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INTRODUCTION

Background

The American College of Obstetricians and Gynecologists (ACOG), District IX [California] initiated a
project in 2004 to explore approaches employed by its physician members to communicate with
patients with limited [(LEP) or no English language proficiency. The project employed a series of focus
groups of physicians and consumers and a survey of District IX's membership to catalogue physician
language access strategies and attitudes across a variety of practice settings.

Focus group and survey findings and the results of a literature search were analyzed by the project’s
Advisory Panel. The Panel then generated practice and policy recommendations to promote use of
language access practices that ensure accurate interpretation, confidentiality, and adherence to
medical ethics standards, while discouraging use of inappropriate methods.

Importance of Language Access

Effective physician-patient communication
requires mutual understanding; not just the
one-way transmission of information.

Effective communication and patient confidentiality are core values of medical practice, especially among
physicians providing reproductive health services to women. Effective communication is essential for
delivery of quality health care and to ensure patient safety.

Communication between physicians and their patients about the most sensitive issues in health care
can be very difficult, even when both are fluent in the same language. \When communication must also
bridge cultural and language differences, the critical elements of effective communication -

rapport, accuracy, sensitivity, and respect - become more
difficult to achieve and the consequences of miscommunication
are often more severe. An un-bridged language gap between
patients and their physicians negatively affects all aspects of the
health care experience.
Poor inter-language communication :
has been associated with: J B
* Health disparities between Hispanic and white,

non-Hispanic populations'.

-

* Lower levels of patient comprehension of health care
information for LEP patients than English speaking patients".
* Lower levels of satisfaction with health care services"".
* Lower quality of care".
* More costly health care encounters™. L j
* Lower access rates to primary and preventive services™.



Low patient ratings of satisfaction and other quality measures used in pay-for-performance programs
may affect physician compensation and increase the risk of malpractice litigation.

Recommendations for communicating
effectively with LEP patients:

*» Use qualified and effective interpreters.

* Show respect to the patient.

* Listen attentively.

* Encourage elaboration.

* Speak slowly and distinctly.

* Use short simple sentences.

* Repeat and confirm information.”

*\\When using an interpreter, look at and speak to patient.

California’s Growing Linguistic Diversity

While immigrants have enriched California’s economy and
cultural landscape, the language diversity they present
creates substantial challenges to a health care system
that, until recently, operated almost entirely in English.
Forty percent of Californians speak a language other than
English at home, with Spanish spoken by 26%.

The 2000 Census also reports that 11,000,000 California
households are “linguistically isolated™ , including 26%

of Spanish-speaking and 31% of Asian and Pacific Islander
language-speaking households®. Ten percent of HMO
members statewide speak solely a language

other than English"'.

ACOG Members Face Increasing Language Diversity

The physician respondents and focus group participants
confirmed the impact of California’s linguistic diversity on
their practices. Twenty-five percent reported that more
than a quarter of their patients were LEP and 38%
reported that the number of LEP patients has increased

over the past five years, while only 7% reported a decrease.

“Ten percent of HMO members
statewide speak solely
a language other than English.”

Patient Language Diversity
Language %
Spanish 90%
Chinese (all dialects) 39%
Filipino (all dialects) 18%
Vietnamese 16%

Asian Indian (all dialects) 15%
Farsi 9%
Hmong 8%

% of survey respondents who identified
language as among the 3 most frequently
encountered in their practice.




LANGUAGE ACCESS STRATEGIES

Communication Methods

Survey responses revealed broad diversity in physician
approaches to ensuring language access for their patients.
Their choices reflect a variety of factors including: their own
language skills and cultural background, the skills and
background of their staff, accessibility of language resources,
the language diversity of their patient population, the size of
their practice, and, not least, their attitude toward language
diversity and patient responsibility.

Physicians relied primarily on bilingual office staff and their
own language skills (49% self-rated as fluent in a non-English
language] reflecting the high priority they gave for low cost
and immediately available interpreter solutions. Almost 70%
of respondents gave some consideration to language skills in
hiring. Smaller numbers provide extra pay for language skills
(20%)] and provide interpreter training (27%).

