NCIHC Open Call

November 21, 2008
9:00 – 1:30 PDT

Topic: 
Garnering Support for the Use of Trained Interpreters in Health Care
The NCIHC Open Calls are held quarterly, as a means of encouraging exchange among professionals working in the field of language access and soliciting input from practitioners in the field to inform NCIHC policy making. 

PARTICIPANTS:  37
INTRODUCTION

The call was convened at Noon EST (9am PST, 11am CST) by Dr. Cornelia Brown of MAMI Interpreters in Central New York. The subject was Garnering Support for the Use of Trained Interpreters in Health Care. We started with introductions and a review of the protocols for the NCIHC Open Calls. 

OPENING PRESENTATIONS

Dr. Francis Chabot is a Family Physician who graduated from Tufts Medical School and the University of New Hampshire, and obtained a Medical and Bachelor's Degrees in Zoology.  He completed an Internship and Residency at St. Elizabeth hospital in Utica (now St. Elizabeth Medical Center). He is currently the Family Practice Residency’s Associate Director, at St. E's Medical Center. He has been practicing in Waterville, NY for the past 26 years, and is happily married to Theresa and has 2 great kids.

Utica –in Dr. Chabot’s words-- used to be a very homogenous town. Over the years, its population has increased to 60,000, and has had a Refugee Center for about 50 years now. In the past, there were almost no LEP patients, but now 70% of the patients the center services are foreign born. Currently there are about 230 requests for interpreters per week, and half the patient population requires an interpreter. As a result, the cost for interpreting services has increased.

The Multicultural Association of Medical Interpreters (MAMI) has trained and supplied interpreters for other hospitals for years. There are interpreters available for 12 different languages including Burmese, Somali, Spanish, Chinese, Russian, Vietnamese, Cambodian, and American Sign Language. 
Staff members at Hope Hospital are aware of the need for interpreters. Patients are grouped by language, during Language Clinics.

Mara Youdelman is the Director of the National Language Access Advocacy Project (NLAAP), funded by the California Endowment, at the National Health Law Program. The Project is dedicated to increase language access awareness at a federal level.  Ms. Youdelman coordinates a national coalition to develop a consensus-driven agenda to improve policies and funding for individuals with limited English proficiency.  

Ms. Youdelman explained how the use of quantitative data helps them accomplish their goals. About 80% of hospitals in the U.S. provide care for LEP patients at least monthly and 63% of them see LEP patients daily or weekly.  Similarly, 80% of general internal medicine physicians treat LEP patients at least monthly and 84% of federally qualified health centers treat LEP patients daily.  NLAAP has done extensive research and has published reports on general interpreting statistics from around the country and health centers. The reports, available at www.healthlaw.org, are entitled Hospital Language services for Patients with Limited English Proficiency:  Results from a National Survey; Language Services for Patients with Limited English Proficiency:  Results from a National Survey of Internal Medicine Physicians; and Serving Patients with Limited English Proficiency:  Results of a Community Health Center Survey.   The use of such information can prove to be extremely helpful.

Ms. Youdelman offered effective strategies that can produce results, as well as ineffective strategies to avoid. They are as follow:
Effective Strategies

1. One that can be used to garner the support of your organization for the use of qualified medical interpreters is the use of “horror” stories. Such stories are effective with health care providers.

2. Patients are a good source who might be willing to volunteer their experiences, in cases when you are planning to speak with administrative personnel from your organization. 

3. On the other hand, patients may be reluctant to complain and give their names along as well. They might be afraid – often because of misinformation – of repercussion stemming from their immigration status or are concerned about jeopardizing future options for sponsoring family members. In such cases, you can simply collect their stories. It is important to condense the information enough to paint a clear picture without identifying the patient; for example: “a 40 year old Chinese male patient….”

4. On the other hand, do not assume that no patient will want to volunteer, because there may be those who do.

5. Also consider talking to staff, nurses, and physicians; it is quite possible they may have seen the problems caused by not using a trained medical interpreter.  And they may have their own stories about the challenges of communicating with patients without competent interpreters.
6. Once a health care provider has used a trained interpreter, he/she can appreciate the advantages of having one even more, and can also help create a standard for interpreting. For example, in New York City, a pilot project of remote simultaneous interpreting was started at one hospital.  The healthcare providers became the biggest proponents for its expansion because they immediately recognized the benefits of having trained competent interpreters.

7. It is also possible to obtain stories from health care providers and clinicians.

8. If you are planning to use TV journalists to get your point across, you will often find that a reporter will require more identifying information such as the patient’s name and age, which may deterring for many patients. Some reporters are willing to talk to patients to verify sources/information but then use an alias.

9. It is important to know your audience to determine which arguments will work best – legal requirements quality of care, patient-centered care, etc.

10. Title VI was instituted in 1964 but has little enforcement, and it may change with new Administration. However, the legal requirements often are not the strongest arguments for language services. This tactic can only go so far.
11. Focus on providing patient-centered care. If health care providers are unable to communicate with patients, then they would be unable to provider such care.
12.  Focus on quality of care: if diagnosis is appropriate and correct from the start, then any unnecessary tests will not be done. 
a. Example: once a Russian patient said something that resembled the word “angina”. The hospital spent $5,000.00 on tests, when what the patient had actually meant was that he had a “sore throat.” 
b. If unnecessary tests are not done, the hospital can potentially save a great deal of money.
c. Correct diagnoses will decrease returning ER visits, and improve patient compliance.
13. Do collaborate with Administration, use honey before you use legal repercussion as an encouragement tool.
Juan F. Gutiérrez has a medical degree from the Pontificia Universidad Javeriana in Bogotá (Colombia), and a master’s degree in Occupational Safety and Health Administration from the Rosario University, also in Bogotá. He is currently finishing his second masters in Public Health at Western Kentucky University. Juan has been a presenter at several local, regional and national conferences such as SEMIA, IMIA, MING, the Kentucky Hospital Association, the Kentucky Public Health Association, and the Kentucky Primary Care Association. Juan is a member of the National Council of Interpreting in Health Care (NCIHC), the International Medical Interpreters Association (IMIA), the Kentucky Hospital Association Steering Committee for Effective Communication in Hospitals, and a member of the board of directors for the South Eastern Medical Interpreters’ Association.

