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Introduction 
 
If you ask a veteran health 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 cultural 
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 valuable mix of work skills and cultural 
wealth; 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 health, the need 
for health care services for individuals from these immigrant populations, just like for other 
populations in the USA, can be immediate and, in many cases, urgent. Many refugees, especially 
those fleeing violent situations, may arrive with complicated medical and psychological problems, 
increasing their need for health care services. And, as Maria Paz Avery of the Education Development 
Center writes, “Their immediate and frequently urgent health care needs do not wait for linguistic 
adjustment or cultural assimilation.”1 
 
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 
bilingualism is 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 interpretation, 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.2  
 

As the clinical interview between patient and provider relies heavily on language for much of its 
information gathering, 3,4 the presence of a qualified interpreter, who has demonstrated the 

                                                 
1  Avery, Maria Paz. The Role of the Health Care Interpreter: an Evolving Dialogue. The National Council on Interpreting in Health Care. April, 2001. 
2 Massachusetts Medical Interpreters Association and Education Development Center, Inc.  Medical Interpreting Standards of Practice. 1996.  
3  MMIA and EDC, 1996 
4  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 is to 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 all levels. This initial 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 is an evaluation process needed? 

Both federal and state laws mandate that health care organizations provide appropriate 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 standards and monitor compliance in language 
services, as in all other areas 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, states that “Recipients (those health care providers who are recipients of federal dollars) are 
more likely to utilize effective communication if they approach this responsibility on a structural 
rather than an ad hoc basis.” The DHHS Office of Minority Health funded project “CLAS” (Cultural 
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.” 5-6-7 
 
Currently across the United States, the level of preparedness of health care organizations to 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 institutions 
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 programs in health care 
organizations is the first step in a complex process of addressing language needs. Such programs can 
quickly become fragmented and inefficient without a comprehensive organizational plan.  
 
This evaluation tool walks health care organizations through their systems in a way that addresses all 
points of service, answering to the needs of patients and the organization’s staff. It is a comprehensive 
approach, the development of which draws on the experience and expertise of leaders in the field of 

                                                 
5 http://www.hhs.gov/ocr/lep/guide.html  Title VI Prohibition Against National Origin Discrimination As It Affects Persons With Limited English 

Proficiency. 
6  http://www.hhs.gov/ocr/lep/press.html Written Guidance for Health and Human Services Providers  To Ensure Language Assistance for Persons with 

Limited English Skills.  
7  Http://www.hhs.gov/gateway/language/languageplan.html   Strategic plan to improve access to HHS programs and  activities by limited English      

proficient (LEP) persons 
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medical interpretation. It should be evident that creating a linguistically accessible health care 
organization requires a review of relevant policies at all levels as well as support from the senior 
leadership. 
 
This evaluation 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 evaluation tool does not prescribe the “right way” services should be 
provided; that is left up to the institution. Hopefully a thorough evaluation will lead the institution to 
develop the best approach for its own unique LEP patient population. The evaluation tool also does 
not evaluate the wider theme of general cultural competency and cultural awareness training. While 
the tool does refer to these elements, the proper evaluation is left to a more specialized process. Also, 
this evaluation does not address other technologies such as video interpreting or electronic translation 
to provide communication. These areas may need to be added at a later date, as more understanding of 
their efficacy and cost efficiency is determined.  
 
What is the role of the NCIHC? 

The National Council on Interpreting in Health Care (NCIHC) is a leading national organization 
representing the field of medical interpreting. 
The NCIHC is a multidisciplinary organization, whose mission is to promote culturally competent 
professional medical interpreting as a means to support equal access to health care for individuals with 
limited English proficiency. 
 
As an authoritative voice representing the broad spectrum of expertise in the field of health care 
interpreting, the NCIHC is the primary advocate for the development of national standards that will 
further the quality of communication and understanding between the health 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 health care team.  
 
In keeping with its mission, the NCIHC recognizes that a nationally uniform evaluation process is 
needed through which hospitals and health care organizations can effectively evaluate their abilities to 
meet the needs and improve access for their culturally diverse patients and to assure that health care 
providers can communicate with their patients to offer appropriate health care.  
 
What are the expected outcomes? 

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

1. the strengths and limitations of existing linguistic services, 
2. risks to the organization, 
3. cost drivers, 
4. qualitative issues in care delivery, 
5. the impact on care outcomes, 
6. regulatory compliance issues across ethnic patient populations, 
7. a better understanding of ethnic community needs, and  
8. internal and external resource availability and allocation. 
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The list of questions is designed to assure that key parameters are addressed in the evaluation process. 
It takes into consideration not only the provision of services but also the cost effectiveness and 
efficiency of service delivery. In today’s health care environment, the total cost of providing care is a 
key element in an organization’s ability to provide access to a culturally diverse community. 
 
Parameters and Considerations for Evaluation  

The development of the evaluation categories and questions is a synthesis of current thinking about 
what comprises a competent medical interpreting program. It also 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/quality/3a.htm), the Massachusetts Medical Interpreting Association 
(MMIA) Standards of Practice for Health Care Interpreters (http://www.mmia.org) and others. (Please 
see the Bibliography for further references.) This evaluation tool however, is not static and will 
continue to evolve as new approaches are piloted and understanding is gained on how best to provide 
access to a culturally diverse society. Specific questions of various types of individuals e.g. physicians, 
nurses, admitting staff etc, within an organization are not included at this time. Future work will 
develop those questions most likely to provide as an objective assessment as possible.  
 
The evaluation tool is divided into four major 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 bilingual staff and providers along with face-to-face and telephonic interpreting 
and translation services. External 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 global approach taken by the organization in addressing the 
multilingual needs of the patient, including an evaluation of the demographics in the community the 
institution serves and that of the patient population receiving care within the institution. It further takes 
into consideration the organization’s approach and commitment towards cultural 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 organizational leadership, policies on cultural and linguistic competencies, 
providers as champions, training, performance appraisals, 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 model of the provision of linguistic access depends on the use of bilingual professionals who 
provide their particular service directly in the language of the patient. The bilingually provided 
services section will help shed light on the actual practices of organizational staff members and 
providers in their interactions with LEP patients/clients. Further, it evaluates how training and testing 
of language proficiency, if any, is conducted. 
 
