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Christine Barney:

Welcome to Language Line University’s roundtable discussion: Patient Safety In Any Language. An educational forum made possible through a collaboration between the International Medical Interpreters Association, the Joint Commission, Grady Health System and Language Line University. I’m Christine Barney.


Today we’re going to talk about patient safety as seen through the lens of language and culture. There’s no debating that good communication between a patient and a physician is key to positive health outcomes and many of us take for granted that when we visit our doctor for a regular checkup or when we have to go to the emergency room, we are able to describe our medical symptoms and conditions in great detail. 


But this is not the case for the nearly 23 million people in this country that are considered to have limited English proficiency. The miscommunications that happen all too frequently in today’s hospitals can be costly and even life-threatening. 


Consider these real-life stories: 


Lack of an interpreter for a three-year-old girl presenting to the emergency department with abdominal pain resulted in several hours’ delay in diagnosing appendicitis, resulting in a 30-day hospitalization and two infections. 


Or a resident’s misinterpretation of two Spanish words: (sounds like: de pago) misinterpreted as girl was hit by someone else instead of the girl hit herself when she fell off her tricycle, resulted in the girl and her sibling mistakenly being placed in child protective custody for suspected abuse for 48 hours. 


Misinterpretation of another Spanish word intoxicado was misinterpreted in this case to mean intoxicated instead of its intended meaning of feeling sick to the stomach. This led to a $71 million malpractice settlement associated with a potentially preventable case of quadriplegia.  


With me today to discuss implications of language and culture on patient safety and the solutions being implemented to prevent misdiagnoses related to miscommunications are the following panel: 


Linda Joyce is a language access consultant and professional interpreter, medical interpreter trainer, language proficiency tester and language solution specialist. She’s the former Director of Language Interpretive Services at Grady Health System in Atlanta, Georgia. 


Dr. Peter Angood is the Inaugural Chief Patient Safety Officer and a Vice President for the Joint Commission. He oversees the annual development of the Joint Commission’s National Patient Safety Goals and other enterprise-wide safety initiatives. He’s also the lead for the World Health Organization’s Collaborating Center for patient safety solutions. 


Marty Conroy is a former Director at the Division of Acute and Primary Care Services with the State of New York. He was responsible for regulatory oversight for all of New York State’s hospitals and diagnostic and treatment centers. He worked with public advocates and hospital associations to craft and implement New York’s regulations governing the provision of language access to limited English speakers. He’s now Senior Manager for Public Sector Programs for Language Line Services. 


Sandra Sanchez is the Director of Multicultural Affairs at Grady Health System in Atlanta, Georgia. Her background in management combined with her experience in the medical interpreting field and with cultural competency issues has helped her lead programs directed to promote equal access to healthcare for diverse populations. 


Louis Provenzano is President and Chief Operating Officer of Language Line Services. Louis has cemented the company’s leadership position as a global language services provider and has doubled the workforce of Language Line services interpreters. He conceptualized and funded the first Global Advisory Council to harness the collective wisdom of key thought leaders and stakeholders and has been an instrumental catalyst in the nation’s advancement toward higher industry standards through medical certification. 


And lastly, Izabel Arocha is the President of the International Medical Interpreters Association, the oldest and largest professional association of medical interpreters worldwide. She advocates for collaboration toward medical interpreting certification as a means to insure patients have qualified language services for safe communication with their providers. 


Thank you all for being here. 


To get us started, I’d like to go around the table, so to speak, and ask each of you to describe in simple terms what patient safety means to you and your organization or the work you do in the field. 


Linda, let me begin with you. 

Linda Joyce:
Thank you, Christine. 


There is a phrase in medicine: Do no harm. And to me, patient safety is simply that: try to heal and do no harm. 


The official definition from the Institute of Medicine is freedom from accidental injury due to medical errors. And it goes without saying that a person should expect to have a safe, comfortable, healthy environment when they go for healthcare services. 


Unfortunately, as we will see in our discussion today, that’s not always the case. Thousands of preventable deaths occur yearly in the healthcare system due to medical errors and communication problems, as you said, are at the heart of these errors. 


