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Abstract
Background: When patients and phys
icians speak the same language, it may
improve the quality and safety of care
delivered. We sought to determine
whether patient–physician language
concordance is associated with in-
hospital and postdischarge outcomes
among home care recipients who were
admitted to hospital.
Methods: We conducted a populationbased study of a retrospective cohort of
189 690 home care recipients who were
admitted to hospital in Ontario, Canada,
between 2010 and 2018. We defined
patient language (obtained from home
care assessments) as English (Anglophone), French (Francophone) or other
(allophone). We obtained physician language from the College of Physicians
and Surgeons of Ontario. We defined

hospital admissions as language concordant when patients received more
than 50% of their care from physicians
who spoke the patients’ primary language. We identified in-hospital (adverse
events, length of stay, death) and postdischarge outcomes (emergency department visits, readmissions, death within
30 days of discharge). We used regression analyses to estimate the adjusted
rate of mean and the adjusted odds ratio
(OR) of each outcome, stratified by
patient language, to assess the impact of
language-concordant care within each
linguistic group.
Results: Allophone patients who
received language-concordant care
had lower risk of adverse events
(adjusted OR 0.25, 95% confidence
interval [CI] 0.15–0.43) and in-hospital

A growing number of people in Canada (more than 6.1 million in
2016) are faced with the challenge of living in a situation in which
their primary language is not spoken by most of the population
and is not recognized as an official provincial or territorial language.1,2 We refer to this as a minority language situation, and
such people include Francophones living outside of Quebec,
Anglophones living in Quebec, and all residents of Canada whose
primary language is a language other than English or French
(allophones). Numerous studies have shown that people in
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death (adjusted OR 0.44, 95% CI 0.29–
0.66), as well as shorter stays in hospital (adjusted rate of mean 0.74, 95% CI
0.66–0.83) than allophone patients
who received language-discordant
care. Results were similar for Francophone patients, although the magnitude of the effect was smaller than for
allophone patients. Language con
cordance or discordance of the hospital admission was not associated with
significant differences in postdischarge outcomes.
Interpretation: Patients who received
most of their care from physicians who
spoke the patients’ primary language
had better in-hospital outcomes, suggesting that disparities across linguistic
groups could be mitigated by providing
patients with language-concordant care.

North America with limited English proficiency generally have
poorer access to health care and receive health care services of
lower quality and safety, resulting in higher risk of adverse
events and increased health resource use. 3–8 Despite these
findings, few authors have considered the impact of patient–
provider language concordance, whereby patients and providers have proficiency in a shared language. 9 Studies in the
United States have shown that patients with asthma who
receive language-concordant primary care are less likely to
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omit medications, miss appointments or visit the emergency
department.10 Patients with diabetes who receive language-
concordant care have improved glycemic and low-density-
lipoprotein control, 11,12 as well as increased participation in
diabetic foot care programs.13 Although patient language is generally considered to be a nonmodifiable risk factor, language discordance represents a potentially modifiable variable, which
could be the target of interventions (e.g., by referring patients to
providers who have proficiency in their primary language).
Frail patients are more likely to have communication problems and poor health outcomes than the general population;
thus, language concordance may be particularly important in
this patient population. 14,15 The risk of harm for frail, older
patients has been attributed to medical complexity and multimorbidity; 16–18 however, since communication barriers also
increase with age, older patients may also be more likely to
experience harm because of poor patient–provider communication.19 Most studies of language concordance have been limited
to the primary care setting. We are aware of 2 studies conducted
in the acute care setting, with 1 showing that Francophones
residing in Ontario were less likely to experience harm when they
were treated in hospitals that were required by law to provide
services French. 20,21
We sought to compare the risk of adverse, hospital-related
outcomes among frail patients living in Ontario, Canada, after
stratifying by patient language and patient–physician language
concordance or discordance. We hypothesized that patients
receiving language-concordant care would have better outcomes than those receiving language-discordant care.