Health Care Interpreting Services 

Face-to -ace Interpreting Evaluation 
The predominant way that LEP patients meet their communication needs is through an on-site 
or face-to-face interpreter. The evaluation process focuses on the quality of the interpretation 
as well as the attitudes of staff towards interpreters, all of which are key elements in providing 
an effective interpreter program. It also looks at the relationship and integration of internal 
staff 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. 

 
Telephonic Interpreting Evaluation 

With the ever-present pressure placed on health care institutions to lower the total cost of care 
to their patients, there is a movement 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 sensitive situations. In addition, telephonic services can 
often find interpreters in less common languages. As more institutions 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 quality of the interpretation, the content of the patient-provider communication, the ability 
of the patient to navigate the health 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 evaluation process included here asks questions about the way in 
which telephonic service is provided, however, how staff utilizes it and under what situations 
it is limited in scope. The questions asked look at the institution’s written policy and 
procedures to assess if 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 instruction given the patient who is involved 
in the interpretation. The tool also directs questions at the level of assessment established to 
evaluate the training of interpreters used for telephonic interpreting. Whether provided 
internally or externally assessing training and competency is critical to the successful use of 
telephonic interpreting.  

 
External Interpreter Agency Evaluation 

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

 
The need to evaluate external interpreter agencies is a critical component in assessing an 
organization’s ability to meet the needs of its LEP patient population. A primary reason for 
this is the variety in the levels of services and the pool of resources available to meet the 
demand. Smaller agencies, providing services for a limited number of languages, may not 
have the resources of mid-size or larger language service agencies to provide the sustained 
level of testing and training necessary to assure that the interpreter meets the qualifications 
needed to provide quality interpreting in the medical environment. However, since there are 
only incipient national standards for medical interpreting, a thorough evaluation of any agency 
is still needed since the approach and measurement of quality can vary dramatically from 
agency to agency. In addition, some agencies only specialize in certain areas (e.g. telephonic 
interpreting), which may limit their ability to comprehensively meet the institution’s needs. 

 
While evaluating an external agency’s capability it may become apparent that not all of the 
institutions needs may be met by selected agencies. It is important to work with agencies to 
foster the quality and service needed by the institution. This will lead to the development of 
long-term collaborative relationships that are in the best interest of both organizations. 
Consistency over time is a key component in developing such relationships, leading to higher 
levels of service and quality in meeting the institutions interpreting needs. This evaluation tool 
has folding questions about agencies into the sections on face-to-face and telephonic 
interpreting. 

 
Translation Services Evaluation 
Translation of written materials is a vital component in providing LEP Patients access to health care 
services. Unfortunately, it is often inadequately addressed, particularly for documents such as consent 
forms, advanced directives, financial materials, and discharge information. In addition, training and 
education materials commonly provided English-speaking patients are often overlooked. The 
evaluation tool treats translation 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 
material is identified for translation and made available to patients.  

 
Further, the evaluation looks not only at whether the material is translated, but also the accuracy of the 
translation. Translation from English to another language is not merely a question of changing from 
one text to another; it is a very complex process involving consideration of cultural meaning and 
understanding in a variety of contexts. Assuring accurate translation may involve not just one 
translation 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 translating all materials, a careful evaluation will help an institution determine which 
documents are most critical to assuring quality of care delivery and will help to determine what 
alternatives may be available. In addition, an evaluation of how non-translated material is interpreted 
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and by whom is important Face-to-face interpreters are often utilized to provide on-site translation of 
documents, yet may not be qualified as translators, leading to misrepresentation of the printed 
material. Further, this can add to the cost of the interpreting encounter. 
 
Conclusion 
 
The evaluation tool that follows, then, is designed to help institutions take stock of how well their 
systems are providing accurate and timely language access services to LEP patient populations. Of 
course, an evaluation is only the beginning of the process. Once the institution has pinpointed its 
strengths and weaknesses, a decision must be made about how to improve services in the areas that are 
weak. This will be the topic of a separate NCIHC Working Paper. For now, we hope that this tool is 
useful in helping institutions to evaluate their existing language access programs.  
 
 



Linguistically Appropriate Access and Services • June 2002 
 

10 

Bibliography 
 

This bibliography was compiled by the NCIHC research committee with special recognition and thanks 
to Eric Hart, MD, Elizabeth Jacobs, MD and Niels Agger-Gupta, PhD. 
 
Bamford KW. Bilingual issues in mental health assessment and treatment. Hispanic Journal of 

Behavioral Sciences 1991; 13(4):377-390. 
 
Berkanovic E. Effect of inadequate translation on Hispanics’ responses to health surveys. AJPH 1980; 

70: 1273-1276. 
 
Brislin RW. Back-translation for cross-cultural research. J Cross-Cultural Psychology 1970; 1: 185-

216. 
 
Brislin RW. Translation: Applications and research. New York: Gardner Press, Inc., 1976. 
 
Clark, C. The translator’s dilemma: Communicating medical terminology. ATA Chronicle 2000; 

March:14-17. 
 
Devins GM, Beiser M, Dion R, Pelletier LG, Edwards RG. Cross-cultural measurements of 

psychological well-being: The psychometric equivalence of Cantonese, Vietnamese, and Laotian 
translations of the Affect Balance Scale. Am J Public Health 1997; 87: 794-799. 

 
Flaherty JA, Gavira FM, Pathak D et al. Developing instruments for cross-cultural psychiatric 

research. J Nerv Ment Dis 1988; 176: 257-263. 
 
Frayne SM, Burns RB, Hardt EH, Rosen AK, Moskowitz MA. The exclusion of non-English-

speaking persons from research. J Gen Intern Med 1996; 11: 39-43. 
 
Hatton DC. Information transmission in bilingual, bicultural contexts. Journal of Community Health 

Nursing 1992; 9(1):53-59. 
 
Hayes RP, Baker DW. Methodological problems in comparing English-speaking and Spanish-

speaking patients’ satisfaction with interpersonal aspects of care. Med Care 1998; 36(2):230-236. 
 
