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I ntroduction

If you ask a veteran hedlth care provider what has changed over the past 20 years in the patient
population he or she serves, chances are the answer will include an increase in linguistic and cultura
diversity. Today, as witnessed by the 2000 Census, over 300 languages are spoken in the United
States. Immigrants and refugees to this country bring a vauable mix of work skills and cultura
wedlth; however, meeting the health needs of groups whose English is limited poses a challenge to
even the most competent health care system. While most immigrants arrive in good hedlth, the need
for hedlth care services for individuals from these immigrant populations, just like for other
populationsin the USA, can be immediate and, in many cases, urgent. Many refugees, especidly
those fleeing violent situations, may arrive with complicated medica and psychologica problems,
increasing their need for hedlth care services. And, as Maria Paz Avery of the Education Devel opment
Center writes, “ Their immediate and frequently urgent health care needs do not wait for linguistic
adjustment or cultural assimilation.”*

Many health care organizations across the country are unprepared to provide adequate linguistic
access. As the mainstream health care industry treats a more diverse clientele, the need for
culturally and linguistically appropriate services has increased.

The Massachusetts Medical Interpreter Association has this to say about the misconceptions
prevalent today about interpreter use in health care settings.

The use of a third person to communicate between e providers and patients who do not speak
the same language has been going on for a long time. Unfortunately, however, this process
has been fraught with many misconceptions about the nature of interpreter-mediated
communication. One of the commonest misconceptions is that anyone with any level of
bilingualismis capable of providing effective interpretation. Thus, we see the continued use
of children, family members and auxiliary staff (e.g., clerical, custodial, housekeeping) as
interpreters. Even an equal level of fluency in two languages, however, is a prerequisite but a
not a sufficient skill for interpreting. In addition, an interpreter must be able to convert
messages uttered in one language into the appropriate sociolinguistic framework of another
language. . .

These misconceptions are further exacerbated when the parties most affected by the
interpretation lack the skills to judge its quality. Neither the patient nor the provider can
monitor the accuracy and completeness of the inter pretation, since each speaks only one of
the languages. Neither has a way of knowing whether the interpreted message contained
omissions, additions, interpreter opinions, guesses or other distortions that could result in
serious miscommunication.?

Asthe clinical interview between patient and provider relies heavily on language for much of its
information gathering, >* the presence of a qualified interpreter, who has demonstrated the

Avery, MaiaPaz. The Role of the Hedlth Care Interpreter: an Evolving Didogue. The Nationd Council on Intepreting in Hedlth Care. April, 2001.
Massachusetts Medica I nterpreters Association and Education Development Center, Inc. Medicd Interpreting Standards of Practice. 1996.

MMIA and EDC, 1996

Putsch, 1984
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capacity to interpret accurately and completely, is absolutely essential to the provision of quality
health care.

The goal of this paper isto offer a process by which a health care organization can evaluate its
existing structure and capacity for providing linguistically and culturally appropriate care and
accessibility at al levels. Thisinitial evaluation will help identify actions needed to improve
quality of care, clinical outcomes, service delivery, cost containment, and regulatory compliance.
It will also set forth standard evaluation parameters and considerations that provide a nationally
uniform approach to the evaluation of language access. The National Council on Interpreting in
Health Care (NCIHC) welcomes feedback on this paper and suggestions toward making this tool
even more useful for health care administrators.

Why isan evaluation process needed?

Both federa and state laws mandate that health care organizations provide gppropriate linguistic
access for limited English proficient (LEP) patients. Accreditation agencies such as the Joint
Commission on the Accreditation of Health Care Organizations (JCAHO) and the National
Committee on Quality Assurance (NCQA) set stlandards and monitor compliance in language
sarvices, asin al other aress of operation. What is needed is a nationally uniform approach for health
care organizations to guide them in successfully complying with the task set before them. The Office
for Civil Rights' Guidance Memorandum on Language Access, most recently released in August of
2000, dtates that “ Recipients (those hedlth care providers who are recipients of federa dollars) are
more likely to utilize effective communication if they approach this responsibility on a structura
rather than an ad hoc basis.” The DHHS Office of Minority Hedlth funded project “CLAS’ (Cultura
and Linguistic Competence Standards and Research Agenda Project), also published in 2000,
recommends that organizations have a * comprehensive management strategy to address culturally and
linguistically appropriate services.” °-°-

Currently across the United States, the leve of preparedness of health care organizationsto serve
diverse language needs is much more developed in some regions than in others. In some parts of the
country with older immigrant populations, such as California and Massachusetts, many ingtitutions
took the steps to establish “language services programs’ over twenty years ago. In areas with more
recently arrived immigrant populations, such as Georgia, the first hospital language services program
was not formed until early 2000. The establishment of language services programsin health care
organizationsisthe first step in a complex process of addressing language needs. Such programs can
quickly become fragmented and inefficient wit hout a comprehensive organizationd plan.

