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|. BACKGROUND

Effective communication between patients and their health care providers is vital to achieving
access to quality care and ensuring good health outcomes. Nowhere is this more essentia than
the Emergency Department, where lack of accurate, complete, and timely information can result
in critical impediments to care. In recognition of this, the recently enacted Chapter 66 of the Acts
of 2000 requires provision of competent interpreter services in conjunction with al emergency
room and acute psychiatric services provided to non-English speaking patients in Massachusetts.

Interpretation has been defined as the conversion of “...a message uttered in a source language
into an equivalent message in the target language so that the intended recipient of the message
respondsto it asif he or she had heard it in the original .”*

We are fortunate in Massachusetts to be on the forefront of the development and provision of
interpreter services in clinical settings. While a 1995 National Public Health and Hospita
Institute study found little capacity among U.S. public and teaching hospitals as a whole,
Massachusetts hospitals had one of the highest concentrations of interpreter services in the
region.” In addition, the Massachusetts Medical Interpreter Association has been a national
pioneer in developing practice standards on the skills, behaviors, ethics, and linguistic and
cultural knowledge necessary for competent interpretation.

Since 1989, most hospitas requesting permission from the Massachusetts Department of Public
Health (MDPH) to transfer ownership or expand services have submitted plans for provision of
interpreter services as part of the Determination of Need process® Through this process, over
fifty hospitals have developed interpreter services, for both inpatients and outpatients. This has
included designation of a coordinator of interpreter services, training for both medica interpreters
and medical providers, and systems for tracking the language needs and interpreter requests of
patients.

In 1996, the Massachusetts Division of Medical Assistance established an Acute Hospital
Request for Application (RFA) process that developed quality measures for interpreter services.
Through this quality improvement initiative, hospitals establish minimum standards of practice to
ensure MassHealth members' access to trained medica interpreters at al key points of contact
throughout the hospital. *

In April 2000, the Massachusetts Legidature enacted Chapter 66 of the Acts of 2000, “An Act
Requiring Competent Interpreter Services in the Delivery of Certain Acute Hedlth Care
Services,”® which mandates that “every acute care hospital...shall provide competent interpreter
sarvices in connection with al emergency room services provided to every non-English speaker

1 MMIA “Medical Interpreting Standards of Practice” page 3 available at www.mmia.org.

2 Ginsberg C, Martin D, Andrulis D, et al. “Interpretation and Translation Servicesin Health Care: A
Survey of US Public and Teaching Hospitals.” Washington DC: National Public Health and Hospital
Institute 1995. Cited in Fortier JP “Multicultural Health Best Practices Overview,” posted at Diversity Rx:
Models and Practices, availableat http://www.diversityrx.ora/BEST/1_1.htm

3 Appendix 1, MDPH Determination of Need Guidelines

4 Appendix 2, Appendix G of the Massachusetts Division of Medical Assistance Acute Hospital RFA
Guidelines

® Appendix 3, Chapter 66 of the Acts of 2000




who is a patient or who seeks appropriate emergency care or treatment.”® Similar requirements
are made of hospitals providing acute psychiatric services.

The Massachusetts law is echoed by severa federd initiatives regarding access to health and
human services for limited English proficient (LEP) individuals.” In August 2000, the Office for
Civil Rights (OCR) for the Department of Health and Human Services (DHHS) issued an
extensive Policy Guidance to providers who receive federal funds on how to comply with Title
V1 of the Civil Rights Act of 1964, which has been widely interpreted as ensuring equa access to
hedlth care for LEP persons.

In the same month, President Clinton issued Executive Order 13166, which mandates that each
federal agency prepare a plan to improve access to its federally conducted programs and activities
by eligible LEP persons. Lastly, in December 2000, the DHHS Office of Minority Health issued
“National Standards on Culturaly and Linguistically Appropriate Services in Hedth Care’
(CLAB\S Standards), wherein four of the fourteen proposed standards address linguistic barriers to
care.