Methods
Setting
Canada has a population of about 36 million people, of which
58.1% and 21.5% report English or French, respectively, as their
primary language.2 Since the Official Languages Act of 1969, both
English and French have been recognized as official languages at
the federal level.22 However, only 1 province (New Brunswick)
recognizes both English and French as official languages; the
remaining provinces and territories are unilingual. As a result,
considerable linguistic heterogeneity exists across Canada.
Linguistic diversity is especially pronounced in Ontario (Canada’s
most populous province), where 33.1% of the population report
a primary language other than English, which is the province’s
only official language.2 Although French is not recognized as an
official language in Ontario, the French Language Services Act
requires a small number of government agencies to provide all of
their services in both English and French; this includes 12 hospitals, of which 4 are in the Champlain region and 8 are in Northern
Ontario.23

Study design and population
We conducted a population-based, retrospective cohort study in
Ontario, Canada. Our baseline cohort consisted of all residents
receiving publicly funded, long-term, home care services from
Apr. 1, 2010, to Mar. 31, 2018, with 2 or more comorbidities who
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were admitted to hospital within 1 year of their first home care
assessment (index assessment). We excluded residents who were
younger than 18 years or older than 105 years at the index
assessment, those who were not eligible for the Ontario Health
Insurance Plan (OHIP) at any time during the study window and
those who were missing data for age or sex. Among this cohort,
we identified patients with an index hospital admission during
the study window.

Data sources
We used administrative databases at ICES, an independent,
nonprofit research institute whose legal status under Ontario’s
health information privacy law allows it to collect and analyze
health care and demographic data, without consent, for health
system evaluation and improvement. We linked the Resident
Assessment Instrument–Home Care (RAI-HC), which is a standardized data collection form for publicly funded home care
assessments that includes the language of the patient, 24 to
numerous administrative databases using anonymized, unique
encoded identifiers. The College of Physicians and Surgeons of
Ontario (CPSO) maintains a database with demographic information on all physicians in Ontario, and the OHIP database
records all physician billing claims. The Discharge Abstract Database and the National Ambulatory Care Reporting System provide data on admissions to acute care treatment facilities and
ambulatory care visits, respectively. The Immigration, Refugees
and Citizenship Canada (IRCC) Permanent Resident Database
identifies immigrants who were granted citizenship or permanent residency after 1985.25 Finally, the Registered Persons Database provides Ontario residents’ age, sex and postal code. We
linked each resident’s postal code to the 2016 Statistics Canada
Census to obtain neighbourhood income quintile and urban or
rural status. We ascertained chronic conditions using algorithms
validated by ICES and applied in previous studies (Appendix 1,
available at www.cmaj.ca/lookup/doi/10.1503/cmaj.212155/
tab-related-content).

Exposure
We obtained patient language from the RAI-HC database. During
these assessments, interviewers determine the home care recipient’s primary language by listening, observing and, if necessary,
asking the home care recipient to specify their primary language.
We previously validated this language variable by comparing it
to self-reported language obtained from the Canadian Commun
ity Health Survey; we assessed agreement using Cohen κ, 26
which we found to be substantial (κ = 0.76) (Batista and colleagues, Institut du Savoir Monfort: unpublished data, 2020).
We defined Anglophones and Francophones as residents
whose primary language was English and French, respectively.
The remaining languages were combined to form groups of
mutually understandable languages (i.e., languages that are different from one’s language but still readily understood without
prior familiarity or special effort).27–29 We retained the 10 most
commonly spoken language groups in our cohort. We defined
allophones as residents whose primary language was included in
1 of these 10 groups.
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We considered both in-hospital and postdischarge outcomes.
In-hospital outcomes included adverse events, length of stay
(number of days from admission to discharge) and death. We
identified adverse events using the patient safety indicators
developed by Southern and colleagues (details included in
Appendix 3, available at www.cmaj.ca/lookup/doi/10.1503/
cmaj.212155/tab-related-content).30 In this study, we defined a
harmful hospital admission as an admission with at least 1 diagnosis code relating to an adverse event, as defined in the patient
safety indicators. Postdischarge outcomes included emergency
department visits, readmissions to hospital and death occurring
within 30 days of discharge (among patients who were discharged alive).