This evaluation tool walks hedlth care organizations through their sysemsin away that addresses dll
points of service, answering to the needs of patients and the organization’s staff. It isa comprehensive
approach, the development of which draws on the experience and expertise of leadersin the field of

> http:/Awwv.hhsgov/oor /lep/guidehtml  Title VI Prohibition Agang Nationa Origin Discrimination As It Affects Persons With Limited English
Proficiency.
http:/Amww.hhsgov/ocr /lep/ presshtml Written Guidance for Hedth and Human Services Providers To Ensure Language Assstance for Personswith
Limited English Skills

! Http:/Mww.hhsgov/gateway/language/languageplan.html - Strategic plan to improve accessto HHS programsand activitiesby limited English
proficient (LEP) persons
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medical interpretation. It should be evident that creating a linguistically accessible hedlth care
organization requires areview of relevant policies a al levels aswdll as support from the senior
leadership.

This evauation tool does not dictate how each organization should respond to its patient population,
but rather points to the questions that need to be asked to fully explore, examine and anticipate how
the arrival of patient groups of diverse languages and cultures invite a broadening of the concept of
patient care. Further, the evauation tool does not prescribe the “right way” services should be
provided; that isleft up to the ingtitution. Hopefully a thorough evauation will lead the ingtitution to
develop the best gpproach for its own unique LEP patient population. The evaluation tool also does
not evauate the wider theme of generd cultura competency and cultural awareness training. While
the tool does refer to these ements, the proper evaluation is left to a more speciaized process. Also,
this evaluation does not address other technologies such as video interpreting or eectronic trandation
to provide communication. These areas may need to be added at alater date, as more understanding of
their efficacy and cost efficiency is determined.

What istheroleof the NCIHC?

The National Council on Interpreting in Health Care (NCIHC) is aleading nationa organization
representing the field of medica interpreting.

The NCIHC isa multidisciplinary organization, whose mission isto promote culturaly competent
professond medica interpreting as a means to support equa access to hedth care for individuals with
limited English proficiency.

As an authoritative voice representing the broad spectrum of expertise in the field of hedth care
interpreting, the NCIHC isthe primary advocate for the development of national standards that will
further the quality of communication and understanding between the hedlth care provider, the
interpreter and the LEP patient. Further, it promotes the profession of health care interpreting,
recognizing the interpreter as an integral member of the hedlth care team.

In keeping with its mission, the NCIHC recognizes that a nationaly uniform evaluation process is
needed through which hospitals and hedlth care organizations can effectively evaluate their abilities to
meet the needs and improve access for their culturaly diverse patients and to assure that hedlth care
providers can communicate with their patients to offer appropriate hedth care.

What arethe expected outcomes?

It isthe intent of the evaluation process to provide hospitals and health care organizations a means to
identify:

the strengths and limitations of existing linguistic services,

risks to the organization,

cost drivers,

quditative issues in care ddivery,

the impact on care outcomes,

regulatory compliance issues across ethnic patient populations,

a better understanding of ethnic community needs, and

interna and external resource availability and alocation.

NGO~ WNE
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The ligt of quegtions is designed to assure that key parameters are addressed in the evaluation process.
It takes into consideration not only the provision of services but aso the cost effectiveness and
efficiency of service delivery. In today’s hedlth care environment, the total cost of providing careisa
key element in an organization’ s ability to provide access to a culturally diverse community.

Parameter sand Condderationsfor Evaluation

The development of the evaluation categories and questionsis a synthesis of current thinking about
what comprises acompetent medical interpreting program. It aso draws on work done by such
organizations as the DHHS Office of Minority Heath (OMH), the Office of Civil Rights (OCR), the
National Health Law Program, the Joint Commission on Accreditation of Health Care Organizations
(JCAHO), the Quality Improvement System for Managed Care (QISMIC) standards released by
HCFA (http://www.hcfa.gov/quaity/3a.htm), the Massachusetts Medica Interpreting Association
(MMIA) Standards of Practice for Health Care Interpreters (http://www.mmia.org) and others. (Please
seetheBibliography for further references.) This evauation tool however, is not static and will
continue to evolve as new agpproaches are piloted and understanding is gained on how best to provide
access to a culturaly diverse society. Specific questions of various types of individuas e.g. physicians,
nurses, admitting staff etc, within an organization are not included at this time. Future work will

devel op those questions mogt likely to provide as an objective assessment as possible.

The evaluation tool is divided into four maor sections that examine the myriad of issues in
providing comprehensive multi-linguistic services. The questions establish a framework with
which to identify both structural and substantive issues in meeting the needs of LEP patients. The
framework includes an organizational overview towards services and resources for LEP patients
and helps organizations identify the issues involved in the requirements, operation and
capabilities of bilingua staff and providers along with face-to-face and telephonic interpreting
and trandation services. Externa interpretation agencies, providing both face-to-face and
telephonic interpreting services are also incorporated into the evaluation.