Last year, the Joint Commission analyzed over a thousand adverse event reports from six hospitals and they found that limited-English proficiency patients suffered more adverse events and suffered more severe repercussions from these errors than English-speaking patients. 


One example: the rate of adverse events involving severe harm to death is twice as high for limited-English patients as it is for English-speaking patients. This is why I think the definition of patient safety has to be expanded to include these concepts so that all patients coming from any culture and speaking any language are covered under patient safety programs and policies. 

Christine Barney:

Thank you, Linda. Dr. Angood from the Joint Commission. 

Peter Angood:
In my life prior to joining the Joint Commission, I actually spent 25 years as a trauma surgeon and practicing critical care medicine. In that discipline, I commonly came across numerous situations where the communications were unclear and also generated safety issues for those patients in their environments. The Joint Commission’s basic mission is improve the quality and patient safety in healthcare, period. 


As the Inaugural Patient Safety Officer, it’s just been very gratifying to be able to harness the resources within the Joint Commission and to learn better how the Joint Commission interfaces with innumerable organizations, not only across the United States, but also around the world as we all try to improve our efforts with patient safety and improving the quality that we all deserve. 

Christine Barney:

Wonderful. Marty. 

Martin Conroy:
Well, thank you, Christine. I before I came on line with Language Line Services, I was with the New York State Department of Health. And the New York State Department of Health has probably the largest adverse event-reporting system in the country. It’s called NYPORTS, the New York Patient Occurrence and Report Tracking System. 


And I see patient safety as a way to ensure high-quality medical care and I think the foundation of reaching that high-quality medical care in patient safety is through excellent communication. We have to have communication between all caregivers in all settings and especially with the patients and/or their families. 

Christine Barney:

From Grady Health System, Sandra Sanchez. 

Sandra Sanchez:
 Patient safety is an organizational effort to protect patients from accidental injury or medical errors, but to accomplish this, to have a patient-safe    environment, there should be an operational commitment at all levels of the organization. 


And it is important to consider language and, of course, cultural backgrounds. For example, if a patient does not speak English well and that patient’s given instructions in English on the treatment, the medicines, the follow-up, is it our expectation that the patient understands and complies with that or that someone at home will be able to explain that? 


So, I also think that patient safety is a matter of trust and it’s also our ability to identify and include language and culture as priority areas. We want to know if patients trust their healthcare organization and their healthcare provider to tell them about their beliefs, their concerns, if they’re able to tell that they’re not understanding. And, of course, if they’re able to tell if they use alternative practices. 

Christine Barney:
Wonderful. Thank you, Sandra. Next is Louis Provenzano, President/COO of Language Line Services. 

Louis Provenzano:
Christine, thank you very much and I am delighted to be here and honored to be with the very distinguished paneled guests that we have speaking on this very important issue. 


Patient safety speaks to the – sort of the overarching medical principle of “Do no harm,” as Linda mentioned. And very often the difference between life and death is being understood. 


Language Line Services’ role in this mission is to make sure that these miscommunications between the healthcare providers and the limited-English proficient patients do not exist. And we’re in a situation now where every 19 seconds there is another immigrant that comes into the United States. And if you look at the number of people in the United States that speak another language, it is a very significant amount of preparation that the hospitals have to be prepared for. 


Patient safety, in essence, is making sure that you can get a qualified interpreter in the languages that are required and most of the urban hospitals have to be prepared and are not necessarily cognizant of exactly which type of patient is going to come in and they may be serving 40 to 60 languages in any given day. 


So, patient safety from a language services perspective is all about making sure that you have qualified interpreters and removing that ability to cause anything that could go wrong in the interpretation. 

Christine Barney:

And now remarks from the International Medical Interpreters Association President, Izabel Arocha. 

Izabel Arocha:
Hi, thank you for having me on this panel. I think from the perspective of medical interpreters, patient safety really means safe cross-cultural communication where nothing is missed, but even more importantly that everything is understood. And that includes, as well, the concepts that are foreign to either the provider or the patient due to differences in culture. Those can also have an impact on patient compliance and, eventually, on health outcomes.  