Jackson JC, Rhodes LA, et al. Hepatitis B among the Khmer: Issues of translation and concepts of 

illness. J Gen Intern Med 1997; 12:292-298. 
 
Jackson, C. Medical interpretation: An essential clinical service for non-English-speaking immigrants. 

In Loue, S. (Ed.). Handbook of Immigrant Health. New York, NY: Plenum Press, 1998. 
 
Jeremiah J, O'Sullivan P, Stein MD. Who leaves against medical advice? J Gen Intern Med 1995; 10: 

403-405. 
 
Kinzie D, Manson SM, Ninh DT, Tolan NT, Anh B, and Pho TN. Development and validation of a 

Vietnamese-language depression scale. Am J Psychiatry 1982; 139: 1276-1281. 



Linguistically Appropriate Access and Services • June 2002 
 

11 

Kirkman-Liff B, Mondragon D. Language of interview: Relevance for research of southwest 
Hispanics. Am J Public Health 1991; 81: 1399-1404. 

 
Lichtenstein MJ, Hazuda HP. Cross-cultural adaptation of the Hearing Handicap Inventory for the 

Elderly-Screening Version (HHIE-S) for use with Spanish-speaking Mexican-Americans. J Am 
Geriatr Soc 1998; 46: 492-498. 

 
Lipson JG, Meleis AI. Methodological issues in research with immigrants. Medical Anthropology 

1989; 12: 103-115. 
 
Marin G, Vanoss B, Perez-Stable EJ. Feasibility of a telephone survey to study a minority community: 

Hispanics in San Francisco. AJPH 1990; 80: 323-326. 
 
Marks G, Solis J, Richardson JL, Collins LM, Birba L, Hisserich JC. Health behavior of elderly 

Hispanic women: Does cultural assimilation make a difference?. Am J Public Health 1987; 77: 
1315-1319. 

 
Mollica RF, Wyshak G, De Marneffe D, Khuon F, and Favelle J. Indochinese versions of the Hopkins 

Symptoms Checklist-25: A screening instrument for psychiatric care of refugees. Am J Psych 
1987;144: 497-500. 

 
Putsch RW. Language in cross-cultural care. In HK Walker, WD Hall and JW Hurst. Boston: 

Butterworths, 1990. 
 
Putsch RWI, Joyce M. Dealing with patients from other cultures. Clinical Methods, 3rd Edition. In HK 

Walker, WD Hall and JW Hurst. Boston: Butterworths, 1990. 
 
Waitzkin H, Cabrera A, De Cabrera EA, Radlow M, Rodriguez F. Patient-doctor communication in 

cross-national perspective: A study in Mexico. Med Care 1996; 34: 641-671. 
 
Woloshin S, Bickell NA, Schwartz LM, Gany F, Welch HG. Language barriers in medicine in the 

United States. JAMA 1995; 273: 724-728. 
 
 
Studies of Non-English-Speakers and Language Barriers 

Baker DW, Hayes R, Fortier JP. Interpreter use and satisfaction with interpersonal aspects of care for 
Spanish-speaking patients. Med Care 1998; 36: 1461-1470. 

 
Baker DW, Parker RM, Williams MV, Coates WC, Pitkin K. Use and effectiveness of interpreters in 

an emergency department. JAMA 1996; 275: 783-788. 
 
Carrasquillo O, Orav EJ, Brennan TA, Burstin HR. Impact of language barriers on patient satisfaction 

in an emergency department. J Gen Intern Med 1999; 14: 82-87. 
David RA, Rhee M. The impact of language as a barrier to effective health care in an underservced 

Hispanic community. Mount Sinai Journal of Medicine 1998; 65(5-6): 393-397. 
 



Linguistically Appropriate Access and Services • June 2002 
 

12 

Derose KP, Baker DW. Limited English proficiency and Latinos’ use of physician services. Medical 
Care Research and Review 2000; 57(1): 76-91. 

 
Derose KP, Hayes RD, McCaffrey DF, Baker DW. Does physician gender affect satisfaction of men 

and women visit ing the emergency department? J Gen Intern Med 2001; 16: 218-226. 
 
Dias MR, O’Neill EO. Examining the role of professional interpreters in culturally sensitive health 

care. Journal of Multi-cultural Nursing and Health 1998; 4(1): 27-31. 
 
Drennan G. Counting the cost of language services in psychiatry. S Afr Med J 1996; 86: 343-345. 
 
Enguidanos ER, Rosen P. Language as a factor affecting follow-up compliance from the emergency 

department. J Emerg Med 1997; 15(1): 9-12. 
 
Eytan A, Bischoff A, Loutan L. Use of interpreters in Switzerland's psychiatric services. J New Met 

Dis 1999; 187: 190-192. 
 
Freed AO. Interviewing through an interpreter. Social Work 1988; 33(9): 315-319. 
 
Gandhi TK, Burstin HR, Cook EF, Puopolo AL, Haas JS, Brennan TA, Bates DW. Drug 

complications in outpatients. J Gen Intern Med 2000; 15: 149-154. 
 
Hampers LC, Cha S, Gutglass DJ, Binns HJ, Krug SE. Language barriers and resources utilization in 

a pediatric emergency department. Pediatrics 1999; 103(6): 1253-1256. 
 
Hatton DC, Webb T. Information transmission in bilingual, bicultural contexts: A field study of 

community health nurses and interpreters. Journal of Community Health Nursing 1993; 10(3): 
137-147. 

 
Hornberger JC, Gibson CD, Wood W, Dequeldre C, Corso I, Palla B, Bloch DA. Eliminating 

language barriers for non-English-speaking patients. Medical Care 1996; 34: 845-856. 
 
Hu DJ, Covell RM. Health care usage by Hispanic outpatients as a function of primary language. 

West J Med 1986; 144(4): 490-493. 
 
Kaufert JM, Koolage WW. Role conflict among ‘culture brokers’: The experience of native Canadian 

medical interpreters. Social Science & Medicine 1984; 18(3): 283-286. 
 