Statistical analysis
We performed descriptive analyses to compare patient characteristics and outcomes across linguistic groups and after stratifying by patient–provider language concordance or discordance. We determined the effect of language concordance or

discordance using logistic regression for binary variables, and
using negative binomial regression for length of stay. We used
separate models to determine the impact of language concord
ance or discordance among Francophones and allophones.
Patients receiving care in language-discordant settings were the
reference group in all analyses. Adjusted analyses included the
potential confounders of age at admission, sex, marital status,
education, income quintile, geographic region, urban or rural
residence, immigration status, Charlson Comorbidity Index, 31
Diagnostic Risk Score,32 activities of daily living (ADL) scale,33
instrumental ADL scale, 34 cognitive performance scale 35 and
changes in health, end-stage disease, signs and symptoms
(CHESS) score.36 Statistical tests were 2-tailed and the significance threshold was set at 0.05.

Sensitivity analysis
Since the rate of in-hospital death can affect the average length
of stay in hospital, we performed sensitivity analyses by repeating analyses for length of stay after removing all hospital admissions that ended in death.

Ethics approval
The use of data in this project was authorized under section 45 of
Ontario’s Personal Health Information Protection Act, which does
not require review by a research ethics board.

Results
The initial cohort that met eligibility criteria included 248 311 home
care recipients. Among allophones, we retained the 10 most
commonly spoken language groups in our cohort, including Italian (n = 8361), Mandarin (n = 3426), Ibero-Romance (n = 3162),
Indo-Aryan (n = 2286), West Slavic (n = 1567), West Germanic (n =
1471), East Slavic (n = 1425), Greek (n = 1264), Dravidian (n =
1073) and Arabic (n = 916), resulting in exclusion of 21.3% of allophones. After excluding the recipients whose language was not
included, those missing data on language and those missing
physician language, our final cohort included 189 690 home care
recipients (Figure 1). Of these, 71 913 (37.9%) had multiple hospital admissions during the study window.
Table 1 presents the baseline characteristics of the cohort.
Most home care recipients were Anglophone (84.1%), and Francophones and allophones represented 2.7% and 13.2% of the
cohort, respectively. Compared with Anglophones, Francophones and allophones were generally older and less likely to
have completed high school. Francophones were most likely to
live in rural areas and reside in lower-income neighbourhoods.
Allophones were most likely to have immigrated to Canada.
The functional status and health characteristics of the cohort
are presented in Table 2. The burden of chronic multimorbidity
was similar across linguistic groups. However, both Francophones and allophones had more cognitive impairment than
Anglophones. Compared with Anglophones, allophones were
more likely to have functional limitations and Francophones
were more likely to have greater health declines, denoted by
higher CHESS score.
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Next, we obtained physician language from the CPSO database. All physicians in Ontario are invited to submit the languages that they speak at the time of registration with CPSO. We
identified physicians who self-identified as speaking English,
French or any of the 10 groups of allophone languages that we
identified among our cohort of patients. Since all physicians in
Ontario are required to speak English, Anglophone patients
were considered to have been treated in a language-concordant
setting. A complete description of the classification of both
patient and physician languages is presented in Appendix 2,
available at www.cmaj.ca/lookup/doi/10.1503/cmaj.212155/
tab-related-content.
For each index hospital admission, we identified all phys
icians who provided care during the admission using billing
data in the OHIP database. We defined physician care as language concordant if both the patient and the physician shared
a mutually intelligible language, 27–29 and defined all other
physician care as language discordant. We then determined
language concordance of the entire admission by calculating a
weighted average of all physician care, taking into consideration the number of days of care provided by each physician
from admission to discharge. In other words, for each patient,
we took the sum of the number of days of care provided by
physicians who spoke their primary language, and we divided
this by the total number of days of care provided by all phys
icians (irrespective of language). Thus, physicians who provided care for a greater number of days had a relatively larger
impact on the language concordance status. Patients who
received more than 50% of their care from physicians who
spoke a language that was mutually intelligible to their primary
language were deemed to have been treated in a language-
concordant setting; all other patients were considered to have
been treated in a language-discordant setting. We excluded
admissions if physician language was missing for more than 50%
of days billed by physicians.