As integral members of the healthcare team, medical interpreters are now doing more to ensure patient safety. In my role as educator at Cambridge Health Alliance, I do a lot of trainings for interpreters on the Joint Commission’s patient safety goals and I’ve seen a greater awareness from medical interpreters on really working together with all healthcare workers to ensure patient safety, anything from issues of prevention of fall and infection are clearly meant for all, not just, you know, relying solely as a responsibility of the provider. 


So, patient safety is now something that all healthcare workers are concerned about. And certainly the issues of communication are at the core of our work as interpreters and that includes, being certain that they are being understood and that others are understanding their healthcare needs. 


So, I think also in terms of the interpreter’s role as a patient advocate, when it’s appropriate played out, it can really help ensure patient safety. 

Christine Barney:
 As Izabel mentioned, the Joint Commission recently published its 2009 National Patient Safety Goals. Dr. Angood, I was wondering if you could review some of these goals and discuss how consideration of language and culture play the role in achieving these goals. 

Peter Angood:
The Joint Commission has its legacy within setting of standards and the accreditation processes not only now within the United States, but globally. 


The organization has been following the so-called (Inaudible) database for quite some time and during that recognized that communication from the very beginning has been an issue as it relates to the causes and problems within these sentinel events. 


That then led into the development of our National Patient Safety Goals Program and within that program we have made the involvement and engagement of patients as part of their care processes a high priority. And as each new version of the patient safety goals comes out, we overlay into them now a component of education, a component of participation and an ongoing evaluation and assessment strategy. 


All of these efforts are designed and meant to help organizations with their systems and processes move closer and closer to better communication; not just providers to patients, but within the healthcare system itself as well because that’s such a critically important part of everything that we do inside of healthcare. 


The current 2009 upcoming patient safety goals continue to follow what I just described and our number one and number two goals—patient identification and communication—are the higher priority ones. 


Each of the goals that are in place, again, have these issues of education and then evaluation and monitoring of the practices. I think that an important couple of new requirements, especially within goal 13, are very specific directions that organizations need to educate patients regarding all the various infections consult practices in an organization as well, we also have a requirement that organizations need to educate the surgical patients on the practices in place to avoid complications with surgery. 


Those are just two examples, but throughout the Patient Safety Goals Program, there’s this recurring priority of patient involvement and patient communication. 

Christine Barney:

 The next topic which I’d like to address to Izabel. What are some of the best   practice guidelines for language access programs that patients can expect in hospitals and other healthcare settings? 

Izabel Arocha:
Well, first I want to mention that the IMIA has a yearly conference where a lot of the best practices, the latest practices from all around the country and even from abroad are shared and I think that is very helpful. And we’re seeing increased collaboration between organizations and hospital systems to improve language access. 


But I’ll just touch on a few models that I think are better for our patients and I think, first of all, a patient-centered operational model access for language access. And what I mean by that is that we’re moving from patchy service delivery models that only address certain languages and certain times to really having more robust services that addressed all patient needs. 


And regardless of the language they speak, the site that they’re on and also the time of the day so that a patient at 2:00 a.m. at a particular site will have the same access as another patient in another language in that same healthcare system. So, that’s one very important best practice. 


Another trend that I’m seeing is proactive models that are replacing reactive models so that interpreters aren’t not only going to providers that request the service, but to the patients that require it. So, some hospitals are really doing a lot of work in trying to, assess what the needs are and then meet those needs instead of relying on requests to come in. So, documentation of patient language needs is incredibly important. 


Recruitment, hiring and testing of medical interpreters is crucial. A language program is only as good as the qualifications of those providing those services. I believe national certification is greatly needed in this area to give a single standard of quality to ensure that those that are relying on interpretation services are getting qualified services. Our patients have a right to full language access and not, you know, a fuzzy one, if you will. 


And another best practice I’m seeing happen more and more is third party testing and training so that those that are providing the services are really coming into the organizations that are prepared to provide those services. 


And translation is really important and oftentimes gets overlooked and written communication is as important as spoken communication to the patients that we service. 