Kaufert JM, O’Neil JD, Koolage WW. Culture brokerage and advocacy in urban hospitals: The 
impact of native language interpreters. Santé Culture Health 1985; III(2): 3-9. 

 
Kline F, Acost FX, Austin W, Johnson RG, Jr. The misunderstood Spanish-speaking patient. 

American Journal of Psychiatry 1980; 137(12): 1530-1533. 
 



Linguistically Appropriate Access and Services • June 2002 
 

13 

Kravitz RL, Helms LJ, Azari R, Antonius D, Melnikow J. Comparing the use of physician time and 
health care resources among patients speaking English, Spanish, and Russian. Med Care 2000; 38: 
728-738.  

 
Kuo D, Fagan MJ. Satisfaction with methods of Spanish interpretation in an ambulatory care clinic. J 

Gen Intern Med 1999; 14: 547-550. 
 
Lang R. Orderlies as interpreters in Papua New Guinea. Papuar New Guinea Medical Journal 1975; 

18: 172-177. 
 
Launer J. Taking medical histories through interpreters: Practice in a Nigerian outpatient department. 

BJM September 30,1978: 934-935. 
 
Lee E, Habershon R, Sims P. A pilot interpreter service. The Practitioner 1982; 226: 398-400. 
 
Lee ED, Rosenberg CR, et al. Does a physician-patient language difference increase the probability of 

hospital admission? Academic Emergency Medicine 1998; 5(1): 86-89. 
 
Leman P, Williams DJ. Questionnaire survey of interpreter use in accident and emergency 

departments in the UK. J Accid Emerg Med 1999; 16(4): 271-274. 
 
Leman P. Interpreter use in an inner city accident and emergency department. J Accid Emerg Med 

1997; 14(2): 98-100. 
 
Manson A. Language concordance as a determinant of patient compliance and emergency room use in 

patients with asthma. Medical Care 1988; 26: 1119-1128. 
 
Marcos LR. Effects of interpreters on the evaluation of psychopathology in non-English-speaking 

patients. Am J Psychiatry 1979; 136: 171-174. 
 
Morales LS, Cunningham WE, Brown JA, Liu H, Hays RD. Are Latinos less satisfied with 

communication by health care providers? J Gen Intern Med 1999; 14: 409-417. 
 
Naish J, Brown J, Denton B. Intercultural consultations: Investigation of factors that deter non-English 

speaking women from attending their general practitioners for cervical screening. BMJ 1994; 309: 
1126-128. 

 
Perez-Stable EJ, Napoles-Springer A, Miramontes JM. The effects of ethnicity and language on 

medical outcomes of patients with hypertension or diabetes. Medical Care 1997; 35: 1212-1219. 
 
Prince D, Nelson M. Teaching Spanish to emergency medicine residents. Acad Emerg Med 1995; 2: 

32-37. 
 
Rader GS. Management decisions: Do we really need interpreters? Nursing Management 1988; 19: 

46-48. 
 



Linguistically Appropriate Access and Services • June 2002 
 

14 

Raval H. A systematic perspective on working with interpreters. Clinical Child Psychology and 
Psychiatry 1996; 1(1): 29-43. 

 
Rivadeneyra R, Elderkin-Thompson V, Silver RC, Waitzkin, H. Patient centeredness in medical 

encounters requiring an interpreter. Am J Med 2000; 108: 470-474. 
 
Sarver J, Baker DW. Effect of language barriers on follow-up appointments after an emergency 

department visit. J Gen Intern Med 2000; 15: 256-264. 
 
Seijo R, Gomez J, Freidenberg J. Language as a communication barrier in medical care for Hispanic 

patients. Hispanic Journal of Behavioral Sciences 1991; 13(4): 363-375. 
 
Shapiro J, Saltzer E. Cross-cultural aspects of physician-patient communication patterns. Urban 

Health 1981: 10-15. 
 
Shaw J, Hemming MP, Hobson JD, Nieman P, Naismith NW. Comprehension of therapy by non-

English-speaking hospital patients. The Medical Journal of Australia 1977; 2(13): 423-327. 
 
Shaw J. Hemming JD, Nieman P, Naismith NW. The comprehension of therapy by non-English 

speaking hospital patients. Med Jour Aust 1977; 2: 423-427. 
 
Sluzki CE. The patient-provider-translator triad: A note for providers. Fam Systems Medicine 1984; 

2: 397-400. 
 
Tocher TM, Larson E. Quality of diabetes care for non-English-speaking patients: A comparative 

study. West J Med 1998; 168: 504-511. 
 
Tocher TM, Larson EB. Do physicians spend more time with non-English-speaking patients? J Gen 

Intern Med 1999; 14: 303-309. 
 
Todd KH, Samaroo N, Hoffman JR. Ethnicity as a risk factor for inadequate emergency department 

analgesia. JAMA 1993; 269: 1537-1539. 
 
Tuffnell DJ, Nuttall K, Raistrick J, Jackson TL. Use of translated written material to communicate 

with non-English speaking patients. BMJ 1994; 309: 992. 
 
Vasquez C, Javier RA. The problem with interpreters: Communication with Spanish-speaking 

patients. Hospital and Community Psychiatry 1991; 42(2): 163-165. 
 
Weinick RM, Krauss NA. Racial/ethnic differences in children’s access to care. Am J Public Health 

2000; 90: 1771-1774. 
 
Woloshin S, Schwartz LM, Katz SJ, Welch HG. Is language a barrier to the use of preventive 

services? J Gen Intern Med 1997; 12: 472-477. 
 
 



Linguistically Appropriate Access and Services • June 2002 
 

15 

General / Books/Chapters 

Bloom M, Hanson H, Frires G, South V. The use of interpreters in interviewing. Mental Hygiene 
1966; 50: 214-217.  

 
Chang PH, Fortier JP. Language barriers to health care: An overview. Journal of Health Care for the 

Poor and Underserved 1995, 1998; 9 (Supplement): S5-S20.  
 
Diaz-Duque, OF. Overcoming the language barrier: Advice from an interpreter. American Journal of 

Nursing 1992; September: 1380-1382.  
 