Research

Physician language was missing for 13 251 physicians (24.3%),
which resulted in the exclusion of 50 336 hospital admissions
(21.0%) where more than 50% of days billed by physicians were
missing language data. Slightly more than half of physicians
(58.3%) were Anglophone, and the remainder of physicians

(41.7%) were multilingual. Almost half of Francophone patients
(44.4%) were treated primarily by French-speaking physicians.
Only 1.6% of allophones received most of their care from phys
icians who spoke a language that was mutually intelligible to
their primary language.

All patients with RAI-HC assessments between
Apr. 1, 2010, and Mar. 31, 2018
n = 694 700
Excluded

• Residents outside of Ontario n = 642
• Residents aged < 18 yr or > 105 yr n = 95
• Residents not eligible for OHIP n = 10 666
• Residents with death date before index date n = 49
• Residents with < 2 comorbidities n = 94 937

Cohort restricted to patients with multimorbidity
(2 or more comorbidities)
n = 588 311
Excluded
• Patients without at least 1 hospital admission within 12 months of
index assessment n = 338 528

Cohort restricted to multimorbid patients with at least 1
hospital admission within 12 months of index assessment
n = 249 783
Excluded

• Patients not linked to a physician during their hospital admission n = 684
• Patients with admission date before index hospital admission n = 705
• Patients with episode date after Mar. 1, 2019 n = 83

Initial cohort of multimorbid home care recipients
in Ontario with episode date before Mar. 1, 2019
n = 248 311
Excluded

• Patients whose language was missing or not in the top 10 language groups n = 8285

Cohort of Anglophones, Francophones and allophones
(whose primary language is in the top 10 mutually
intelligible language families)
n = 240 026
Excluded
• Hospital admissions for which physician language was missing for more
than 50% of days billed by physicians n = 50 336

Cohort of patients who had at least 50% of days of
physician language from their hospital admission
n = 189 690

Figure 1: Study flow diagram. Note: RAI-HC = Resident Assessment Instrument–Home Care, OHIP = Ontario Health Insurance Plan.
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care (Figure 2). Similarly, Francophones who received languageconcordant care were significantly less likely to have a harmful
hospital admission (adjusted OR 0.64, 95% CI 0.52–0.77) or die in
hospital (adjusted OR 0.76, 95% CI 0.62–0.95) than Francophones
who received language-discordant care. Furthermore, the average length of stay in hospital was 7% shorter for Francophones
who received language-concordant care (adjusted rate of mean
0.93, 95% CI 0.87–1.00).

Table 1: Baseline characteristics of home care recipients
No. (%) of recipients*
Anglophone
n = 159 621

Francophone
n = 5118

Allophone
n = 24 951

76.9 ± 12.6

78.5 ± 10.7

80.6 ± 9.4

Female

87 857 (55.0)

2888 (56.4)

13 399 (53.7)

Male

71 764 (45.0)

2230 (43.6)

11 552 (46.3)

Not married

86 797 (54.4)

2955 (57.7)

12 236 (49.0)

Married or common-law

69 199 (43.4)

2085 (40.7)

12 553 (50.3)

3625 (2.3)

78 (1.5)

162 (0.6)

Less than high school

34 346 (21.5)

2255 (44.1)

9669 (38.8)

High school

24 955 (15.6)

544 (10.6)

1744 (7.0)

Some postsecondary

20 784 (13.0)

462 (9.0)

1588 (6.4)

University graduate

14 775 (9.3)

317 (6.2)

1073 (4.3)

Missing or unknown

64 761 (40.6)

1540 (30.1)

10 877 (43.6)

1 (lowest)

40 484 (25.4)

1407 (27.5)

6367 (25.5)

2

34 511 (21.6)

1216 (23.8)

6114 (24.5)

3

30 358 (19.0)

1013 (19.8)

5091 (20.4)

4

27 607 (17.3)

803 (15.7)

4203 (16.8)

5 (highest)

26 161 (16.4)

656 (12.8)

3113 (12.5)

500 (0.3)

23 (0.4)

63 (0.3)

11 163 (7.0)

2528 (49.4)

895 (3.6)

North

13 740 (8.6)

1845 (36.0)

685 (2.7)

Other

134 718 (84.4)

745 (14.6)

23 371 (93.7)

Urban

137 344 (86.0)

3676 (71.8)

24 488 (98.1)