Organizational Evaluation Instrument
Organizational Overview

This section is the largest and covers the globa approach taken by the organization in addressing the
multilingua needs of the patient, including an evaluation of the demographics in the community the
ingtitution serves and that of the patient population receiving care within the ingtitution. It further takes
into consideration the organization’s approach and commitment towards culturd diversity both in
terms of organizational structures, as well as the ways in which staff and physicians interact with
limited- English speaking patients on the organizational “front line.” By “structures’ we mean
questions relating to organizationa leadership, policies on cultura and linguistic competencies,
providers as champions, training, performance appraisas, quality assurance criteria, language tracking
of LEP patients/clients, protocols for accessing interpreters, interpreter protocols, hiring and training,
and ethno-cultural community involvement.
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Bilingually Provided Services

One modd of the provision of linguistic access depends on the use of bilingual professionaswho
provide their particular service directly in the language of the patient. The bilingualy provided
services section will help shed light on the actual practices of organizationa staff members and
providersin their interactions with LEP patients/clients. Further, it evaluates how training and testing
of language proficiency, if any, is conducted.

Health CareInterpreting Services
Face-to -ace I nterpreting Evaluation

The predominant way that LEP patients meet their communication needs is through an ontsite
or face-to-face interpreter. The evauation process focuses on the qudity of the interpretation
aswell asthe attitudes of staff towards interpreters, al of which are key eementsin providing
an effective interpreter program. It aso looks at the relaionship and integration of interna

saff interpreters (if available) to those of agency staff that may be utilized. A key issue for
organizations is the disparity in the quality of interpretation across various language groups,
and how these discrepancies are addressed.

Teephonic Interpreting Evaluation
With the ever-present pressure placed on hedlth care ingtitutions to lower the total cost of care
to their patients, there is a moverment toward a greater reliance on the use of telephonic
technology. Often, telephonic interpreting makes the interpreter more immediately accessible
to the provider, particularly in time sengtive Situations. In addition, telephonic services can
often find interpreters in less common languages. As more ingtitutions look to control their
cost of providing interpreting services they are looking at ways to reduce the encounter cost.
Telephonic interpreting can help control costs, depending on the per-minute pricing structure.
However, little is known about how the shift to a telephonic mode of interpreting may affect
the qudity of the interpretation, the content of the patient-provider communication, the ability
of the patient to navigate the hedlth care system or patient/provider satisfaction.

How to decide when telephonic or face-to-face interpretation is most appropriate is, at this
time, an open question. The eva uation process included here asks questions about the way in
which telephonic service is provided, however, how staff utilizes it and under what Situations
itislimited in scope. The questions asked look at the ingtitution’ s written policy and
procedures to assessif there is any criteria established to provide guidance in determining
when telephonic interpreting is used. Further, the evaluation looks at the training and
understanding of its use by staff and the level of ingtruction given the patient who isinvolved
in the interpretation. The tool aso directs questions at the level of assessment established to
evaluate the training of interpreters used for telephonic interpreting. Whether provided
internaly or externaly assessing training and competency is critical to the successful use of
telephonic interpreting.

External Interpreter Agency Evaluation
Most large hospitals and hedlth care organizations today utilize multiple means to meet the
growing need for language interpreting. In addition to interna resources, they may include
externd interpreter agencies, both for-profit and not-for-profit, individualy-owned and
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community-based agencies, to help meet their interpreting and trandation needs. External
agencies may provide a full-service approach in which al interpreting or trandation needs are
managed through one or more agencies, or the externa agency may function only in a back-up
capacity. In any case, there are few indtitutions that can internally meet the total need for
interpreting and trandation services by virtue of the increasing demand for many more
languages resulting from changes in immigrant and refugee demographics.

The need to evauate externd interpreter agenciesisacritica component in assessng an
organization's ability to meet the needs of its LEP patient population. A primary reason for
thisisthe variety in the levels of services and the pool of resources available to meet the
demand. Smaller agencies, providing services for alimited number of languages, may not
have the resources of mid-size or larger language service agencies to provide the sustained
leve of testing and training necessary to assure that the interpreter meets the qualifications
needed to provide quality interpreting in the medica environment. However, since there are
only incipient national standards for medica interpreting, a thorough evauation of any agency
is till needed since the approach and measurement of quality can vary dramatically from
agency to agency. In addition, some agencies only speciaize in certain areas (e.g. telephonic
interpreting), which may limit their ability to comprehensively meet the ingtitution’s needs.