Farnill D, Todisco J, et al. Videotaped interviewing of non-English-speakers: Training for medical 

students with volunteer clients. Medical Education 1997; 31: 87-93.  
 
Faust S, Drickey R. Working with interpreters. Journal of Family Practice 1986; 22(2): 131-138.  
 
Flores G, Abreu M, Schwartz I, Hill M. The importance of language and culture in  pediatric care: 

Case studies from the Latino community. Journal Pediatrics 2000; 137: 842-848. 
 
Flores G. Culture and the patient-physician relationship: Achieving cultural competence in health 

care. Journal of Pediatrics 2000; 136: 14-23.  
 
Grasska MA, McFarland T. Overcoming the language barrier: Problems and solutions. American 

Journal of Nursing 1982; September: 1376-1378. 
 
Haffner L. Translation is not enough -- Interpreting in a medical setting. Western Journal of Medicine 

1992; 157(3); 255-259.  
 
Hardt EJ. The bilingual interview and medical interpretation. In The Medical Interview: Clinical Care, 

Education, and Research. Lipkin M, Jr., Putnam SM, Lazare A. (Eds). Ann Arbor: Braum-
Brumfield, 1995. 

 
Holden P, Serrano AC. Language barriers in pediatric care (Clinical Commentary). Clinical Pediatrics 

1989; 28(4): 193-194.  
 
Hoyt MF, Siegelman EY, Schlesinger HS. Special issues regarding psychotherapy with the deaf. Am 

J Psychiatry 1981; 138: 807-811.  
 
Jackson C. Medical Interpretation: An essential clinical service for non-English-speaking immigrants. 

In Handbook of Immigrant Health. Loue (Ed). New York: Plenum Press, 1998. 
 
Kleinman A, Eisenberg L, et al. Culture, illness and care: Clinical lessons, anthropologic and cross-

cultural research. Annals of Internal Medicine 1978; 88: 251-258.  
 
McEwan E, Anton-Culver H. The medical communication of deaf patients. J Fam Pract 1988; 25: 

289-291.  



Linguistically Appropriate Access and Services • June 2002 
 

16 

Mohay HA, Kleinig DF. Providing medical care for deaf patients. Med J Austr 1991; 155: 498-499.  
 
Poss JE, Ranger R. Working effectively with interpreters in the primary care setting. Nurse 

Practitioner 1995; 20(12): 43-47.  
 
Putsch RWI. Cross-cultural communication: The special case of interpreters in health care. JAMA 

1985; 254(23): 3344-3348.  
 
Quesada GM. Language and communication barriers for health delivery to a minority group. Soc Sci 

Med 1976; 10: 323-327.  
 
Riddick S. Improving access for limited English-speaking consumers: A review of strategies in health 

care settings. Journal of Health Care for the Poor and Underserved 1995, 1998; 9(Supplement): 
S40-S61.  

 
Roat CE. Certifying medical interpreters: Some lessons from Washington state. ATA Chronicle 1999 

May: 23-26.  
 
Roat CE. Health care interpreting-an emerging discipline. ATA Chronicle 2000 March: 18-21.  
 
Ruiz P. Cultural barriers to effective medical care among Hispanic-American patients. Ann Rev Med 

1985; 36: 63-71.  
 
Sabin JE. Translating despair. Am J Psych 1975; 132: 197-199.  
 
Slomski AJ. Making sure your care doesn't get lost in translation. Medical Economics 1993; May 24: 

122-139.  
 
Steele DJ. Overcoming Cultural and Language Barriers. In The Medical Interview: The Three-

Function Approach. Cole SA, Bird J. (Eds). St. Louis: Mosby, 2000. 
 
Villareal AM, Portillo CJ, Kane P. Communicating with limited English proficiency persons: 

Implications for nursing practice. Nursing Outlook 1999; 47(6): 262-270.  
 
Woloshin S, Bickell NA, Schwartz LM, Gany F, Welch G. Language barriers in Medicine in the 

United States. JAMA 1995; 273(9): 724-728.  
 
 
 
  

 



Linguistically Appropriate Access and Services • June 2002 
 

17 

Organizational Evaluation of Linguistic Access 
 
Introduction...............................................................................................................................................................................17 

Definition of Terms.................................................................................................................................................................17 

Organizational Overview......................................................................................................................................................19 

Administrative overview 
Policy and procedures 
Patient/member demographics 
Patient services 
Care delivery 
Regulatory review 
Financial analysis of service delivery 
Data collection and reporting 
 

Bilingually Provided Services.............................................................................................................................................21 

Provision of service 
Policy and procedures 
Quality management 
 

Health Care Interpreting Services......................................................................................................................................22 

Face -to-Face Interpreting.............................................................................................................................................22 
 Overview 
 Bilingual employees used as interpreters  
 Dedicated staff interpreters 
 Independent/contract interpreters 
 Agency interpreters 
 Volunteer interpreters 
 Family and friends used as interpreters 

  
Telephonic Interpreting..................................................................................................................................................25 

Provision of interpreter services 
Policy and procedures 
Utilization 
Quality management 
Cost structure  

Translation Services................................................................................................................................................................26 

Provision of translation services 
Policy and procedures 
Utilization 
Quality management 
Cost structure 



Linguistically Appropriate Access and Services • June 2002 
 

18 

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 a language other than 
English that an interpreter is not needed, through the use of an interpreter, and through the use of 
translated material.  

In addition to these three main categories, a further break down is presented based on the way in 
which interpreting is most likely to occur, with specific questions for each category. Since not every 
institution will utilize every mode of interpreting to facilitate access for its LEP patients, the sections 
are also arranged such that, if they don’t apply, 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 Health Care, October 2001. 

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

 
bilingual worker / employee, or bilingual staff used as an interpreter: 

an employee who is a proficient speaker of two languages, usually English and a language 
other than English, who is often called upon to interpret for limited-English-proficient 
patients, but who is usually not trained as a professional interpreter.  

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

first-person interpreting:  
the promotion by the interpreter of direct communication between the principal parties in the 
interaction through the use of direct utterances of each of the speakers, as though the 
interpreter were the voice of the person speaking, albeit 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 stomach 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 
social context into account. [ASTM] The purpose of interpreting is to enable communication 
between two or more individuals who do not speak each other’s languages. 