Rural

22 129 (13.9)

1429 (27.9)

452 (1.8)

148 (0.1)

13 (0.3)

11 (0)

Yes

4044 (2.5)

55 (1.1)

6095 (24.4)

No

155 577 (97.5)

5063 (98.9)

18 856 (75.6)

Characteristic
Age at admission, yr, mean ± SD
Sex

Marital status

Other
Education

Income quintile

Missing
Ontario geographic region
Champlain

Urban or rural residence

Missing
Immigrant†

Note: SD = standard deviation.
*Unless indicated otherwise.
†Residents who immigrated to Canada and were granted citizenship or permanent residency after 1985.
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In the adjusted regression analyses, allophones who were
treated in language-concordant settings had lower risk of
adverse events during hospital admission (adjusted odds ratio
[OR] 0.26, 95% confidence interval [CI] 0.15–0.44), shorter stays in
hospital (adjusted rate of mean 0.77, 95% CI 0.68–0.86), and
lower risk of in-hospital death (adjusted OR 0.46, 95% CI 0.31–
0.70) than allophones who received language-discordant

Research

Of the 189 690 patients included in this study, 165 549 (87.3%)
were discharged alive. The rates of return emergency department
visits, readmissions to hospital and death within 30 days of discharge
were not significantly different when comparing both Francophone
and allophone patients who received language-concordant care to
their counterparts who received language-discordant care (Figure 3).

Complete regression models for in-hospital and postdischarge outcomes are presented in Appendix 4 and Appendix 5,
available at www.cmaj.ca/lookup/doi/10.1503/cmaj.212155/tab
-related-content, respectively. Sensitivity analyses for length of
stay are presented in Appendix 6, available at www.cmaj.ca/
lookup/doi/10.1503/cmaj.212155/tab-related-content.

Table 2: Health characteristics and functional status of home care recipients
No. (%) of recipients*
Anglophone
n = 159 621

Francophone
n = 5118

Allophone
n = 24 951

No. of chronic conditions, mean ± SD

4.0 ± 1.6

4.1 ± 1.7

4.1 ± 1.7

Charlson Comorbidity Index, mean ± SD

1.9 ± 2.1

1.9 ± 2.0

2.0 ± 2.0

90 462 (56.7)

2947 (57.6)

10 632 (42.6)

Characteristic

ADL scale
Independent
Supervision required

20 079 (12.6)

650 (12.7)

3767 (15.1)

Limited impairment

24 911 (15.6)

827 (16.2)

5010 (20.1)

Extensive assistance required (1)†

11 129 (7.0)

360 (7.0)

2298 (9.2)

Extensive assistance required (2)†

7492 (4.7)

205 (4.0)

1740 (7.0)

Dependent

4673 (2.9)

119 (2.3)

1094 (4.4)

Total dependence

875 (0.5)

10 (0.2)

410 (1.6)

6315 (4.0)

139 (2.7)

430 (1.7)

IADL scale
No difficulty in any IADL
Some difficulty in 1 IADL

7996 (5.0)

216 (4.2)

597 (2.4)

Some difficulty in 2 IADLs

18 856 (11.8)

526 (10.3)

1693 (6.8)

Some difficulty in all IADLs

2612 (1.6)

92 (1.8)

393 (1.6)

32 369 (20.3)

1025 (20.0)

3629 (14.5)

Great difficulty in 2 IADLs

70 279 (44.0)

2283 (44.6)

11 656 (46.7)

Great difficulty in all IADLs

21 194 (13.3)

837 (16.4)

6553 (26.3)

61 395 (38.5)

1633 (31.9)

7200 (28.9)

Great difficulty in 1 IADL

Cognitive performance scale
Intact
Borderline intact

28 728 (18.0)

932 (18.2)

4547 (18.2)

Mild impairment

51 295 (32.1)

1825 (35.7)

8878 (35.6)

Moderate impairment

12 891 (8.1)

542 (10.6)

2582 (10.3)

Moderate severe impairment

1569 (1.0)

50 (1.0)

490 (2.0)

Severe impairment

3129 (2.0)

127 (2.5)

924 (3.7)

Very severe impairment

614 (0.4)

9 (0.2)