While evaluating an externa agency’s capability it may become gpparent that not al of the
ingtitutions needs may be met by sdlected agencies. It isimportant to work with agenciesto
foster the quality and service needed by the indtitution. Thiswill lead to the devel opment of
long-term collaborative relationships that are in the best interest of both organizations.
Consistency over timeis a key component in devel oping such relationships, leading to higher
levels of service and qudity in meeting the ingtitutions interpreting needs. This evauation tool
has folding questions about agencies into the sections on face-to-face and telephonic
interpreting.

Trandation ServicesEvaluation

Trandation of written materialsis avita component in providing LEP Peatients access to hedth care
services. Unfortunately, it is often inadequately addressed, particularly for documents such as consent
forms, advanced directives, financia materids, and discharge information. In addition, training and
education materials commonly provided Englishspeaking patients are often overlooked. The
evaluation toal treats trandation in the same context and with the same emphasis as interpreter
services, evaluating not only the availability of the material but the process through which new
materiad isidentified for trandation and made available to patients.

Further, the evaluation looks not only a whether the materid is trandated, but aso the accuracy of the
trandation. Trandation from English to another language is not merely a question of changing from
one text to another; it is a very complex processinvolving consideration of cultura meaning and
understanding in avariety of contexts. Assuring accurate trandation may involve not just one
trandation but may in fact require two or three to assure that the proper meaning is conveyed
depending on the country and cultural community form which the patient came. While resources may
be limited for trandating al materias, a careful evauation will help an ingtitution determine which
documents are mogt critica to assuring quality of care deivery and will help to determine what
dternatives may be available. In addition, an evaluation of how non-trandated materia is interpreted
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and by whom is important Face-to-face interpreters are often utilized to provide on-site trandation of
documents, yet may not be qualified as trandators, leading to misrepresentation of the printed
materia. Further, this can add to the cost of the interpreting encounte.

Conclusion

The evauation tool that follows, then, is designed to help ingtitutions take stock of how well their
systems are providing accurate and timely language access services to LEP patient populations. Of
course, an evauation is only the beginning of the process. Once the ingtitution has pinpointed its
strengths and weaknesses, a decision must be made about how to improve services in the areas that are
weak. Thiswill be the topic of a separate NCIHC Working Paper. For now, we hope thet thistool is
useful in helping ingtitutions to evaluate their existing language access programs.
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Introduction

The following questions are arranged based on the three primary means of communicating with LEP
patients. that is, through bilingual employees who communicate well enough in alanguage other than
English that an interpreter is not needed, through the use of an interpreter, and through the use of
trandated material.

In addition to these three main categories, afurther bresk down is presented based on theway in
which interpreting is most likely to occur, with specific questions for each category. Since not every
ingtitution will utilize every mode of interpreting to facilitate access for its LEP patients, the sections
are dso arranged such that, if they don't gpply, that section can be skipped.

Definition of Terms

These definitions are taken from The Terminology of Health Care Interpreting: A glossary of terms.
The National Council on Interpreting in Heglth Care, October 2001.

bilingual provider:
a person with proficiency in more than one language, enabling the person to provide services
directly to limited- Englishproficient patients in their non-English language.

bilingual worker / employee, or bilingual staff used asan interpreter:
an employee who is a proficient speaker of two languages, usualy English and alanguage
other than English, who is often called upon to interpret for limited- Englishproficient
patients, but who is usudly not trained as a professonal interpreter.

face-to-faceinterpreting:
interpreting done by an interpreter who is directly in the presence of the speakers. Also cdled
on-Ste interpreting.

first-person interpreting:
the promotion by the interpreter of direct communication between the principa partiesin the
interaction through the use of direct utterances of each of the speakers, as though the
interpreter were the voice of the person speaking, abeit in the language of the listener. For
example, if the patient says, “My stomach hurts,” the interpreter says (in the second language),
“my stomach hurts” and not “ she says her ssomach hurts.”

Interpreting: (noun)
the process of understanding and analyzing a spoken or signed message and re-expressing that
message faithfully, accurately and objectively in another language, taking the cultural and
socid context into account. [ASTM] The purpose of interpreting is to enable communication
between two or more individuas who do not speak each other’ s languages.

Limited English proficiency (LEP):

alegal concept referring to aleve of English proficiency that is insufficient to ensure equal
access to public services without an interpreter [ASTM] Thisisaterm used in the Policy
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Guidance of August 29, 2000 published in the Federd Regigter, by the Office for Civil Rights
(OCR) of the US Department of Hedlth and Human Services.

trandation:
the conversion of awritten text into a corresponding written text in a different language.

[Within the language professions, trandation is distinguished from inter preting according to
whether the message is produced orally (or manually) or in writing. In popular usage, the
terms “trandator” and “trandation” are frequently used for conversion of either oral or written
communications)

video interpreting:
interpreting carried out remotely, using a video camerathat enables an interpreter in aremote
location to both see and hear the parties for whom he/she isinterpreting viaa TV monitor. The
interpretation is relayed to the principa parties by speakerphone or through headsets. Two-
way interactive televison can aso be used, so that the other parties can interact with the
interpreter as if face-to-face.
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. ORGANIZATIONAL OVERVIEW

Yes

No

Administrative Overview

1

Is senior management, including the CEO, knowledgesble about cultural and linguistic
issues, including the organization’ s policies and procedures?