The following Best Practice Recommendations draw upon the OCR Policy Guidance, which
represents over thirty-five years of the OCR’s experience working with providers to design
interpreter services most appropriate for both patients and their providers.’ They are intended to
assist acute care hospitals in developing interpreter services best suited to their particular
circumstances; they are designed as a reference guide, and are not meant to supplant or expand
regulations recently issued by MDPH regarding the provision of competent interpreter servicesin
connection with emergency services!®  Please note, also, that these Best Practice
Recommendations do not address the special considerations and needs in providing interpreter
services for acute psychiatric care.

The Best Practice Recommendations have been developed by MDPH, in consultation with a
broad array of Massachusetts organizations active in promoting the provision of competent
interpreter services, including Boston Medical Center, the Boston Public Heath Commission,
Cambridge Health Alliance, the Massachusetts Department of Mental Health, the Massachusetts
Divison of Medical Assistance, Hedth Care for All, the Latino Hedth Institute, Lowel
Community Health Center, the Massachusetts English Plus Coalition, the Massachusetts Hospital
Association, the Massachusetts Law Reform Ingtitute, the Massachusetts Medica Interpreters
Association, the Massachusetts Office for Refugees and Immigrants, the Massachusetts Refugee
and Immigrant Codlition, the Minority Hedth and Refugee and Immigrant Heath Advisory
Councils for the DPH, New England Medica Center, and the University of Massachusetts
Medica School.

6 «“Competent interpreter services” is defined in the law asinterpreter services performed by a person who
isfluent in English and in the language of a non-English speaker, who istrained and proficient in the skill
and ethics of interpreting and who is knowledgeabl e about the specialized terms and concepts that needs to
be interpreted for purposes of receiving emergency care or treatment.

" While the law uses the term “non-English speaker” defined as “a person who cannot speak or understand,
or has difficulty with speaking or understanding, the English language because the speaker primarily or
only uses a spoken language other than English” the term limited English proficient (LEP) is more widely
used and accepted.

8 CLAS Standards, also available at www.omhrc.gov/clas

® DHHS OCR Policy Guidance on Title VI, also available at www.hhs.gov/ocr

10 Appendix 4 , MDPH regulations on Chapter 66 of the Acts of 2000




The mgjor purpose of this document is to identify and describe the components of an optimal
interpreter services program for hospitals — both for emergency services (in compliance with the
new statute) and for other hospital-based clinica services (although not for acute psychiatric
care). The underlying assumption, as in the OCR Policy Guidance, is that given the differing
needs and resources of each ingtitution and the various populations and communities it serves,
flexibility is important in designing a program that provides meaningful access to LEP persons.
At the same time, there are afew key characteristics common to successful programs:

= The program is structured rather than ad hoc, with comprehensive written policies and
procedures;

= The program includes regular, systematic assessment of the language needs of people in the
service areg;

=  The program uses the community needs assessment and an assessment of its own resources in
determining what types of oral language assistance to include in its delivery system;

= The program establishes specific training and competency protocols for both interpreters
and providers; and

= The program has a monitoring and evaluation system in place.



1. POLICIESAND PROCEDURES

The implementation of a language assistance program is most likely to succeed where there is an
organization-wide commitment to develop and staff competent interpreter services. Centra to
operationalizing this commitment is the development of comprehensive, written policies on
language access which can guide a coordinator of interpreter services in fulfilling her/his
responsibilities.  These policies should be easily accessible and widely disseminated among

hospital employees, and should encompass the following areas.

1. Procedures to publicize the right to and availability of free interpreter services.

Notify LEP persons who have presented to the
hospital, in their primary language, of the right to
interpreter services at no charge.

Post and maintain signage regarding the legal right
to free interpreter services. Signage should be
trandated into the commonly encountered
languages of the hospital and placed at &l central
points of contact, such as the emergency
department, hospital entrance, admitting area, and
outpatient waiting rooms.

Publicize the availability of free interpreter services
using advertisements in foreign language
newspapers and other media outlets, and conduct
outreach through community-based organizations.