Survey responses also reveal under-utilization of professional
interpreters and over-reliance on untrained interpreters
including the children of patients. Numerous studies and
anecdotal reports document the limitations of, and harm
that frequently results from, the use of untrained
interpreters.® Use of children, other family members,
patient friends, and other untrained bilingual interpreters
often results in inaccurate and incomplete interpretations
and violations of confidentiality.
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Approaches to Language Access
(ranked by reported frequency of use

in physician practices)

* Bilingual office staff
* Own language skills
* Interpretation by patient’s family

member
* Making do with own language skills
* Interpretation by patient’s child
* Professional interpreter
* Telephone interpreter
* Teleconference / Videophone
* Other

Ethics Standards of
Trained Interpretation®

* Confidentiality

* Impartiality

* Respect for individuals and their
communities

* Professionalism and integrity

* Accuracy and completeness
including idiomatic correctness.

* Cultural responsiveness




SUMMARY ASSESSMENT OF ALTERNATIVE
LANGUAGE ACCESS STRATEGIES*!

Recommendations

* Likely to know
patients.

* Cultural
interpreters.

* May understand

medical terminology.

Bilingual MD * Direct communica May overestimate * Formally assess physician
tion with patient. language skills if not language skills.
* May have cultural a native speaker. * Learn and employ effective
concordance. communications strategies to
augment language capability.
Bilingual staff * Quickly available. * May be untrained in * Train physician in managing

interpretation tech
niques and ethics.

* May interject
information and edit
responses.

interpreted communications.

* Assess staff language skills.

* Train staff in medical terminology
and interpreter ethics and skills.

Professional
face-to-face

* Likely to be skilled,
accurate, certified,

* High cost, if not
subsidized or

* Ensure skill level of interpreter
and quality of agency.

interpreter and trained in reimbursed. * Train physician in managing
medical terminology. * May not be interpreted communications.
immediately available.
Needed language
may be unavailable.
Telephone * Skilled in language. * May be difficult to * Establish an account.
interpreter Readily available. access and costly if * Use a high quality speakerphone
* Neutral interpreter. low volume. or dual headsets.

* Not able to view
non-verbal cues.

* Patient may be
uncomfortable until
familiar with system.

* Train physician in managing
interpreted communications.

* Direct remarks to the patient,
not to the telephone.

* Monitor patient facial expressions
and body language.

Patient’s spouse,
other family
member or friend

* Convenient and
readily available.

* Low cost to
physician.

* Patient may know
and be comfortable
with interpreter.

* Inaccurate
interpretation through
additions, edits,
misinterpretations.

* May violate patient
confidentiality.

¢ Unlikely to know
medical terminology.

Should not be used, except:

* To schedule or reschedule
appointments;

¢ If expressly requested by the
patient;

* In an emergency when no other
alternative is available.

Patient’s child
or other child.

None

* Violates
confidentiality.

* Inaccurate
interpretations.

* Opens practice to
financial liability.

Should not be used, except:

* To schedule reschedule an
appointment;

¢ If expressly requested by the
patient against the advice of
the physician;




BUILDING A COMPREHENSIVE LANGUAGE ACCESS PROGRAM

More than half of the survey respondents reported tracking the primary language spoken by their patients.
This a key element of an overall language access program that provides an efficient strategy for improving
service to LEP patients. These steps include:

Determine patient needs:

1. Ask your patient which language she prefers to use when receiving medical care.

2. Note your patient’s preference in her medical chart. Color code the chart by the preferred
language of the patient.

3. Assess patient language needs for your practice.

Assess resources available to your practice:

1. Inventory language resources available to you, including: your language skills, language skills of staff,
professional interpreters in your facility or community, telephone interpreters, and others.