Christine Barney:
Well, why don’t we get the hospital perspective on the best practices that you’ve outlined. Sandra, would you like to comment on how - has patient safety in our hospitals improved in recent years or are our hospitals plagued by some of the same issues? 

Sandra Sanchez:
As Linda mentioned, there was a study last year, Language Proficiency and Adverse Events in U.S. Hospitals: A Pilot Study that was done by the Joint Commission. And it illustrated how limited-English proficient patients suffer more adverse events and worse consequences compared to the English-speaking patients. 


So, as long as organizations do not address issues of language and culture appropriately, we will still see patient safety negatively affected. 

Martin Conroy:
Christine, this is Marty. Could I just answer that as well? 

Christine Barney:

Sure. 

Martin Conroy:
I think since the Institute of Medicines’ report To Err Is Human came out, I think a lot of progress has been made towards patients’ safety. A lot of organizations—the Joint Commission, the federal government, individual states and hospital systems—have really stepped up to the plate and really have done a lot to improve patient safety, but we’ve still got a long way to go. 


As Peter had mentioned, the main source of sentinel events for the Joint Commission’s reporting system has been communication. As we improve communication, we will also improve patient safety. 


{Crosstalk}

Louis Provenzano: I just wanted to actually add to Marty’s comments and the comments that Sandra made. getting back to what I had originally mentioned in terms of the various different hospitals in an urban setting, you know, they’re going to have to treat patients that speak in 40 to 60 to 70 different languages. So, it’s almost impossible to staff internally to meet those interpreting needs. 


And so, while some hospitals have certainly made a tremendous amount of progress and certainly with the ubiquitous telephone technology, had a major impact on improving communications for limited-speaker - English-proficient speakers, patients and their healthcare providers. 


And certainly, at Language Line Services, we’re trying to make sure that these tools are available. 


But, with that being said, to Marty’s point, there is still a tremendous amount of work. There is no certification in the United States and for a profession as important as this, it’s quite amazing. 


And then when you look at some of the hospitals that are providing professional interpreters, you will see equally as many, if not more, that rely on family members or even janitorial staff. 


So, I think that when we look at patient safety in the hospitals in the United States or, for that matter, around the world, while there has been a substantial amount of progress, we have a significant amount of work to do.  

Linda Joyce:
This is Linda. I also wanted to add that in the HealthGrades Patient Safety Study that comes out every year, they did notice that there was a gap between the top- and the bottom-performing hospitals and it showed that the best-performing hospitals could really address patient safety and language and culture in a very good way, but that the least-performing hospitals it was a big, big difference. 

Christine Barney:
So, if we were to ask what would be the one change that hospitals could do that would have the biggest impact, that sounds to me like I’m hearing everyone saying more communication coupled with advances in technology? 

Sandra Sanchez:
Yeah, definitely it’s more communication. We have to also ensure that our limited-English proficient patients use professional qualified interpreters who have undergone training and have proven interpreting skills.  

Izabel Arocha:
This is Izabel Arocha and just speaking about what still plagues hospitals in trying to meet the needs of their linguistically diverse patients, certainly they are capped by certain administrative budgets and very, very low reimbursement levels from Medicaid in certain states. 

Peter Angood:
When you look at the literature in terms of some of the barriers for improving patient safety, then this issue of resources is very prominent. 


But as prominent, and perhaps as important or more important, is making sure that the leadership within any organization is aware and committed to improving organizations within an organization’s day-to-day functions. 


Those organizations that function as high-reliability organizations, so-called, those are the ones that really have good communications going down all the way through their systems and that gets right to the patient’s bedside. 

Christine Barney:
 I’d like to back up a little bit to what Sandra was saying earlier about the interpreters themselves and ask Louis to comment about the training, the role that interpreters play in ensuring language access and why that link is so important to ensuring patient safety. 

Louis Provenzano: Certainly, Christine. If you look at Language Lines’ services, we created the industry for over-the-phone interpretation 26 years ago. So, we have put in various different programs for our medical interpreters to make sure that they have the experience before they start taking calls. 


And they have to have the ability of doing those interpretations in more than 170 languages. As of close of business last night, we’re servicing 176 languages in the United States alone.  