Develop brochures,
trandated in the main
languages of your hospital’s
patients, that contain a map
of the hospital; a statement
concerning patients' rightsto
an interpreter anywherein
the hospital, free of charge;
and the Massachusetts
Patient’s Bill of Rights™

Advertise interpreter services
programsin Spanish
telephonedirectories.

2. Procedures for identifying and assessing the language needs of al patients.

The U.S. Census 2000 format for
determining whether an individual
patient will require language
assistance is useful for regular
intake procedures because this
approach has been standardized
and allows for cross-referencing
with census data.

This entails atwo-part question: (1) “Do you speak
alanguage other than English at home?’ [Answer:

“yes’ or “no”] If the response is “yes’, then (2)
“How well do you speak English?’ [Answer:
“very well”, “well”, “not well”, or “not at all”]

People who answer anything other than “very well”
will likely benefit from interpreter services and
should have their preferred language (that in which
s/he feels most comfortable in a clinical encounter)
identified as part of the intake process?

M |talicized suggestions represent actual examples collected from Massachusetts hospitals, for more
information, contact the Office of Minority Health at MDPH, at 617-624-5270.
12 Available at www.census.gov/dmd/wwwi/pdf/d-61b.pdf, page 4.




* |n more pressured situations, intake staff can achieve a similar assessment by asking
“What language do you speak at home?’ rather than a close-ended question such as “Do
you spesk English?” or “Do you speak Spanish?’ which may result in miseading
responses.  Given that many patients who speak a language other than English at home
are aso proficient in English, follow-up questions are required to determine whether such
apatient would prefer or benefit from an interpreter for medical communication.

» Massachusetts hospitals have developed a variety of innovative patient self-identification
methods to facilitate access to oral language assistance, such as.

Welcome cards, printed in many
different languages, instructing
patients to bring the card to the
information desk if they need
assistance; onthereversesideare
instructions in English for how to
contact interpreter services.

Wallet-sized cards with the patient’s
primary language written in English, as
well asinstructions on how to reach an
interpreter for that language. Patients

are able to provide this card at
subsequent visits to specify their need for
language assistance.

Saff badges in different languages
with“ 1 speak ! May | help you?”
in the appropriate language; each
badge is color-coded for low
literacy patients. (For example,
Spanishisalwaysin purple, while
Vietnamese is always in green.)
Patients can then readily identify
bilingual employees for assistance if
they arelost or need directions.

Language identification charts can help
literate LEP patients with requesting
interpreter services. One such chartis
organized into a “ patient-visitor”
column which lists the question “ Do you
speak __ ?” invarious languages, with a
matching column indicating the name of
the language in English. Satistical
demographic data can be used to
determine which languages to include.

3. Procedures determining the staffing arrangements to be used for oral language assi stance and
the circumstances under which each option will be exercised. For example, for which
languages, if any, staff interpreters will be hired, or for which languages, if any, contract
interpreters will be caled upon. [This subject is addressed in more detail in the “Delivery
System” section.]

4. Procedures to guide staff in providing the appropriate type of interpreter service for every
LEP patient in atimely fashion.

= An LEP patient may enter the
hospital through a number of venues
— by ambulance, by walking into the
Emergency Department, by way of
primary care or speciaty clinics.
Each patient encounter will likely
involve contact with avariety of
staff — from administrative
personnel to nurses and physicians.

For hospitals which serve a large Spanish-
speaking population, staff the Emergency
Department with full-time Spanish
inter preters who can interpret throughout
the clinical encounter, from presentation to
discharge. For non-Spanish-speaking LEP
patients, these interpreters serve as
facilitatorsto access the appropriate
language interpreter.




Language access is
available regardiess
of point of entry,

Devel op patient-staff communication aid booklets,
trangdlated into different languages, to help patients and
staff with basic communication —for example, “ Whereis

gcnrdo; Zr;srjgier?ts of the bathroom?” —while waiting for an interpreter.
C?&ﬁé&?m o Conduct daily inpatient interpreter rounds on LEP
Si scharge patients to assess additional patient needs and to remind

clinical staff to call interpreter services as needed.

All staff who have direct
patient contact have a
thorough knowledge of the
available interpreter
resources for both
commonly and rarely
encountered languages.