2. Issenior management knowledgeable about the businessimplications of cultural and

linguistic access and services?

3. Arethere one or more physiciang/providers who have responsibility for working with

language access issues?

4.

Isthere adepartment responsiblefor linguistic services?
- Please describe the operational structurefor any such service.

5. Do all staff with direct patient contact, have athorough working knowledge about the

available linguistic resources?

6. Isthere on-going training for staff and providersincluding Grand Rounds, seminarsetc.,
on how to work effectively with Limited English Proficient (LEP) patients?

7. Isthere asystem established to keep staff and providersinformed about language and
interpreting issuesin caredelivery?

8. Does staff know how to determine whether an interpreter is needed?

9. Isknowledge about linguistic accessincluded as part of the performance appraisal for
managers, providersand staff?

10. Doesthe organization assess the needs of its culturally diverse populations?

11. Havestudiesof patient health outcomesin relation to the use of trained interpreters

been conducted?

Policy & Procedures

12,

Doesthe organization have written policies and procedures supporting the provision of
linguistically appropriate services such asthe use of interpreters?

13

Do policiesfor staff and providers explain the regulatory and statutory obligationsfor
providing language access to patients with limited English proficiency (LEP)?

14.

Do policies and procedures specify the way in which interpreting isto be provided?
(Telephonic vs. faceto-facevs. trand ated documents?)

15.

Isthewritten policy promoted and distributed to staff?
- How, when and to whomin the organization is this publicized?

16.

Are contract providerstrained in the organization’ s policy and proceduresrelating to
the use of interpreters?
- If so, how isthisdone?

17.

Arethe above procedures consistently adhered to?

18.

Isthere aprocess for monitoring compliance with the policy and procedures?

19.

Isthereawritten policy and noticeto patientsrel ating to the avail ability, at no cost, of
an interpreter?

- If thereisapolicy, how isit made available to the patient?

- |sthe statement posted prominently at al pointsof initial patient contact?

- Isit trandated into the most common languages served by your institution?

Patient/Member Demographics

20.

Hasthe organi zation conducted ademographic analysis of the LEP populations that it
serves?
- What assessment tool s were used?

21

Areall ethnic and linguistic groupsin your catchment areareflected in the profile?

22,

Arethere demographic size thresholds for cultural and linguistic communitiesin your
organization’ scatchment areathat determine the organization’ s activitiesfor providing
linguistic services?

- If s0, explain what they are.
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23.

Is each patient’ s primary language identified?
- How and when isthis information collected?

24.

Isthe patient’ s primary language consistently noted in the medica record?
- Who gathersthisinformation and isthis policy consistently applied?

25.

Isthere awritten plan for assuring equal accessto LEP patients for threshold ethnic
groups?
- If s0, how ofteniisit up-dated?

Patient Services

26.

Areinterpretersor bilingua providersavailable during:

- the admissions process?

- the enrollment process?

- financia services?

- member services?

- grievance and complaint processes?

- other non-care patient interactions?

27.

Areinterpreters provided at no cost to the patient?

28.

Havethere been any grievancesfiled dueto lack of language access?
- Please explain the nature and outcome of such grievances.

29.

Havethere been any state or federal complaintsfiled dueto language access
questions?
- Please explain the nature and outcome of such complaints.

30.

Arethererecordsof complaints, grievances etc. specific to language or cultural issues?
- Please explain the nature and outcome of such complaints.

Care Ddivery

3L

Islanguage access made available during al hours of your ingtitution’ s operations?
If not, during what hours do you make language access available?

32.

Islanguage access made availablein all areas of patient care, including

- clinic appointments?

- the obtaining of informed consent for medical treatment procedures?

- pharmacy?

- laboratory?

- diagnostic imaging?

- emergency services?

- day surgery?

- labor and delivery?

- in-patient services?

- chaplaincy services?

Do staff/providers know when to call aface-to-faceinterpreter and whento call a
telephonic interpreter?

Areinformed consent forms provided in the language(s) of the LEP populations
represented in the community in compliance with any threshold demographics?

Are other printed materials provided in the language(s) of the ethno-cultural groups
represented in the community in compliance with any threshold demographics? (Such
as patient education, pharmacy, €tc.)

Regulatory Review

36.

Arelinguistic servicesincorporated into accreditation compliance activities?
Including the reporting requirementsfor:

-NCQA

- JCAHO

- QISMIC (HEDIS 3.0)

Linguigtically Appropriate Access and Servicess June 2002

21



- Other (please describe)

37. Arepatient satisfaction surveys conducted in any language other than English,
including the primary languages served by the organization?