 
Limited English proficiency (LEP): 

a legal concept referring to a level of English proficiency that is insufficient to ensure equal 
access to public services without an interpreter [ASTM] This is a term used in the Policy 
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Guidance of August 29, 2000 published in the Federal Register, by the Office for Civil Rights 
(OCR) of the US Department of Health and Human Services. 

 
translation:  

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

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

 
video interpreting:  

interpreting carried out remotely, using a video camera that enables an interpreter in a remote 
location to both see and hear the parties for whom he/she is interpreting via a TV monitor. The 
interpretation is relayed to the principal parties by speakerphone or through headsets. Two-
way interactive television can also be used, so that the other parties can interact with the 
interpreter as if face-to-face.  
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I. ORGANIZATIONAL OVERVIEW Yes No 

Administrative Overview   
1.  Is senior management, including the CEO, knowledgeable about cultural and linguistic 

issues, including the organization’s policies and procedures?  
  

2.  Is senior management knowledgeable about the business implications of cultural and 
linguistic access and services? 

  

3.  Are there one or more physicians/providers who have responsibility for working with 
language access issues? 

  

4.  Is there a department responsible for linguistic services?  
 - Please describe the operational structure for any such service. 

  

5.  Do all staff with direct patient contact, have a thorough working knowledge about the 
available linguistic resources?  

  

6.  Is there on-going training for staff and providers including Grand Rounds, seminars etc., 
on how to work effectively with Limited English Proficient (LEP) patients?  

  

7.  Is there a system established to keep staff and providers informed about language and 
interpreting issues in care delivery? 

  

8.  Does staff know how to determine whether an interpreter is needed?    
9.  Is knowledge about linguistic access included as part of the performance appraisal for 

managers, providers and staff?  
  

10. Does the organization assess the needs of its culturally diverse populations?    
11. Have studies of patient health outcomes in relation to the use of trained interpreters 

been conducted? 
  

   
Policy & Procedures   

12. Does the organization have written policies and procedures supporting the provision of 
linguistically appropriate services such as the use of interpreters? 

  

13. Do policies for staff and providers explain the regulatory and statutory obligations for 
providing language access to patients with limited English proficiency (LEP)? 

  

14. Do policies and procedures specify the way in which interpreting is to be provided? 
(Telephonic vs. face-to-face vs. translated documents?) 

  

15. Is the written policy promoted and distributed to staff?  
- How, when and to whom in the organization is this publicized? 

  

16. Are contract providers trained in the organization’s policy and procedures relating to 
the use of interpreters?  
- If so, how is this done? 

  

17. Are the above procedures consistently adhered to?    
18. Is there a process for monitoring compliance with the policy and procedures?   
19. Is there a written policy and notice to patients relating to the availability, at no cost, of 

an interpreter?  
- If there is a policy, how is it made available to the patient?  
- Is the statement posted prominently at all points of initial patient contact? 
- Is it translated into the most common languages served by your institution? 

  

   
Patient/Member Demographics   

20. Has the organization conducted a demographic analysis of the LEP populations that it 
serves?  
- What assessment tools were used? 

  

21. Are all ethnic and linguistic groups in your catchment area reflected in the profile?   
22. Are there demographic size thresholds for cultural and linguistic communities in your 

organization’s catchment area that determine the organization’s activities for providing 
linguistic services?  
- If so, explain what they are. 
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23. Is each patient’s primary language identified? 

- How and when is this information collected? 
  

24. Is the patient’s primary language consistently noted in the medical record?  
- Who gathers this information and is this policy consistently applied? 

  

25. Is there a written plan for assuring equal access to LEP patients for threshold ethnic 
groups?  
- If so, how often is it up-dated? 

   

   
Patient Services    

26. Are interpreters or bilingual providers available during:   
- the admissions process?   
- the enrollment process?   
- financial services?   
- member services?   
- grievance and complaint processes?   
- other non-care patient interactions?    

27. Are interpreters provided at no cost to the patient?    
28. Have there been any grievances filed due to lack of language access? 

- Please explain the nature and outcome of such grievances. 
  

29. Have there been any state or federal complaints filed due to language access 
questions? 
- Please explain the nature and outcome of such complaints. 

  

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

  

   
Care Delivery   

31. Is language access made available during all hours of your institution’s operations? 
If not, during what hours do you make language access available? 

  

32. Is language access made available in 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?   

33. Do staff/providers know when to call a face-to-face interpreter and when to call a 
telephonic interpreter?  

  

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

  

35. 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, etc.) 

  

   
Regulatory Review   

36. Are linguistic services incorporated into accreditation compliance activities?  
Including the reporting requirements for:  

  

- NCQA   
- JCAHO   
- QISMIC (HEDIS 3.0)   
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- Other (please describe)   
37. Are patient satisfaction surveys conducted in any language other than English, 

including the primary languages served by the organization? 
  

   
Financial Analysis of Service Delivery   

38. What is the annual expenditure on interpreter services?   
39. Is the annual expenditure clearly identified in financial statements? 

 - Are charges for telephonic interpreting specifically identified? 
  

40. Are departments or facilities accountable for expenditures on interpreter services?   
41. Are salary differentials given to train and qualify bilingual staffs that interpret as a part 

of their normal duties?  
  

42. What, if any, are the indirect, or unidentified costs associated with interpreter services?   
   

Data Collection and Reporting   
43. Is data collected on the utilization of interpreter services?   
44. Is data tracked relating to the patient’s process through 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 is the information collected reported, or used in the organization?   
46. Is the collected data aggregated, analyzed and incorporated into future planning?    

   
II. BILINGUALLY PROVIDED SERVICES    

Provision of Service   
47. Do bilingual providers and staff utilize their bilingual skills in performance of their 

routine functions? 
  