330 (1.3)

23 527 (14.7)

660 (12.9)

3551 (14.2)

CHESS score
No health instability
Minimal health instability

43 951 (27.5)

1216 (23.8)

7041 (28.2)

Low health instability

48 068 (30.1)

1564 (30.6)

7710 (30.9)

Moderate health instability

33 491 (21.0)

1243 (24.3)

4962 (19.9)

High health instability

9983 (6.3)

413 (8.1)

1601 (6.4)

Very high health instability

601 (0.4)

22 (0.4)

86 (0.3)

Note: ADL = activities of daily living, CHESS = changes in health, end-stage disease, signs and symptoms, IADL = instrumental
activities of daily living, SD = standard deviation.
*Unless indicated otherwise.
†“Extensive assistance required (1)” denotes patients requiring extensive assistance with personal hygiene or locomotion use (but not
eating or locomotion). “Extensive assistance required (2)” denotes patients requiring extensive assistance with eating or locomotion.
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Adjusted effect size
(95% CI)

In−hospital outcomes

OR

Francophone

0.64 (0.52−0.77)

Allophone

0.26 (0.15−0.44)

Length of stay

Rate of mean

Francophone

0.93 (0.87−1.00)

Allophone

0.77 (0.68−0.86)

Death

OR

Francophone

0.76 (0.62−0.95)

Allophone

0.46 (0.31−0.70)
0.10

0.50

1.00

2.00

Figure 2: Adjusted in-hospital outcomes for Francophone and allophone recipients of home care. Language-discordant care is the reference in all
analyses. Values to the left of the line of null effect denote lower risk of harm (i.e., record of 1 or more adverse events during hospital admission),
shorter stays in hospital and lower risk of death among patients receiving language-concordant care; values to the right of the line of null effect denote
higher risk of harm, longer stays in hospital and higher risk of death among patients receiving language-concordant care. Effect sizes adjusted for age
at admission, sex, marital status, education, income quintile, geographic region, urban or rural residence, immigration status, Charlson Comorbidity
Index, diagnostic risk score, activities of daily living (ADL) scale, instrumental ADL scale, cognitive performance scale and changes in health, end-stage
disease, signs and symptoms (CHESS) score. Note: CI = confidence interval, OR = odds ratio.

Postdischarge outcome
Emergency department visits

0.99 (0.85–1.16)

Allophone

1.20 (0.95–1.51)
OR

Francophone

1.05 (0.87–1.26)

Allophone

1.23 (0.95–1.60)

Death

Increased
risk

OR

Francophone

Hospital admissions

Decreased
risk

Adjusted effect size
(95% CI)

OR

Francophone

0.88 (0.65–1.190)

