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NCIHC Open Call

February 13, 2008
12:00 – 1:30 EST
Topic: 
Setting Up an Effective Language Access Program:
Challenges and Solutions
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:  83 (according to www.freeconference.com) from Arkansas, Philadelphia, Ontario, California, Pennsylvania, Washington, DC, Indiana, Arizona, Illinois, Delaware, Michigan, NYC, and Hawaii among others. 
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 Setting Up an Effective Language Access Program: Challenges and Solutions. We started with introductions and a review of the protocols for the NCIHC Open Calls. 

OPENING PRESENTATIONS

Verónica Bedard, Berkshire Medical Center, Pittsfield, MA

Verónica Bedard is the manager of Interpreter Services at Berkshire Medical Center (BMC) in Pittsfield, Massachusetts.  She is originally from Chile. She graduated from Smith College and has done coursework in translation studies at the Universidad Católica de Valparaiso, Chile, as well as trainings through AHEC.  She currently works for the Berkshire Medical Center. The Center is licensed for 302 beds and serves all residents of  the Berkshire County in Western Massachusetts and communities in three adjacent states: eastern New York, northwest Connecticut and Southwest Vermont.

Veronica Bedard spoke about quality, logistics and cost involved during the establishment of a language access program. Her presentation was guided by a series of questions. The questions and her opinions were as follow:
Quality:  
1. How do you identify competency standards for your medical interpreters?  How do you determine whether your interpreters meet these standards?  How will national certification impact your ability to hire staff?
The local Area Health Education Center (AHEC) offers a 60 hour course in medical interpretation skills and standards.  All of our interpreters pass this course.  

I have developed a competency test to further assess interpreters’ skills and knowledge of hospital protocol and policy.  I conduct formal observations of each interpreter annually and meet with them individually afterwards to go over my notes with them.  We do this based on providers’ and patients’ feed back.

While the national certification could be a real step towards the advancement of the medical interpreting profession, it could also give small programs like mine a new challenge in hiring interpreters.  The Berkshire Medical Center (BMC) employs 8 per diem interpreters who by necessity are working one, or in some cases two other jobs besides medical interpreting. While all of these people are competent, professional and practicing their skills 4 to 5 hours per week, they may not, depending on cost and location, be able to afford to become certified.  That said, perhaps smaller hospitals would be more willing to hire part or full-time interpreting staff as the status of the profession increases.  

2. Did you have these standards when you began to set up your program?
It has been 2 years since I was hired –which made me the first staff interpreter. Before the language services program began formally, we had some standards to follow; although, they were not reinforced much. Anybody who was bilingual was hired as an interpreter, and then sent off to take the Area Health Education Center (AHEC) training. Anybody who was bilingual was used as an interpreter.
3. Since the 1964 OCR regulation and the CLAS standards require hospital staff to be trained on the reason for and how to use interpreters, what efforts does your department make to train hospital staff in an initial and/or ongoing basis?   
An enormous part of what I have been doing at BMC over the past two years involves conducting in-service workshops with staff in all of the hospital’s departments.  I have now trained nearly the entire hospital staff.  It helps us to serve our patients, makes my interpreters’ jobs easier and lets me put a human face on something that is new for most of our hospital’s staff.  Interpreter services is new in this part of the state, we are more isolated.
Logistics:  
4. What systems do you have in place for meeting the ever-increasing need for myriad languages throughout the country e.g. staff (ft, pt, per diem), free lance, contract, telephonic, video?

I have a very small program. I am the only full-time staff person, and the only who does the booking, managing, and overseeing of all interpreters.  Until very recently I was a part-time program coordinator.  Our program offers Spanish, Portuguese and Russian onsite interpreters.  For any other language we use the telephone system hospital wide.  However, about a month or two we started to contract services from languages agencies to meet the need of other languages that the telephone cannot meet.  For ASL we have the video system. We currently have one unit, and hope to have a second one as well, or hire another company. We are located far, making difficult to bring an interpreter here. We have had cancellations only 1-2 hours before the patient arrives.

Since our staff is per diem, we do not offer on site interpreting during night shifts, unless it is a scheduled encounter. The phone system is the only resource for the night shift. This system has been used for several years now.