Finandal Analyssof Service Ddivery

38. What istheannual expenditure oninterpreter services?

39. Istheannual expenditureclearly identified in financial statements?
- Are chargesfor tel ephonic interpreting specifically identified?

40. Aredepartmentsor facilities accountable for expenditures on interpreter services?

41. Aresdary differentialsgiventotrain and qualify bilingual staffsthat interpret asapart
of their normal duties?

42. What, if any, aretheindirect, or unidentified costs associated with interpreter services?

Data Callection and Reporting

43. |sdatacollected ontheutilization of interpreter services?

44, |sdatatracked relating tothe patient’ s processthrough the system and health
outcomes, using:

- Location of medical encounter?

- Language interpreted?

- Duration?

- Time of day?

- Date?

- Provider and Department?

- Staff ?

- type of interpreter — contract, telephonic, staff?

45. How istheinformation collected reported, or used in the organization?

46. |sthe collected data aggregated, analyzed and incorporated into future planning?

[I.BILINGUALLY PROVIDED SERVICES

Provison of Service

47. Do bilingual providersand staff utilizetheir bilingual skillsin performance of their
routine functions?

48. What isthe profileof bilingua staff? (Create atable by department)
-Languages Spoken:  Provider Type # of bilinguals Total #
Primary care
OB/GYN
Mental Hedlth
Emergency Medicine

49. Arebilingual providersand staff utilized to perform interpretation?
-If s0, under what conditions and how often?

50. Istheabhility to speak asecond language aconsideration in hiring criteria?

51. Aretherequalificationsinlanguage fluency, specificaly related to health care,
required of bilingual providersand staffs?
-If 0, how are qualifications measuregd/assessed?

Policy and Procedures

52. Aretherepoliciesand proceduresin placefor evaluating individua language skills
of providersand staffs?
-If 50, do they specify when and under what conditions eval uations are conducted?

53. Aretherepolicy and proceduresthat specify under what conditionsabilingual
provider or staff must use an interpreter in providing care or service?
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Quality Management

54. Istherein place amechanism to evaluate the basislanguage skills and proficiency of

staff believed to be bilingua ?

55. Iscontinuing education provided in language and cultural skills development

specificto bilingual staff or providerswho usetheir second languagein providing

caredelivery and services?

56. Arethefollowing elements assessed of bilingual staff and providers?

- Confidentidity?

- Fluency and register of language skills?

- Medical terminology in the non-English language?

- Cultural awarenessrelated to popul ation groups served?

57. Isthereamechanismin placeto evaluate the care experience of the LEP patient

when provided by abilingual provider or staff?
-If so how and when isthe evaluation conducted?

IIl.HEALTH CARE INTERPRETING SERVICES

Face to Face Interpreting (if noneis used, proceed to the next section)

Overview

58. Arepolicy and proceduresin place rel ated to the use of face-to -face interpreting?
- If so do they specify when and under what conditions thisform of interpreting isto

beused?

59. Istheuse of aninterpreter documented in the patient’s medical record?
- If yes, what isthe frequency of compliance?

60. Do providersand staff received training on the appropriate use of aface-to-face

interpreter?

61. Isthelength of theinterpreting encounter recorded?
- If so, what isthe average length of aface-to-face interpretation?

62. For what types of encountersis faceto-face (asopposed to telephonic ) interpreting

utilized?

- clinic appointments

- the obtaining of informed consent for medical treatment procedures

- pharmacy

- |aboratory

- diagnostic imaging

- emergency services

- day surgery

- labor and delivery

- in-patient services

- chaplaincy services

- the admi ssions process

- the enrollment process

- financid services

- member services

- grievance and complaint processes

- other non-care patient interactions

Isthere clear documentation to ensure that i dentified problems are addressed?

g8

Isclient data collected in the utilization of face-to-face interpreter services?
If s0, isit broken down by:

- Type of encounter

- Language

- Duration

- Time of Day

- Provider and depart ment
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- Staff

- Patient ID

67. Istheinterpreter no-show rate recorded?
- If so, what istherate?
68. What arethedriving factorsfor no shows?

Bilingual Staff used asInter preter s(if none are used proceed to the next section)

69.

Arebilingual staff members used asinterpreters?

70.

If staff members are used asinterpreters, how does this affect their productivity in
their normally assigned work?

71.

Isthere qualification inlanguage fluency and health careinterpreting that is
expected before staff can undertake an assignment?

72.

Arethefollowing elements assessed and monitored?