Allophone

1.10 (0.70–1.73)
0.50

1.00

2.00

Figure 3: Adjusted postdischarge (within 30 days of discharge) outcomes for Francophone and allophone recipients of home care. Language-discordant
care is the reference in all analyses. Values to the left of the line of null effect denote lower risk of emergency department visits, hospital admissions and
death among patients receiving language-concordant care; values to the right of the line of null effect denote higher risk of emergency department visits,
hospital admissions and death among patients receiving language-concordant care. Effect sizes adjusted for age at admission, sex, marital status, education, income quintile, geographic region, urban or rural residence, immigration status, Charlson Comorbidity Index, diagnostic risk score, activities of daily
living (ADL) scale, instrumental ADL scale, cognitive performance scale and changes in health, end-stage disease, signs and symptoms (CHESS) score. Note:
CI = confidence interval, OR = odds ratio.
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Interpretation
In this study of home care recipients admitted to hospital in
Ontario, Canada, we found that Francophones and allophones
who received language-concordant physician care were less
likely to have adverse events, more likely to have shorter hospital stays and less likely to die in hospital when compared with
their counterparts who received language-discordant care.
However, language concordance was not associated with sig
nificant differences in postdischarge outcomes (emergency
department visits, readmissions to hospital and death within
30 days of discharge).
The lower risks of adverse events and in-hospital death
observed among patients receiving language-concordant care
may partially be explained by enhanced patient–provider communication (e.g., ability to elicit symptoms and obtain a complete medical history), which can improve the accuracy and
timeliness of diagnoses made by physicians.37,38 Physicians who
cannot effectively communicate with their patients are more
likely to perform additional (and sometimes unnecessary) investigations,39,40 which could result in an increased risk of adverse
events and prolonged stays in hospital. Clear and effective
patient–provider communication also has the potential to
improve patient cooperation and engagement, which is associated with positive health outcomes.41 Lastly, the results of our
study may be influenced by patient–provider cultural differences, which correlate with linguistic discordance and have been
shown to have a negative impact on patient care.42
The benefits of receiving language-concordant care were
more pronounced for allophones than Francophones. This finding may be explained by higher rates of bilingualism among Francophone patients. According to the 2016 Canadian Census, 93%
of Franco-Ontarians report being able to conduct a conversation
in English.2 A previous study of home care recipients in Ontario
also found that 7.7% of Francophones had low English proficiency, compared with 52.9% of allophones.8 It is likely that fewer
Francophone patients receiving language-discordant care had a
severe language barrier when interacting with physicians, all of
whom reported being able to speak English. Furthermore,
although French is not recognized as an official language in
Ontario, provincial legislation requires the provision of services in
French in certain regions (e.g., Eastern and Northern Ontario).43
Thus, some Francophone patients may have benefited from
receiving language-concordant care in these hospitals (e.g., from
nursing staff, personal support workers) despite being treated by
Anglophone physicians.
Previous studies have shown that patients who face language barriers have an increased risk of return emergency
department visits or readmissions to hospital.44–48 These findings have been attributed to poor understanding of discharge
instructions, as well as to the quality of care received during the
hospital admission.47,49 Most studies on this topic have focused
on younger populations in the United States or patients with
specific chronic conditions.44–48 We focused on older patients
with chronic multimorbidity, but we did not observe significant differences for any of the postdischarge outcomes between patients
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who received language-concordant or language-discordant care.
This may be driven, at least in part, by cultural differences in preference for community-based care over hospital-based care,50 a finding that we previously reported among frail patients receiving
home care services in Ontario.51 Furthermore, the null findings may
be owing to the complex and multifactorial nature of health care
use among older patients, which is influenced by factors such as
the patient’s goals of care, functional and health status at discharge, and level of support at home.52–54

Limitations
We obtained patient language and information related to functional status from home care assessments. Previous analyses
conducted by our group showed substantial agreement (κ =
0.76) between the language variable obtained from home care
assessment and that obtained from the Canadian Community
Health Survey (Batista and colleagues, Institut du Savoir
M onfort: unpublished data, 2020). However, since only
1 language can be recorded during these assessments, we may
have overestimated language discordance, especially for multilingual residents whose primary language is not English, but
who may be fluent in English. Such misclassification would lead
to patients being incorrectly identified as having had a
language-discordant hospital admission, which would bias the
results toward the null. The quality of data collected in the
RAI-HC may be affected by language concordance or discordance of the assessment, as interviewers (predominantly
Anglophone) may encounter language barriers when trying to
elicit information from Francophones and allophones. Furthermore, the measures used to estimate functional status in the
RAI-HC (e.g., ADL scale, instrumental ADL scale, cognitive performance scale) have not been validated among Francophone
and allophone populations.
To identify patients who received most of their care in a
language-concordant setting, we calculated a weighted average of the number of days where patients received care from
physicians who spoke their primary language. As we do not
have information regarding the duration or the nature of
patient–physician interactions, our analysis assumes that all
patient–physician interactions had an equal impact on patient
outcomes. Furthermore, the physician language variable in
CPSO has not been validated; as such, the results may be subject to misclassification. Since language is recorded independ
ently from patient outcomes, misclassification should be nondifferential, leading the results to be biased toward the null.
Patients interact with many health care providers, some of
whom are likely to speak several languages, and thus may be
able to provide translation for other members of the health
care team. It was also not possible to determine whether
patients and their health care providers communicated in a
mutually intelligible language or whether interpreter services
were used. Finally, since Anglophones, Francophones and allophones in our cohort differed significantly with regard to age,
socioeconomic status and urban or rural residence, as well as
health characteristics and functional status, the possibility of
residual confounding remains.
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