Some of our interpreters have agreed to be "on-call" for weekends and late hours without on-call pay.  They are simply willing to come late or very early in the morning. However, this almost never happens, since our hospital is so used to the phone system. 

Clinical staff, in order to cover any after-hours interpreter requests, assigns bilingual sitters or nurses to patients, whenever possible.  We started training some bilingual staff to be able to interpret while on duty.  We match in-patients to Spanish speaking sitters.

5. What challenges do you experience in training your hospital) staff how to contact the interpreter?  Do you train your hospital or interpreter staff to determine what mode of interpreting service to use (on-site, video, telephonic)? 

The Emergency Department uses the phone system so well that it has been difficult for us to get them used to in-person interpreters.  We have trained a nurse’s assistant to interpret during the day.   

For training, our hospital on how to work with interpreters has been a lot of work with some progress, last year I did over 60 in-services on interpreter services covering the law (Title VI, how to document interpreter use), compliance and when and how to call for an interpreter. We use handouts: do’s and don’ts, when to use video or in-person. We don’t have that many patients who need. The phone is used more, rather than face to face. It’s challenging to convince staff to call us first before using the phones.  

6. What challenges do you experience in getting interpreters to the proper location?  How do you track interpreters within your facility to make best use of their time?
Getting interpreters to the right location has not been a big challenge at BMC, since we have so few, and they know their way around very well by now.  Interpreters usually ask for directions to the appointment when needed.   We have not had any problems with agency interpreters either, since we give them directions in advanced. On the other hand, too often patients are not able to get to the proper location on time (and end up loosing the appointment). When this occurs, we are request the help of an interpreter to bring the patient to the right location.  After interpreters’ appointments are done, they stop by the office for last minutes calls. 

 Cost:  

7. How did you handle the issue of cost when starting your language access program?  What kind of budget did you start with?  What services were supposed to be included in that budget?

At first, the program started under the Patient Relations Department’s budget with an entry for language services. Since the program was under a different department’s budget, I was not responsible for it. I was, however, the first language coordinator hired.  My position was part-time initially, but it was not long before it was clear that I had to interpret as much as I could, for the hospital to be able to save money by not using per diem interpreters. The plan was to have me as the in-house interpreter, doing rounds on top of booking, finding interpreters, and reports. I was responsible for scheduling, reports, meetings, evaluations, supervising 8 interpreters, conducting workshops, etc.  Needless to say, I had no problem filling my 20 hours per week.  I was recently given a full-time position with a little more independence, and status within the hospital.  BMC’s commitment to language access is evident and exemplified by its support toward the initiation of an interpreters program within the organization. Our budget has not been too high, since I have limited the use of per diem interpreters. Hiring an outside company was challenging; however, once a relationship was established, the same company is now using our interpreters to cover other hospitals’ interpreting needs. 

8. What barriers did you face and how did you break through those barriers?
One of the biggest barriers we encountered was to convince the management team that more hours were needed to do an effective job as language coordinator, and that 10 hours spent interpreting and 10 hours spent running a program, was no sufficient.

Among my many tasks, there were simple ones such as putting up interpreters signs, getting multilingual signage and directions, getting people used to requesting and working with interpreters.

Some of our new challenges are to obtain more money to hire more free-lance interpreters, and to obtain interpreters’ interest to come our way. 

One way we can compensate such expense, is by charging private practices for the use of our own interpreters.  

9. What cost challenges do you face that differ from the initial challenges now that you have an existing program?
Today, we are restructuring the program.  It will become an independent department with its own budget.  We are also in the process of hiring other companies to use as backup for ASL. 
 

10. What systems have you put in place or creative ideas have you used to curtail/reduce costs?

We provide interpreting services to private practices on a fee-for-service basis. 

The challenge now is to teach hospital staff about the interpreting services we currently have.  