- Understanding of theinterpreter’srole

- Adherenceto aninterpreter code of ethics

- Accuracy and completeness of theinterpretation

- Use of thefirst personin interpreting

- Medical terminology in both languages

- Grammar

- Register and mode of interpreting

-Professional demeanor and comportment

- Patient satisfaction
- Provider/staff satisfaction
73. |sthereorganized and on-going recruitment of bilingual staff?
74. |stherean ongoing training processin place?
-If yes, how oftenisit presented?
75. Isthereacontinuing education program in placefor bilingual staff used to interpret?
76. Doestheinstitution perform an annual review of bilingua staff used to interpret?

Dedicated Staff Interpreter s (if noneare used proceed to the next section)

77.

Doesyour institution hire dedicated staff interpreters?

- Full-time?

- Part-time?

78.

What languages do your staff interpreters cover?

79.

Isthere qualification inlanguage fluency and health careinterpreting that is
expected of astaff interpreter before hire?

80.

Arethefollowing elements assessed and monitored?

- Understanding of theinterpreter’srole

- Adherenceto an interpreter code of ethics

- Accuracy and completeness of theinterpretation

- Use of thefirst person in interpreting

- Medical terminology in both languages

- Grammar

- Register and mode of interpreting

- Professional demeanor and comportment

- Patient satisfaction
- Provider/staff satisfaction
81. Isthereorganized and on-going recruitment of staff interpreters?
82. Istherean ongoing training processin place?
-If yes, how oftenisit presented?
83. Isthereacontinuing education program in place for staff interpreters?
84. Doestheingtitution perform an annual review of staff interpreters?

I ndependent/Contract | nter preter s(if none are used proceed to the next section)

85.

Doesyour institution contract with independent, freelance interpreters?

86. What languages are provided?

87. What arrangements are made for languages not provided?
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Isthere qualification inlanguage fluency and health careinterpreting that is
expected of an independent interpreter before contract?

89.

Arethefollowing elements assessed and monitored?

- Understanding of theinterpreter’ srole

- Adherenceto aninterpreter code of ethics

- Accuracy and completeness of theinterpretation

- Use of thefirgt personininterpreting

- Medical terminology in both languages

- Grammar

- Register and mode of interpreting

- Professional demeanor and comportment

- Patient satisfaction
- Provider/staff satisfaction
90. Isthereorganized and on-going recruitment of contract interpreters?
91. Istherean ongoing training processin place?
-If yes, how oftenisit presented?
92. Isthereacontinuing education program in placefor interpreters?
93. Doestheinstitution perform an annual review of contract interpreters?

Agency Interpreter s° (if noneare used proceed to the next section)

%A,

Isthere acontingency back-up systemin place when the agency cannot provide
servicesfor aparticular language?
- If s0, explain how arrangements are made.

. For which languages can the agency provide service on aregular basis?

How does the agency recruit interpreters?

95
9%.
97

. Isthere qudlification in language fluency and health care interpreting that is

expected of agency interpretersbefore they are contracted?

98.

Arethefollowing elements assessed and monitored?

- Understanding of theinterpreter’srole

- Adherenceto aninterpreter code of ethics

- Accuracy and completeness of theinterpretation

- Use of thefirst person in interpreting

- Medical terminology in both languages

- Grammar

- Register and mode of interpreting

-Professional demeanor and comportment

- Patient satisfaction

- Provider/staff satisfaction

Isthere an ongoing training processin place?
-If yes, how oftenisit presented?

100.

I sthere acontinuing education program in place for interpreters?

101.

Doesthe agency perform an annual review of itsinterpreters?

102.

Arethere policy and proceduresin place for each heal th organi zation served?
- If s0, do they specify how servicesareto be provided?

103.

Aretherehealthcare protocols and standards of ethicsin place and adhered to by
dl interpreters from the agency?
- If so, what are they and where do they originate?

104.

Isthere an organized data collection & reporting processin place at the
interpreting agency?

105.

Ist here clear documentation to ensure that problems are addressed both by the
agency and theinstitution?

106.

Describe how thefoll owing €l ements are monitored by the agency?

® Foran expanded discussion of providing language accessthrough an interpreter agency, see Roat, CynthiaE.: How to

Chooseand Usea Language Service, The California Endowment, 2002.
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-How isinformation recorded and authenticated?
-Adherenceto interpreter standards, including confidentiality
-Accuracy of interpreting

-Professiond protocols/ conduct

-Petient Satisfaction

-Provider/staff satisfaction

107.

Isdata collected for face-to-face interpreting that is reported to the client?

Volunteer Interpreters (if noneareused proceed to the next section)

108.

Does your institution use volunteer interpreters?

100.

What languages do your volunteer interpreters cover?

110.

Isthere quaification in language fluency and hedlth careinterpreting that is
expected of avolunteer interpreter before he or she may accept assignments?

111

Arethefollowing elements assessed and monitored?

- Understanding of the interpreter’ srole

- Adherenceto aninterpreter code of ethics

- Accuracy and completeness of theinterpretation

- Use of thefirst person in interpreting

- Medical terminology in both languages

- Grammar

- Register and mode of interpreting

- Professional demeanor and comportment

- Patient satisfaction

- Provider/staff satisfaction

112.