48. What is the profile of bilingual staff? (Create a table by department) 
-Languages Spoken: Provider Type  # of bilinguals Total # 

Primary care  
OB/GYN 
Mental Health 
Emergency Medicine  

  

49. Are bilingual providers and staff utilized to perform interpretation? 
 -If so, under what conditions and how often? 

  

50. Is the ability to speak a second language a consideration in hiring criteria?   
51. Are there qualifications in language fluency, specifically related to health care, 

required of bilingual providers and staffs? 
-If so, how are qualifications measured/assessed? 

  

   
Policy and Procedures   

52. Are there policies and procedures in place for evaluating individual language skills 
of providers and staffs? 
-If so, do they specify when and under what conditions evaluations are conducted? 

  

53. Are there policy and procedures that specify under what conditions a bilingual 
provider or staff must use an interpreter in providing care or service? 
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Quality Management   

54. Is there in place a mechanism to evaluate the basis language skills and proficiency of 
staff believed to be bilingual? 

  

55. Is continuing education provided in language and cultural skills development 
specific to bilingual staff or providers who use their second language in providing 
care delivery and services? 

  

56. Are the following elements assessed of bilingual staff and providers?   
- Confidentiality? 
- Fluency and register of language skills? 
- Medical terminology in the non-English language? 
- Cultural awareness related to population groups served? 

57. Is there a mechanism in place to evaluate the care experience of the LEP patient 
when provided by a bilingual provider or staff? 
-If so how and when is the evaluation conducted?  

  

   
III. HEALTH CARE INTERPRETING SERVICES    

Face to Face Interpreting  (if none is used, proceed to the next section)   
Overview   
58. Are policy and procedures in place related to the use of face-to -face interpreting?  

- If so do they specify when and under what conditions this form of interpreting is to 
be used? 

  

59. Is the use of an interpreter documented in the patient’s medical record?  
- If yes, what is the frequency of compliance? 

  

60. Do providers and staff received training on the appropriate use of a face-to-face 
interpreter?  

  

61. Is the length of the interpreting encounter recorded? 
- If so, what is the average length of a face-to-face interpretation? 

  

62. For what types of encounters is face-to-face (as opposed to telephonic ) interpreting 
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   
- financial services    
- member services    
- grievance and complaint processes    
- other non-care patient interactions    

63. Is there clear documentation to ensure that identified problems are addressed?   
64. Is client data collected in the utilization of face-to-face interpreter services?  

If so, is it broken down by: 
- Type of encounter   
- Language   
- Duration   
- Time of Day   
- Provider and department   
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- Staff   
- Patient ID   

67. Is the interpreter no-show rate recorded?  
- If so, what is the rate? 

  

68. What are the driving factors for no shows?   
Bilingual Staff used as Interpreters (if none are used proceed to the next section)   
69. Are bilingual staff members used as interpreters?   
70. If staff members are used as interpreters, how does this affect their productivity in 

their normally assigned work? 
  

71. Is there qualification in language fluency and health care interpreting that is 
expected before staff can undertake an assignment? 

  

72. Are the following elements assessed and monitored?   
- Understanding of the interpreter’s role   
- Adherence to an interpreter code of ethics    
- Accuracy and completeness of the interpretation   
- Use of the first pers on in interpreting   
- Medical terminology in both languages   
- Grammar   
- Register and mode of interpreting   
-Professional demeanor and comportment   
- Patient satisfaction   
- Provider/staff satisfaction   

73. Is there organized and on-going recruitment of bilingual staff?   
74. Is there an ongoing training process in place? 

-If yes, how often is it presented? 
  

75. Is there a continuing education program in place for bilingual staff used to interpret?   
76. Does the institution perform an annual review of b ilingual staff used to interpret?   
Dedicated Staff Interpreters (if none are used proceed to the next section)   
77. Does your institution hire dedicated staff interpreters?   

- Full-time?   
- Part-time?   

78. What languages do your staff interpreters cover?   
79. Is there qualification in language fluency and health care interpreting that is 

expected of a staff interpreter before hire? 
  

80. Are the following elements assessed and monitored?   
- Understanding of the interpreter’s role   
- Adherence to an interpreter code of ethics    
- Accuracy and completeness of the interpretation   
- Use of the first person in interpreting   
- Medical terminology in both languages   
- Grammar   
- Register and mode of interpreting   
- Professional demeanor and comportment   
- Patient satisfaction   
- Provider/staff satisfaction   

81. Is there organized and on-going recruitment of staff interpreters?   
82. Is there an ongoing training process in place? 

-If yes, how often is it presented? 
  

83. Is there a continuing education program in place for staff interpreters?   
84. Does the institution perform an annual review of staff interpreters?   
Independent/Contract Interpreters (if none are used proceed to the next section)   
85. Does your institution contract with independent, freelance interpreters?   
86. What languages are provided?   
87. What arrangements are made for languages not provided?   
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88. Is there qualification in language fluency and health care interpreting that is 
expected of an independent interpreter before contract? 

  

89. Are the following elements assessed and monitored?   
- Understanding of the interpreter’s role   
- Adherence to an interpreter code of ethics    
- Accuracy and completeness of the interpretation   
- Use of the first person in interpreting   
- Medical terminology in both languages   
- Grammar   
- Register and mode of interpreting   
- Professional demeanor and comportment   
- Patient satisfaction   
- Provider/staff satisfaction   

90. Is there organized and on-going recruitment of contract interpreters?   
91. Is there an ongoing training process in place? 

-If yes, how often is it presented? 
  

92. Is there a continuing education program in place for interpreters?   
93. Does the institution perform an annual review of contract interpreters?   
Agency Interpreters8 ( if none are used proceed to the next section)   
94. Is there a contingency back-up system in place when the agency cannot provide 

services for a particular language?  
- If so, explain how arrangements are made. 

  

95. For which languages can the agency provide service on a regular basis?   
96. How does the agency recruit interpreters?   
97. Is there qualification in language fluency and health care interpreting that is 

expected of agency interpreters before they are contracted? 
  