Orient new staff and trainees on the availability of
interpreter services. Develop brochuresfor staff
and providerson theinterpreter services program
and on how to schedule interpreters. Internal
hospital publications can also serve as useful
vehicles for reminding employees about the
availability of interpreter services

5. Procedures to assure proper documentation of the LEP patient encounter.

When a patient self-identifies as not being fluent in English, the name of the hospital
interpreter and the language used to interpret is documented in the patient’s medica
records.

If a patient declines a hospital interpreter, the reason for declining the service is requested
and recorded in the patient’s chart. The name of the person who interprets for the patient
and her/his relationship to the patient (e.g. wife, friend, etc.) should aso be recorded.

6. Proceduresto provide timely and uniform telephone communication with LEP persons.

It isimportant to develop systems Case A Vietnamese .

. . speaking LEP woman,
that serve_ LEP patients bOth prior to receiving prenatal care at her local community
pr@entat_' on to the hospital (S‘_JCh & hospital, calls the triage nurse in the ED
during triage and when accessing speaking broken English, trying to describe some
informational recordings) and type of possible labor pains. The monolingual
following discharge (for example, triage nurse determines the callback number and
when calling LEP patients regarding connects with a trained Vietnamese telephone
test results and follow-up). interpreter to determine whether urgent care is

needed or not.

Establish patient access lines to connect patients with an interpreter who can help them
schedule or cancel an appointment, request prescription refills, and obtain information
or assistancein contacting their providers.




» |ngtitutions that have staff interpreters
can use them to maximize telephone
access by developing in-house
telephonic interpretation systems.
Dual-handset tel ephones, dedicated
language-specific voicemail, and
direct language-specific pagers can
greatly facilitate communication with
LEP patients.

Case A Portuguese-speaking woman arrives at
triage. Sheis asked to sit down while the nurse
pages the Portuguese interpreter directly. Using
adual-handset telephone, where the patient holds
one handset while the triage nurse holds the
other, the nurse is able to assess his patient via
the interpreter, who is calling from another part
of the hospital. This reduces the wait time
necessary for the interpreter to physically arrive
at triage.

7. Procedures concerning trandation of written materials.

» Trandated written materias are vital — particularly
documents such as patient education materias,

medication labdl's, M assachusetts comfort

consent forms, advanced directives, financia and
programmatic application materials, and discharge
instructions. [Thisis discussed in more detail under

the section “Delivery Systems, Guidelines
Trandation of Written Materials.”]

»  Promote adequate access to services for low

literacy patients (regardless of primary
language) through use of smple language,
pictorial signage, and non-text-based

information such as informational videotapes

and audiotapes.

Develop the capacity to
print discharge
instructions in several
different languages, which
can then betailored by an
interpreter to the
individual patient as
needed.

care forms,

for

In order to address low literacy
levels, ask interpretersto read
trandated documents to LEP

patients. Consider audiotaping

information, for example, for pre-
testing or procedure instructions.

= Develop a centralized, easily accessible source for standardized, validated texts for
signage and vital documents in awide array of languages.”®

8. Procedures ensuring ongoing, periodic training and assessment of staff a al levels,
particularly those who have direct patient contact, in the concepts and practices of culturaly
and linguistically appropriate health care delivery. [This is addressed in more detail in the

“Training and Competency” section.]

13 MDPH has acentral clearinghouse for translated patient education materials; contact the Office of

Minority Health at 617-624-5270.



9. Procedures regarding data collection.

= Develop provisionsto record language preference as
well as racelethnicity datain both individua patient
records and in the hospital’ s information systems.
Additional provisions necessary to ensure that these
data are consistently and accurately recorded are
identified, for example, by alowing the interpreter
services department to correct these entries as
needed.

In many hospitals, while there
isafield for patient language
in the computerized patient
record, it may be left blank or
default to “ English” if
another language is not
entered.

= Collect and tabulate data in a manner that permits generation of aggregate patient
utilization data by preferred language and ethnicity/race.