Shari Gold-Gómez, Beth Israel Deaconess Medical Center, Boston, MA

Shari Gold-Gómez is director of Interpreter Services at Beth Israel Deaconess Medical Center (BIDMC), Boston. She has been the program director for the past 16 years. Under her leadership the department has grown from a staff of 10, serving primarily Russian speaking patients to a staff of over 50 interpreters covering Russian, Spanish, Cape Verdean Creole (a blend of Portuguese and West African words) and Portuguese, and Cantonese, among other languages. Ms. Gold-Gomez is a founding member of the Interpreter Services Collaboration, and hired the first shared American Sign Language hospital staff interpreter position in Massachusetts. She holds a degree from Boston University in Economics and Spanish and an MBA from The American Graduate School of International Management. She has been a guest lecturer at Harvard Medical School, Cambridge College, and University of Massachusetts, Massachusetts Medical Interpreter Association. She is fluent in Spanish and conversant in French and Italian.
Beth Israel Deaconess Medical Center is a teaching facility, which focuses on research, patient care, and community service. It services the center of Massachusetts and its 3 quarter million patient population a year. Our interpreter services program will turn 30 years old soon, which began with me and 10 other interpreters.  The medical center employs approximately 7,000 employees.

Just as Ms. Bedard’s presentation was guided by questions, Ms. Gold-Gómez also spoke about quality, logistics and cost involved during the establishment of a language access program. The questions and her answers read as follow:

Quality:  

1. How do you identify competency standards for your medical interpreters? 

Competency Standards have evolved tremendously in the 16 years. Currently, we strongly prefer formal medical interpreter training from an outside training program for our major language interpreters.  However, this can be more difficult for the languages of lesser diffusion.  In addition to that, we do on site screening with an evaluation tool that was developed some years ago by the Interpreter Services Collaborative --which includes about 80 medical vocabulary words done in written form, including a role play exercise, an ethics piece, and an oral component of medical words. Lulu Sanchez, formerly of MGH, did a lot of work on consolidating this evaluation tool. Shadowing is done by our part time Training Coordinator, Jane (Crandall) Kontrimas, who has been in the field for 30 years. If we are talking about a non-staffed language, we use the assessment scores from the company we contract with to determine competency.  We conduct provider satisfaction surveys about our interpreters as well, which include 6 brief questions, for which we have a 90% return rate. We have also conducted random patient satisfaction surveys. We need to be aware of interpreters’ qualifications; that is why we work with Telephonic Interpreting companies who can provide interpreter-skills assessments.

2. How do you determine whether your interpreters meet these standards?  
One must also ask: 1) How will interpreters pay for training? 2) Will they be grandfathered?       3) Everyone should be tested, but if someone does not pass how do you retrain them? 

4) How will institutions react if providing trained interpreters in not mandated? 5) Will it raise the price of interpreters? 

I enthusiastically welcome the idea of having a national certification. National certification would still allow for further testing, if one wishes to.
Interpreter Services’ staff at our organization have years of experience ranging from 1 year to 30 years. Many were hired in before any assessment tools existed. Hence, we have not re-tested our senior staff interpreters. 

We administer provider Satisfaction surveys, randomly and anonymously - which are helpful in getting feedback from a healthcare provider’s perspective. When the feedback is positive, it is great to have the responses of providers to encourage and reaffirm good work. On the other hand, providers will also express their dissatisfaction. This provides an opportunity to follow up with the interpreter to find out what happened from his or her point of view and to discuss with the interpreter about how to improve his/her work.

From gathering feedback from a patient’s point of view, we need to do more work. We have, however, done our own internal surveys for patients in key language groups soliciting their feedback on our interpreters. Our Medical Center has also begun to do more work on including LEP patients on their satisfaction surveys. There are indirect methods of getting feedback on the interpreters.

For non-staffed languages, we use the assessment scores from the company we contract with to determine competency.

3. How will national certification impact your ability to hire staff?

This is a complex question. It could go either way. The advantages are uniformity in skills, and skill expectation from all new candidates, as well as lessening the burden of screening and assessing interpreters, as these tasks currently rest on the experienced staff interpreter’s shoulders. Our interview process could be more streamlined and focused on finding a fit rather than assessing only.

The unknown factor in this equation is the national certification’s financial impact:

· Will interpreters pay for the training and testing needed to get certified?

· How will financially stretched institutions react to paying for their staff’s testing? And will they retrain those who do not pass?

· What will institutions’ reaction be to having better paid and certified interpreters if it is not legally mandated?

4. Since the 1964 OCR regulation and the CLAS standards require hospital staff to be trained on the reason for and how to use interpreters, what efforts does your department make to train hospital staff in an initial and/or ongoing basis?   