98. Are the following elements assessed and monitored?   
- Understanding of the interpreter’s role   
- Adherence to an interpreter code of ethics    
- Accuracy and completeness of the interpretation   
- Use of the first person in interpreting   
- Medical terminology in both languages   
- Grammar   
- Register and mode of interpreting   
-Professional demeanor and comportment   
- Patient satisfaction   
- Provider/staff satisfaction   

99. Is there an ongoing training process in place? 
-If yes, how often is it presented? 

  

100. Is there a continuing education program in place for interpreters?   
101. Does the agency perform an annual review of its interpreters?   
102. Are there policy and procedures in place for each health organization served?  

- If so, do they specify how services are to be provided? 
  

103. Are there healthcare protocols and standards of ethics in place and adhered to by 
all interpreters from the agency? 
- If so, what are they and where do they originate? 

  

104. Is there an organized data collection & reporting process in place at the 
interpreting agency? 

  

105. Is t here clear documentation to ensure that problems are addressed both by the 
agency and the institution? 

  

106. Describe how the following elements are monitored by the agency?   

                                                 
8 For an expanded discussion of providing language access through an interpreter agency, see Roat, Cynthia E.: How to 
Choose and Use a Language Service, The California Endowment, 2002. 
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-How is information recorded and authenticated? 
-Adherence to interpreter standards, including confidentiality 
-Accuracy of interpreting 
-Professional protocols / conduct 
-Patient Satisfaction 
-Provider/staff satisfaction 

107. Is data collected for face-to-face interpreting that is reported to the client?    
Volunteer Interpreters  (if none are used proceed to the next section)   
108. Does your institution use volunteer interpreters?   
109. What languages do your volunteer interpreters cover?    
110. Is there qualification in language fluency and health care interpreting that is 

expected of a volunteer interpreter before he or she may accept assignments? 
  

111. Are the following elements assessed and monitored?   
- Understanding of the interpreter’s role   
- Adherence to an interpreter code of ethics    
- Accuracy and completeness of the interpretation   
- Use of the first person in interpreting   
- Medical terminology in both languages   
- Grammar   
- Register and mode of interpreting   
- Professional demeanor and comportment   
- Patient satisfaction   
- Provider/staff satisfaction   

112. Is there organized and on-going recruitment of volunteer interpreters?   
113. Is there an ongoing training process in place? 

-If yes, how often is it presented? 
  

114. Is there a continuing education program in place for volunteer interpreters?   
115. Does the institution perform an annual review of volunteer interpreters?   
Family and Friends as Interpreters    
116. Is there a policy in place prohibiting the use of family or friends as interpreters? 

- What is the level of compliance? 
  

117. Is this policy made available to patients in their primary language?   
118. If a patient insists on using a family or friend as an interpreter, is a professional 

interpreter required to be present anyway? 
- If not, under what circumstances? 
- Are other means for providing professional interpretation presented? 
- Is there a notation in the medical record made if a professional interpreter is 

refused? 

  

   
Telephonic Interpreting  (if none is used, proceed to the next section)   

119. Is an external agency used for telephone interpreting? 
 - If not, how is service p rovided? 

  

120. Is more than one external agency used? 
 - If so, how many agencies? 
 - What languages do they provide? 

  

121. Are policy and procedures in place related to the use of telephonic interpreting?  
- If so do they specify when and under what conditions this form of interpreting is 

to be used? 

  

122. Do the policies and procedures describe specifically how to order a telephone 
interpreter?  

  

123. Is the use of a telephonic interpreter documented in the patient’s medical record?  
- If yes, what is the frequency of compliance? 

  

124. Do providers and staff received training on the appropriate use of a telephonic 
interpreter?  
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125. Is the length of the interpreting encounter recorded? 
- If so, what is the average length of a telephonic interpretation? 

  

126. For what types of encounters is telephonic interpreting 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   
- financial services    
- member services    
- grievance and complaint processes    
- other non-care patient interactions    

127. Is there clear documentation to ensure that identified problems are addressed?   
128. Is client data collected in the utilization of telephonic interpreter services?  

If so, is it 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. Is the distribution of telephone interpreter encounters reported by language?   
133. Is telephonic interpreting reported by language used, by time of day? 

- If so, what is the language distribution of encounters? 
  

134. What is the average per-minute rate for telephone interpreting?    
135. Is the per-minute rate the same for each agency accessed for interpreting? 

- If not, describe 
  

136. What is the average cost to your institution per encounter?   
   
IV. TRANSLATION SERVICES    

Provision of Translation Services   
137. Is there an assigned department for providing translation services?  

- If not which departments are responsible? 
  

138. Is all translation done in -house?  
- If not, what types of documents are translated in -house and what requires an 
 outside translator? 

  

139. Is an external agency used for translation services?   
140. If yes, is more than one external agency used? 

- If so how many agencies? 
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141. Are primary materials (including patient instructions, consent forms, and patients’ 

rights) available in all languages, which meet the population thresholds? 
  

   
Policy and Procedures    

142. Are there policy & procedures in place on the use of translation services?   
143. How do you ensure that staff members adhere to the policy and procedures?  

- If not, describe how in what capacity. 
  

   
Utilization   

144. Is there an inventory of printed material translated into different languages?   
145. Is the volume and type of requests for translation identified?   
146. Is translation of patient information made available to the patient?   
147. Is signage consistently translated through out the organization for specified 

languages? 
  

   
Quality management   

148. How does your institution or the translation agency recruit translators?   
149. Is there qualification in language fluency and translation capacity that is expected 

of translators before they are contracted? 
  

150. Are the following elements assessed and monitored?   
- Accuracy and completeness of the interpretation   
- Medical terminology in both languages   
- Grammar   
- Patient satisfaction   
- Provider/staff satisfaction   

151. Is there an ongoing training process in place? 
-If yes, how often is it presented? 

  

152. Is there a continuing education program in place for translators?   
153. Does the agency perform a periodic review of its translators’ products?   
154. Is the quality of the translation checked by a second translator? 

- If not, how do you ensure translation quality? 
  

155. Is there clear documentation to ensure that problem areas are addressed?   
156. Is data collected for face-to-face interpreting that is reported to the client?    

   
Cost Structure    

157. What is the cost for translation services? 
- Per word ____ 
- Per page ____ 
- Per job ____ 

  

158. What is the average cost per request?   
 