= Track utilization data for interpreter services, including number of encounters by
language and by encounter type (e.g. emergency department, surgical clinic, etc.).

10. Procedures to establish an ongoing monitoring and eval uation process.
= Develop mechanisms for annual reassessment of community language needs.

» Create systems for monitoring LEP patient satisfaction, including the accessibility and
quality of interpreter services. Patient satisfaction surveys, such as those administered by
the Picker Ingtitute, can be conducted in the hospita’s service area's common LEP
languages.**

= Formulate and publicize grievance procedures for LEP patients in the commonly
encountered languages of the hospital, including provisions for patients who feel they
have not been provided with adequate interpreter services.

14 Currently, all Picker Institute survey instruments are available in Spanish, and many are availablein
other languages aswell. Information available at http://www.picker.org.

10



[11. NEEDSASSESSMENT

A. Patient-Oriented Assessment of L anguage Needs

Conducting an accurate and up-to-date language needs assessment of the hospital’s patient
population and service area is critical to designing appropriate interpreter services.” There are a
variety of information sources that Massachusetts hospitals can consult to identify the languages
most likely to be encountered, including, but not limited to:

1

Hospita utilization data of the primary/preferred languages of patients using the hospital.
[Note: Data may be limited because institutions may not have previoudy collected this
information, or collected it in away that is not readily accessible]

Input from a community advisory board, consultants and key informants from community-
based organizations, and/or community meetings. Massachusetts Mutua Assistance
Associations, self-help agencies for newcomer communities, can provide useful information
on the most recently arived populations. (Contects  avalable  at
www.state.ma.us/dph/orih/apri99.htm)

General information from the Massachusetts Immigrant and Refugee Advocacy Coalition
(MIRA), a statewide codlition of grassroots immigrant organizations. MIRA’s publication
“Health Care Access for Immigrants and Refugees’ is a valuable resource for hospitals.
(Information available at www.miracoalition.org.)

“Primary Language Is Not English” (PLINE) surveys of the public school system generated
annually by the Department of Education and compiled by the MDPH Office for Refugee and
Immigrant Health. (Survey available at www.state.ma.us/dph/orih.)

Information collected by municipal Boards of Health. (A list of Massachusetts' local Boards
of Hedlth is included in the appendices.™)

Massachusetts Division of Medical Assistance data on self-reported, preferred, spoken and
written language preferences of MassHedth Benefit Request/Children’s Medical Security
Plan applicants. (Thisinformation will be available Fall 2001, at www.state.ma.us/dma.)

Data from the Massachusetts Department of Public Hedlth, including the Massachusetts
Community Health Information Profile (MassCHIP) and a broader array of publications
which include ethnic/racial group data and specia reports on specific ethnic/racia groups.
(MassCHIP available at http:/masschip.statema.us other publications available at
www.state.ma.us/dph/pubstats/htm.)

U.S. Census data of the hospital’s service area. (Available at www.census.gov.)

15 The OCR Policy Guidance describes “ service area’ as the geographic area that has been approved by a
Federal grant agency; where no service area has been approved, the relevant service areawill be considered
“asthat designated and/or approved by state or local authorities or designated by the [hospital] itself,
provided that these designations do not themselves discriminatorily exclude certain populations.”

16 Appendix 5, Massachusetts Local Boards of Health Addresses

11



\é\éthlle_h_ospltalh_ L;tllhzatlon data mayk beb use;lt,'ll ![n The. Health Access Qollaborative is a
ermiming which fanguages aré Spoken by palents, | cogjition of community-based groups,
routine assessment of the needs of the entire | pogpitals, and community health centers
surrounding area can be very indtructive. Peoplemay |in Fall River and New Bedford,
reside in the geographic service area of an ingtitution | established to increase the number and
but utilize a farther, less convenient hospital because | quality of medical interpreters in all
of established community linkages with another | locations where LEP persons seek health
hospital or a historical lack of language services at the | and related services. The initiative
local ingtitution. In these situations, community input | focuses on the needs, roles and
can play a particulally pivota role in orienting | nteractions of each and  every
ingtitutions to the needs of their service area component of the local delivery system,

Consideration of other important variables that can amplify or exacerbate access barriers that LEP
persons face (e.g. race/ethnicity, gender, socioeconomic status, and insurance status) can also be a
helpful component of the needs assessment process. The Bureau of Hedth Statistics, Research
and Evaluation at MDPH is available for consultation to ensure compatibility with its race/ethnic
identifiers and OMB 15 compliance.