Standard 3, found in CLAS Standards, is an important recommendation regarding training hospital staff (and while it is not a mandate, it is an important recommendation nonetheless).

The efforts we make at BIDMC to train hospital staff include the following:

1. Present at New Employee Orientation

2. New Resident Orientation (which includes fellows, etc)

3. Harvard Medical School, 2nd year students

4. Working on a collaborative training program with sister institutions to train Oncologists

5. The passage and acceptance last year of our new Interpreter Policy opened the door to:

· Rounds on all nursing floors (12 floors in the past 6 months)

· Directly presenting to several Physician Groups, Medical Executive Committee (Comprised of the Chiefs), The Operations Council, The Nursing Council

Logistics:  

5. What systems do you have in place for meeting the ever-increasing need for myriad languages throughout the country e.g. staff (ft, pt, per diem), free lance, contract, telephonic, video?

As mentioned in the introduction, we have about 50 people on staff, supplemented by an active group of 20 per diems, and another dozen freelancers, agencies, a telephonic company, and our own video conferencing program – while small, it has been in place for over 5 years. If we compare telephonic interpretation versus on-site interpretation, then approximately 30% of our volume is telephonic interpretation.

Over 90% of our need is met by on staff interpreters, and also have per diem and OPI –which is mostly used during very busy days and for non-staffed languages. We have created our own Video conferencing using our own staff interpreters. This allows patients to feel more comfortable since they know the interpreters already.  Given our large span thanks to video interpreting, instead of traveling 30 minutes one way, we are now able to use the same 30 minutes to interpret at the ER, or somewhere else. 
6. What challenges do you experience in training your hospital) staff how to contact the interpreter?  Do you train your hospital or interpreter staff to determine what mode of interpreting service to use (on-site, video, telephonic)?

We have experienced many challenges while training our staff on how to contact our interpreters. Through our efforts in training and exposure, we have attended orientations, appeared in numerous hospital publications, and widely distributed thousands of “ID sized” interpreter cards that fit on the back of providers’ IDs with our beeper number. The idea for the card was introduced to the BIDMC in 1999 (10 years ago), and has been duplicated as a useful tool in many areas of the hospital here. The interpreter “card” is an “ID sized plastic card that on the front side which contains the listing of primary languges in the medical center along with the pager number to call to get assistance. On the back side, it contains some tips for working with interpreters. The rollout of this card was announcement hospital wide via email. We also have an internal website.  We have found no resistance to using the cards and do not mandate which mode of interpretation one should use; it is up to the providers and interpreters and is determined on a case-by-case basis. However, all ambulatory appointments for staffed languages are arranged with an on-site interpreter. The option to use a telephonic interpreter is utilized more for unanticipated visits that cannot wait and/or for non-staffed languages for short conversations, or if time is of the essence.

Cost:  

7. How did you handle the issue of cost when starting your language access program?  What kind of budget did you start with?  What services were supposed to be included in that budget?

Our budget has increased by 80% since 1993. Growth has been pushed by volume. I walked into the job with a budget already established. I can say that in 5 years, my budget has increased by 80%, while volume has increased about 130%. 

8. What barriers did you face and how did you break through those barriers?

The biggest challenge (more than barrier) was learning when to advocate for administrative help for the department vs. interpreter help.

9. What cost challenges do you face that differ from the initial challenges now that you have an existing program?

In some ways, same answer as number two, but now we know how to streamline a much larger service and use technology appropriately.

 ASL interpreters seem to have a short supply, we do not have video conferencing yet, but we hired an ASL on staff interpreter. 

10. What systems have you put in place or creative ideas have you used to curtail/reduce costs?

In language-specific clinics where there is a high volume of patients, we use video conferencing.
GUIDED DISCUSSION

1. What challenges and solutions have you faced in regards to quality control in your own program?

· Social marketing and information collection help attain behavioral modification within the organization, which makes the program easier to evaluate, increases quality, and provides organizational credibility. 98% of our patients speak Spanish. Through interpreter-patient information exchange, we switched from having a heavier demand in the ER, to patients knowing how to schedule appointments with their PCP first. The challenges are how to prove causation, how to use word of mouth to your advantage, and to learn what are the best tools to reach to the community.