So, each interpreter has completed, on average, more than 500 hours of interpretation in the healthcare settings. They must communicate vital, technical and personal information between a physician and a non-English-speaking patient and they have to get it right 100% of the time. 


In the case of a missed word, that often is highly problematic. So, there has to be a standard, there has to be training, there has to be a professionalism in terms of the ability to offer the ongoing continuity of new vocabulary. 


For example, our interpreters didn’t have to deal with something like weapons of mass destruction six years ago, and the world is changing and the demographics are changing. 


With the work that Language Line Services has been doing, with Language Line University we have provided training and certification in 22 languages in partnership with IMIA and all the different events that our interpreters, whether they be at the association or they work for the worldwide force of Language Line Services, they need to demand that there be a national and a global certification standard. 

Christine Barney:
 Let’s talk a little bit about the question raised earlier about the costs. The costs for language access programs, how these costs compare with other risk managements costs such as the lawsuits that I mentioned earlier or malpractice or bad patient outcomes? 

Louis Provenzano: In emergency situations, the seconds can mean the difference between life and death. And it only takes seconds to access an interpreter by phone. 


So, studies that Language Line has done and others have done show that language barriers also inhibit preventative treatment and care and the cost of that sad reality is something that we will all bear. 


So, when it comes to the fact that there is no language access, when it comes to the fact that a lack of a trained interpreter, professional standards, knowing the ability to go from one language to the next in seconds, these have—tragically, as you’ve pointed out, Christine—cost a number of the hospitals and a number of the unfortunate incidents in the millions of dollars and it really needs to be recognized. 


And if you are able to communicate in language, you will reduce those risks. 

Christine Barney:
 I wanted to ask Linda, let’s talk a little bit about laws associated with patient safety in providing language access. And what more could be done legislatively to protect limited-English proficient patients? 

Linda Joyce:
Well, Marty mentioned that the Institute of Medicine’s 1990 report on patient safety kind of shocked the nation. It showed that medical errors were a leading cause of death in the U.S. and, unfortunately, it continues to be the case. There were almost a quarter-million preventable deaths from 2004 to 2006. 


And the response to that report, the Federal Patient Safety and Quality Improvement Act was passed in 2005, but the problem with that one was is that reporting is voluntary. 


As Marty mentioned, in New York it’s mandatory and another 20 or so states also have mandatory error reporting, so that helps. 


But for language access, which I’m more familiar with, there is, of course, the Title VI of the Civil Rights Act of 1964, one of the most all-encompassing pieces of civil rights legislation in U.S. history and Title VI prohibits discrimination based on race, color or national origin for any programs receiving federal financial assistance. 


And failure to provide this meaningful access to programs and benefits or services due to a person’s limited English proficiency is considered discrimination based on national origin. 


So, that was a monumental act that came out of the titanic battle through the Civil Rights Movement. But it took until the year 2000 and the motor force of a big wave of immigration for then President Bill Clinton to sign an Executive Order to facilitate compliance and regulated and required federal agency to craft regulations and guidances to implement Title VI. 


Out of that came the Department of Justice guidelines in 2002. And, of course, I wanted to mention the Americans with Disabilities Act of 1990 which covers those who are deaf and hard of hearing, because when we’re talking about access, we’re also talking about access for the deaf and hard of hearing. 


And one thing that’s really been exciting, though, is that on the state level, California passed SB853 in 2003 and starting this January 1st in 2009, HMOs in California will be required to provide written and verbal language assistance to any member who needs it in whatever language and form it’s needed. 


So, this will be the first state in the country requiring health plans to provide comprehensive language assistance and in a state as large as California where it’s estimated that 40% or as many as 15 million people do not speak English at home, that’s a lot of languages. 


 But as far as what I would like to see in the future, I think Title VI, we need to actually follow it because we are not advancing on reducing healthcare disparities and, in some areas, we are actually going backwards. 


So, we need this legislation to be expanded and include everyone, not just those entities that receive federal funding, just like the Americans with Disabilities Act does. 