B. Internal Assessment of Institutional Needs

A counterpart to the community needs assessment process is institutional assessment of existing
practices, systems, and resources for interpreter services in order to identify areas in need of
improvement.” This process should include an assessment of the following:

1. What are the hospital’s current practices and resources for interpretation and trandation?
= How are LEP patients currently being identified?
=  Who iscurrently being used to interpret, under what conditions, and how often?
=  What process currently exists to document patient language and race/ethnicity?
=  What types of information are being trandated, into which languages, and by whom?

2. Wherein the hospita are interpreter services needed?
»  Where are the points of patient contact, from presentation to discharge, where language
assistance will likely be needed?

3. What types of interpreter services, a what frequency, are needed to serve the hospital’s
patient population? [Please see the “Delivery System” section for specific suggestions]
=  Which positions (for example, receptionists, triage, providers) would be best served by
using bilingual staff, and for which languages?

4. What additional resources will be needed to address gaps between current practices and
newly identified needs ?
= What resources are currently availablein theloca community?
=  What resources will need to be developed internally?

5. What specific steps need to be taken to best obtain and utilize these additional resources?

17 The National Council on Interpretation in Health Care is developing a needs assessment eval uation tool
for health care organizations which will be available later this year at www.ncihc.org.

12



V. DELIVERY SYSTEM

The specifics of each hospita’s interpreter services delivery system will necessarily vary, given
the diversity of ingtitutions and their surrounding communities. Factors that may influence a site-
specific design include the size of the hospital, the size of the LEP population it serves, the total
resources available to the hospital, and the frequency with which particular languages are
encountered. The OCR Policy Guidance emphasizes that there is no “one size fits al” approach
to designing interpreter services, and that the focus should be on the end result — whether LEP
individuals have meaningful, equitable access to the hospitals services.

For al hospitals, there are four core components to building an optimal interpreter services
delivery system:

= Designation of a coordinator of interpreter services to oversee the implementation, training,
and monitoring aspects of the program;

= Development of a scheduling and tracking system for interpreters,

= Determination of what types of oral language assistance are best for a given hospita and its
patients; and

=  Establishment of policies, standards, and procedures for trandating written materials.

A. Coordinator and Administrative Structure

Dedignation of a director or coordinator of interpreter services can increase programmeatic
coordination by centralizing responsibility for the following:

1. Development, promulgation, and updating of institutional policies and procedures for the
provision of interpreter services and trandation of written materials.

2. Implementation of an annual language needs assessments of the hospital’s service area

3. Traning, supervision, management, and support of interpreters and training of staff/providers
who will be working with interpreters. This may entail development of an on-sSite training
program or participation in an existing program. Interpreters’ skills also need to be assessed
on aregular basis.

4. Development and implementation of a system for timely provision of interpreter services,
including a scheduling system for appointments where the need for an interpreter is
anticipated, as well as for those visits that are not scheduled (e.g. Emergency Department or
inpatient services).

5. Integration of monitoring and evaluation processes for interpreter services into institutional

quality assurance measures and risk management programs, including grievance procedures
for individual patients.

13



Depending on the size and needs of the LEP population, some hospitals may require severa full-
time staff to optimally cover all aspects of interpreter services, while others may not require even
an entire full-time equivalent.

B. Scheduling and Tracking System

When a patient’s need for oral language assistance can be anticipated, coordination of interpreter
sarvices with scheduled appointments can be greatly facilitated by integrating scheduling of
interpreter services into the general scheduling and appointment system.  Although many
hospitals have developed computer-based information systems, their potential to track requests,
scheduling, and utilization of interpreter services has largely been unrealized. Such computerized
systems can facilitate language needs assessment by recording patient language characteristics,
assist in determining reimbursement rates by tracking utilization of interpreter services, and
streamline patient care by reducing wait times for interpreter services. Lack of coordination
between scheduling clinician visits and interpreter services can lead to unnecessary delays,
interruptions, and frustration for clinicians, patients, and interpreters aike.