Mr. Gutiérrez started by emphasizing that not being able to communicate can cause medical mistakes. To make a correct diagnosis, 60% of the information needed is obtained from the initial interview, and 20% is obtained from the physical exam and 20% from laboratory tests, according to studies by Rich and Young. Mr. Gutiérrez added that the vast majority of the information obtained during the medical interview is verbal, given the scripted nature of the medical record. Therefore, if language is a barrier, and effective communication is a big part of the diagnosis, then why are doctors not paying attention? Why is this part of the medical encounter being neglected? Critical mistakes can be avoided through effective culturally appropriate and linguistically effective communication. Therefore, the interpreter is an extremely important part of the communication process during the initial interview. Mr. Gutiérrez is currently capturing and implementing a system navigation that can follow interpreter demands. His findings: in the past, 50% of LEP patients at TJ Samson Community Hospital in Glasgow, KY went to the ER. Thanks to the interpreters who have informed patients about how the health system works, a big change took place during the second year. The data showed that between 60 to 75% of patients are now seeing their primary care physicians as opposed to simply going to the ER. As Mr. Gutiérrez shared, more qualitative data will be available in 2009. 
Health Education Center Goals for 2009:

1. To connect patients with financial assistance.  
2. To show the CEO in your institution the bottom line. How having trained interpreter can positively affect the bottom line.

3.  To estimate the potential savings of having a sustainable Language Access Plan implemented as a promotion and prevention tool, using risk management models.

GUIDED DISCUSSION

1. Think of your own experiences while trying to garner support for trained interpreters in health care?

· We have developed an interpreter committee to find ways to reduce cost by working on policies for interpreter training; however, there is not training available to help you develop such policies. 
· It is also important to remember that offering training to receptionists about cultural competency, interpreting and interpreting in mental health, can be of great help, since they are the patient’s first contact with the health center, and/or clinic. 
· It is critical for all staff to know about cultural competency and how to access and obtained interpreters. Some people are not even able to identify a patient’s language.

· A good percentage of mal practice suits, are the result of inadequate communication. There should be more research on the subject.

· The problem with mal practice suits is that there is no code used to identify a language barrier. Insurance companies do not identify it if the problem was language related.  It is important to have data about whether an interpreter was used during the consultation or not. Therefore, insurance companies should have coding available to identify when language communication was the reason. 
· The language barrier is essentially a risk factor. Therefore, culturally and linguistically appropriate care programs ought to be considered fully fledged promotion and prevention programs as opposed to mere support services. This consideration is important because, to speak in social marketing terms, these programs have both upstream and downstream targets (clients). To ensure a competent support is vital, but it is the behavioral modification goals in both upstream and downstream targets that give sustainability to the program. The claim is that medical interpreters are a very powerful tool to educate the downstream target (the patients and their families), thus making them more comprehensive users of the system.
2. What should be avoided? What strategies have you used that you would never use again? What pitfalls can you warn us about?
· Legal argument can only take you so far. We need to educate ourselves and learn how interpreter services was built from Title VI, but it is not included in the law. Many healthcare providers wonder about the risk they run versus the resources they currently have.  A great read would be the book called “The way how doctors think”. The book emphasizes the way in which doctors think and behave. 
· Title VI, is a Federal Law
· It includes language proxy for nationality of origin
· The N-Law Program has conducted a 50-state survey to learn what laws have been instituted regarding language access. Being vigilant and learning about what your individual state is currently pursuing, can be useful to your organization. 
· Title VI is considered by many as a patients’ safety law. This is definitely a theme circulating hospital lately. Some people tend to make monetary calculations to see whether or not interpreting services can be afforded. However, if you are not able to communicate with your patients, and are not providing language access services, then your priority is definitely not patient safety. 
· The case of Lau vs. Nichols in 1972 helps make the connection between language access and Title VI. In Lau vs. Nichols, the US Supreme Court established language to be a component of National Origin, making it discrimination by proxy not to provide language assistance services when needed.
· Organizations are currently thinking about interpreting services’ cost, when they should be thinking about the money it would save hospitals if they provide the services. In 1985, Kaiser (a German researcher in risk management), conducted a study that showed that the cost of doing nothing is 8 times higher than preventing the problem.
· The program we established through a partnership between South Central AHEC at Western Kentucky University and TJ Samson Community Hospital in Glasgow, KY, focuses on the need to have trained interpreters, collaboration between organizations, and patient education.

3. Share your success stories.
· The financial impact of having trained interpreters should be shared with administration staff.

· The manner in which patients are discharged sometimes prevents hospitals from receiving monetary compensation from patients, because of a language barrier.
CLOSING

The call closed at 1:30 EST. 

If you have suggestions for Open Call topics, please send them to
the Outreach Committee at outreach@ncihc.org
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