Christine Barney:
 Well said. Marty, would you like to talk a little bit about how hospitals can ensure they’re in compliance with these laws and your experiences in New York? 

Martin Conroy:
Sure. I think first hospitals should not just seek to be in compliance with the laws. They should seek a much higher level than that. The reason why those laws and those regulations are in place is to ensure high quality patient care. 


I think the way they get to that higher level and the way they get to get in compliance with the laws is to create a comprehensive and a robust language assistance program; they develop policies and procedures, they identify a language assistance coordinator and they identify all the types of language assistance that’s needed. 


There are situations when a face-to-face interpreter is needed. In other cases video interpreting service that is now available, especially for the deaf and hard of hearing is a very valuable resource for hospitals. 


They also have telephonic interpreting. Over-the-phone interpretation is a vital, vital link to success of any hospital program and compliance with the laws and there’s many other things that they can do. 


In New York, we implemented regulations which touched on a lot of these things, but what they focused on, really, was developing that comprehensive system, then taking someone, making them the language systems’ coordinator, having them report to somebody in the upper management of the hospitals. 


So, it’s not just an adjunct of the hospital operation; it’s a key component of the hospital’s policies and procedures. Then when they have that policy in place, they train their staff on the existence and the ability to reach out to language assistance needs on a timely basis, they put signage in key places in the hospital: the admissions, the emergency room, in the ICUs and some of the other areas where people need to know that they have access to language assistance. 


And I guess one of the key things is identifying the language needs of the patients upon their first encounter. 


So you have – the next time they come back you don’t have to start from scratch again. You know someone’s coming in, you know what their language needs are and you can plan ahead to have that telephonic interpreter or face-to-face interpreter or the video interpreting service in place ready for that encounter. 


In New York we strongly recommend it and I think it should be a national goal is to discourage the use of family members or friends from acting as interpreters on behalf of the patients. Too often the hospitals will go to a patient’s family or friend and said, “Can you act as an interpreter?” 


That should not be happening in the United States and especially they should not be using children. Children are put into difficult situations sometimes to act as interpreters and that just should not be allowed. 


Other things that they could do, of course, is take a look at their demographics and translate forms, significant forms into the various languages that – their populous languages, so not only will they have good language assistance services, but they’ll have access to good translated documents. 


And, I guess, lastly is conducting on an ongoing basis an assessment of their program and of their demographics. As their demographics change, we’re seeing an influx of a lot of refugee populations now. And each and every hospital should be doing a good job in assessing their demographics to see how those language needs have changed and then adjusting their program accordingly. 

Louis Provenzano:
Christine, this is Louis. Can I add to that? 

Louis Provenzano: I just wanted just to mention that I think that what we really absolutely need is to have a codification of our laws on a national basis. There are so many programs and legislation, as Linda and Marty have mentioned.


Mayor Bloomberg just signed Executive Order 120 in the City of New York which essentially is requiring all of the agencies to be compliant by next year in, I believe, it’s eight or nine languages. 


So, that’s definitely a great step in the right direction, but it really is going to take national leadership. The fact of the matter is at the end of the day there are a lot of states that are leading the way with making changes, but language diversity is a national issue and it does demand a national response. 

Christine Barney:
 Very well said. Since we’re just about out of time, I’d like to ask if there’s anyone else who would like to add in any other closing remarks? 

Izabel Arocha:
This is Izabel Arocha. I just wanted to mention The Office of Minority Health class standards; it’s the national standards on culturally- and linguistically- appropriate services. Standards four to seven are very specific about language access and these were put forth in 2001 and were incredibly helpful to healthcare organizations to give them direction on how to really address those needs.

Christine Barney:
 I would like to thank the panelists who have been with us today for their time and, of course, their valuable insight.


We’ve been talking about the risks, language and cultural barriers posed to patient safety and the best practice standards that are enabling healthcare providers to overcome those barriers. 


This conversation is part of an ongoing national dialogue looking at patient safety in any language. It you’d like a transcript of this cast or would like to view articles and research on patient safety and the progress being made to provide linguistically and culturally competent healthcare, please visit languageline.com/patientsafety. 


Thank you. 

THE END