Several hospitals have computerized systems that allow scheduling of provider and
interpreter appointments simultaneoudly.

When possible, scheduling the same medical interpreter for a patient’s return visits provides
added continuity of care. Concordance of gender or nationa origin between the interpreter and
patient may be important for some patients or some clinical encounters as well.

For patients for whom ora language assistance has not been anticipated, either because their visit
is unscheduled (as in the Emergency Room) or because their level of English proficiency is
unexpectedly found to be insufficient for effective, direct communication, the interpreter services
scheduling system should be able to provide interpretation in a timely manner. Clearly, this is
easiest for those languages for which the hospital has staff interpreters on site. However, in some
areas, there are community-based organizations which assure the arrival of a trained interpreter
within a specified period of time.

There are numerous agencies in Massachusetts which contract with institutions to
provide trained interpreters for different languages. Theinterpreter istypically
expected to arrive within 30 minutes of the hospital’ s request.

14



C. Modéds of Oral Language Assistance and Recommendationsfor Use

No single moddl of oral language assistance can be recommended for all hospitals; indeed, most
hospitals will find that to best serve their patients, they need to use a combination of the models
described below. However, there are three common characteristics of best practice interpreter
services systems:

»  24-hour access to ora language assistance for al LEP patients,

= Timely delivery of interpreter services for dl languages; and

= Uniform training and evaluation of competency across the various types of ora language
assistance used (thisis discussed in more detail in the “ Competency and Standards’ section).

The following represent six common components of hospital-based interpreter services.

Staff Professional interpreters who are hired as full-time or part-time regular
Interpreters employees of the hospita. Some professiona interpreters are able to

provide interpretation for more than one non-English language. Paid staff
interpreters are particularly appropriate when there is a frequent and/or
regular need for a specific language.

Contract Professiona interpreters who are not regular employees of the hospital.

Interpreters They can be hired as per diem on-cal adjuncts to supplement in-house
capabilities as needed, or as fredance interpreters on an hourly basis.
Freclance interpreters are generaly paid a minimum of two hours per
hospital visit, even if the visit requires less time. Contract interpreters are
typically used when demand for a given non-English language is
intermittent or infrequent, or when a hospita has less common LEP
language groups in its service area.

Employee Pools of hospital employees whose work | Caution should be exercised in

L anguage responsibilities may not include direct ‘,fltg'sz'i?gsemﬁ"hgee Lﬁg”agefnm;k;

Banks patient contact, but who have been | |anguage banks often fail to provide

formally identified as speaking languages
other than English and can be called upon
to interpret when needed. Employee
language banks work best when they
maintain updated lists of €ligible
employees, assess employee language
and interpretation  skills,  provide
interpreter  training, and  include
interpretation as a listed job duty.

the training and assessment of
language skills necessary to ensure
quality interpretation. Furthermore,
without  explicit inclusion  of
interpretation in their job
descriptions, employees may
experience job conflicts when they
are called away from their regular
duties to interpret. This is an unfair
burden on the employee, and may
lead to tension between the
employee and her/his supervisor or
colleagues.

15




Community Community-based agencies that contract with institutions to provide trained
Interpreter interpreters in a wide range of languages. While available only in a limited
Banks number of geographic areas, they can serve as a shared resource that alows
many institutions to access interpreters, especialy from small populations,
when hiring them individually would be cumbersome. There are severd
community interpreter agencies in Massachusetts.'®
Telephonic These services provide an interpreter who | Thereare over d “?“(‘fr_‘a‘ telephonic
Services is accessed over a telephone line, often ;rg'gfygv &llc;egrrmgfhgﬁzp;et;maﬁr;
(also known by speskerphone. Telephonic servicesare | prior to contracting with such a
as “remote most appropriately used when an o