2. Determine if health plan or other source will cover costs for interpreters.

3. Objectively, assess your language skills and the language skills of your bilingual staff.

4. Acquire training for bilingual staff in medical interpreting terminology, ethics, and technigues.

0. If needed, develop contract with agencies that provide face-to-face or telephonic interpretation.

ASSESSMENT AND RECOMMENDATIONS: THE CHALLENGE

Summary of medical practice language access strategies

The survey of California’s ACOG physician members provided a useful snapshot of language access
attitudes and practices across a wide variety of practice settings. While the survey may not fully represent
California’s physician population, it does reveal the wide range of physician language access efforts along
with their strengths and limitations. Some of the patterns the survey revealed are:

1. Physicians view bilingual staff as a valuable language resource.

2. Physicians frequently rely on their own language skills to communicate with LEP patients.

3. Medical practices underutilize trained interpreters.

4. Medical practices over-utilized the children, family members, and friends of patients as interpreters.

9. Physicians strongly prefer low-cost and immediately available interpreting resources.

6. There is a shortage of language access tools, information, and other resources accessible to solo and
group practices.

7. There are few resources to assess and improve the quality of language access strategies in physician
practice.

Survey responses and focus group discussion also reveal factors that support further development of
effective language access strategies. These factors include:

1. Physician recognition of the importance of accurate communications with LEP patients.

2. Continuing growth in the numbers of LEP patients served by ACOG members.

3. Physician investment in language access through recruitment of bilingual staff and use of pay differentials.

4. Strong physician interest in providing interpreter training to bilingual staff.

9. Growth in the number of organizations and resources that provide interpreter services, training for
interpreters, tools for language assessment, and other resources.

B. Increasing policy advocacy for public and insurance support for interpreter services by organized
medicine and community health advocacy organizations.
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RECOMMENDATIONS

The recommendations that follow address the limitations described above while building on the encouraging
trends. They are developed from an analysis of the physician responses to the survey, the input of focus group
members and the project’s Expert Advisory Panel, and the project’s review of the literature.

Practice Recommendations

The following recommendations aim to eliminate inappropriate practices, strengthen the skills of existing
linguistic resources (such as bilingual staff interpreters) that physicians are likely to use, and encourage
the use of professional interpreters. They also address administrative practices that can increase the
efficiency of language access measures.

The highest priority recommendations are:
1. Eliminate use of children as interpreters.

2. Strongly discourage use of family members as interpreters except in emergencies or if the patient
insists against advice of physician.

3. Assess language skills of bilingual physicians, particularly those who have not had formal language
instruction and who grew up in the United States.

4. Validate language and interpreting skills of bilingual staff who are serving as interpreters for clinical
information.

9. Provide interpreter training for bilingual staff used as interpreters and for physicians who work
through interpreters.

6. Develop language access policies and procedures that foster routine use of professional
interpreters and include:
a. Tracking patient language on an individual patient basis (for appointment purposes) as well as
clinic basis (for planning purposes).
b. Developing clear and easy-to-use procedures for accessing trained interpreters.
c. Scheduling use of interpreters prior to visit.

Policy Recommendations

Policy decisions of government legislatures and agencies and insurance companies affect all aspects of
physician practice, including language access. These policy recommendations aim to make high quality
language access resources available to patients and physicians, especially those in solo and group
practices.

The highest priority recommendations are:

1. Develop and implement reimbursement programs for interpreter services through Medi-Cal.
2. Implement standards for professional health care interpreters.

3. Encourage private health plans to enhance support for language access measures.

4. Increase low-cost or subsidized opportunities for interpreter training for office staff and physicians.

9. Accelerate development of low-cost (to users) technologies that expand rapid access to trained
interpreters.

CONCLUSION

ACOG District IX's member physicians recognize the importance of accurate communications with their
LEP patients and have invested in bilingual staff, professional interpreters, and other strategies to bridge
inter{anguage communication. The challenge remains, however, to ensure the accuracy, confidentiality,
and adherence to ethics. Achieving this goal requires avoiding use of ad hoc interpreters while increasing
access to trained and tested professional interpreters and bilingual staff and physicians.

To access the full report, please go to www.acog.org,/acog_districts/dist_web.cfm?recno="13.
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