I sthere organi zed and on-going recruitment of volunteer interpreters?

113.

Isthere an ongoing training processin place?
-If yes, how oftenisit presented?

114.

Isthere a continuing education program in place for volunteer interpreters?

115.

Doestheinstitution perform anannual review of volunteer interpreters?

Family and Friendsas|nterpreters

116. Isthereapolicy in place prohibiting the use of family or friends asinterpreters?
- What isthelevel of compliance?

117. Isthispolicy madeavailableto patientsintheir primary language?

118. If apatient insistson using afamily or friend asan interpreter, isaprofessional

interpreter required to be present anyway?

- If not, under what circumstances?

- Areother meansfor providing professional interpretation presented?

- Isthere anotation in the medical record made if aprofessional interpreter is
refused?

Telephonic I nterpreting (if noneisused, proceed to the next section)

119. Isanexterna agency used for telephoneinterpreting?
- If not, how is service provided?
120. Ismorethan oneexternal agency used?
- If s0, how many agencies?
- What languages do they provide?
121. Arepolicy and proceduresin place related to the use of telephonicinterpreting?
- If so do they specify when and under what conditionsthis form of interpreting is
to beused?
122. Do thepoliciesand procedures describe specifically how to order atelephone
interpreter?
123. Istheuseof atelephonic interpreter documented in the patient’ s medical record?
- If yes, what isthe frequency of compliance?
124. Do providersand staff received training on the appropriate use of atelephonic

interpreter?
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125. Isthelength of theinterpreting encounter recorded?
- If s0, what isthe average length of atelephonic interpretation?

126. For what types of encountersistelephonicinterpreting utilized?

- clinic appointments

- the obtaining of informed consent for medical treatment procedures

- pharmacy

- laboratory

- diagnostic imaging

- emergency services

- day surgery

- labor and delivery

- in-patient services

- chaplaincy services

- the admissions process

- the enrollment process

- financia services

- member services

- grievance and complaint processes

- other non-care patient interactions

127. |Isthere clear documentation to ensure that identified problems are addressed?

128. Isclient datacollectedin the utilization of telephonic interpreter services?
If so, isit broken down by:

- Type of encounter

- Language

- Duration

- Time of Day

- Provider and department

- Staff

- Patient ID

131. What type of telephonic equipment is used?

- Standard Telephone

- Fixed speaker phone

- Portable speaker phone

- Dual head set phone

- Video conferencing

132. Isthedistribution of telephoneinterpreter encounters reported by language?

133. Istelephonicinterpreting reported by language used, by time of day?
- If s0, what isthe language distribution of encounters?

134.  What isthe average per-minute rate for telephoneinterpreting?

135.  Isthe per-minuteratethe samefor each agency accessed for interpreting?
- If not, describe

136. What isthe average cost to your institution per encounter?

IV. TRANSLATION SERVICES

Provison of Trandation Servicss

137. Istherean assigned department for providing trand ation services?
- If not which departments are responsible?

138. Isal trandation donein-house?
- If not, what types of documents are trandlated in-house and what requires an
outside trandator?

139. Isanexterna agency used for trandation services?

140.  If yes, ismorethan one external agency used?
- If so how many agencies?
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141.  Areprimary materias (including patient instructions, consent forms, and patients
rights) availablein all languages, which meet the population thresholds?
Palicy and Procedures
142.  Aretherepolicy & proceduresin place on the use of translation services?
143. How do you ensurethat staff members adhereto the policy and procedures?
- If not, describe how in what capacity.
Utilization
144. |sthereaninventory of printed materia trandated into different languages?
145. Isthevolume and type of requests for trandation identified?
146. |strandation of patient information madeavailableto the patient?
147. Issignageconsistently trandated through out the organization for specified
languages?
Quality management
148. How doesyour institution or the transl ation agency recruit translators?
149. Istherequalification in language fluency and trandlation capacity that is expected
of trandators before they are contracted?
150. Arethefollowing €lements assessed and monitored?
- Accuracy and completeness of theinterpretation
- Medical terminology in both languages
- Grammar
- Patient satisfaction
- Provider/staff satisfaction
151. Isthereanongoing training processin place?
-If yes, how oftenisit presented?
152. Isthereacontinuing education program in placefor trandators?
153. Doesthe agency perform aperiodic review of itstrandators' products?
154. Isthequality of thetrandation checked by asecond translator?
- If not, how do you ensure trandation quality?
155. Isthere clear documentation to ensure that problem areas are addressed?
156. Isdatacollected for face-to-faceinterpreting that is reported to the client?
Cog Sructure
157.  What isthe cost for trand ation services?
-Perword
-Perpage
- Perjob
158. What isthe average cost per request?
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