2. What challenges and solutions have you faced in regards to logistics? 
Challenges

· Systematically booking appointments 
· Booking system in some hospitals is archaic. It is done by phone and fax. 
· Tapping into the hospital’s database system
· Turning the booking system into a computerized version of itself

· Figuring out how to create a more centralized system. 
· Pencil, paper and a calendar on the desk are currently the booking systems at smaller hospitals.
· Connecting patient scheduling and hospital system: Some systems are able to identify the patient as speaking a second language, and automatically match the patient with a separate provider who speaks the same language. The system can also look for an available interpreter that matches the time of an available provider. 
· Contractors seem to be isolated from the rest. They are not as engaged with the organization as staff interpreters are. 

Solutions

· Another hospital has daily reports, which the dispatcher can use to get an interpreter based on his/her geographical location. This helps with the fluid nature of clinics. Scheduling your own interpreters for inpatients helps.  

· Other organizations have a pull down menu on their website. A request for an interpreter goes through email to the coordinator, and then an interpreter is assigned. 

· Large hospitals that have many inpatients are considering using video interpreting for ASL, although there seems to be a video quality issue one must deal with.

· Large number of staff interpreters at another hospital allowed for use of internal interpreters for video interpreting. Due to farther locations, a call triage system was implemented to help decide the most appropriate use for video versus on-site interpreting. It is important to remember that if there are any glitches in the video display, it would be useless for ASL. Polycom is a great company for video interpreting equipment.

· One organization developed a program where contractors are linked to staff interpreters for debriefing sessions, and bilateral shadowing.  Every contract interpreter will shadow a staff interpreter, and vice versa. 

· Organizations have implemented Professional Development Series, during which, physicians present on topics such as ethical issues.

· Electronic Community Boards

· Debriefing Sessions: 3 days a month for example. Provide a place where a facilitator can meet with interpreters. This practice can help interpreters as well as improve patient satisfaction.
3. What cost challenges and solutions have you faced in your language access program? 
· To offset the cost, an idea would be to focus on high volume clinics with a large patient population that speaks the same language. Make an agreement with the clinics to group same language patients, and use one interpreter for all encounters.

· Large hospitals have an interpreter in a specific clinic all day. It makes it work better.

· Other questions asked were: How much are hospitals spending in OPI? How do you know you are getting quality service?

· Another participant’s answer was: we do not know whether you are obtaining quality service. We find out about problems through complaints from providers.

· Through employees we learn about OPI. It is difficult to know if you are getting what you are paying for. We try to use our own contract interpreters first, then OPI. However, sometimes patients refuse to use the phones.
· It is challenging to discuss OPI cost, because it depends on the volume. 
· Some organizations obtain funding for video conferencing equipment –a unit may cost as much as $20,000. 
· Some companies provide rental equipment. 

· It is difficult to prove the benefit of video conferencing and how it is better than spending time commuting from one place to another. 

· Veronica Bedard: The cost for OPI was too high for us. In our case it was preferred to develop an OPI system for our region. This would be less costly, and would help us avoid big OPI contracts with other companies.

QUESTIONS FOR THE PRESENTERS


Shari Gold-Gómez:

· Q: Has your program been assessed for it effectiveness?

A: We haven’t been tested on how effective we are.

Q: Has the number of patients you service increased, and if so, would the growth be related to your effectiveness?

A: The volume of patients serviced has gone from 30,000 to 80,000 a year. It has been an increase of over 100%. The increase may be due to a higher demand, or due to an increased awareness among patients and providers about our services. Whenever we have surveyed patients in the past about our services, their responses have been positive. 
Q: You mentioned you have a patient questionnaire?

A: Yes we do a 6-question patient questionnaire to rate satisfaction

Q: Could you send us a copy of the provider questionnaire as well?

Q: How are you doing the patient questionnaires?

A: We created our own questions. Interpreters hand out the questionnaires to patients during the month of June. Patients return the survey in a stamped envelop. We do this with our Chinese, Cambodian, Portuguese, Spanish and Russian speaking patients. Patients are sometimes nervous giving a negative answer, because they fear it may affect negatively. The Health Care Quality Department helps us identify if/where communication broke down, and whether patients’ responses were biased and only gave positive feedback.

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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