesses, will be required to provide information and ser-
vices to members in a culturally and linguistically appropriate 
manner and will be incentivized to participate in activities 
to reduce disparities.32-34 In addition, the ACA authorizes the 
US Department of Health & Human Services to improve data 
collection efforts aimed at understanding health disparities by 
ensuring that federal surveys and programs collect and report 
data on race, ethnicity, sex, primary language, and disability 
status. With the rapid growth in Medicaid participation and 
newly insured individuals anticipated under the ACA, health 
plans may be uniquely positioned to implement and test in-
terventions that aim to improve appropriate utilization of lan-
guage services by providers and patients. 
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