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ABSTRACT 

The population of Hispanic limited-English proficient (LEP) people in the U.S. is 

growing at a staggering rate. Soon a quarter of the population will be Hispanic, with many of 

them being LEP. High-quality patient-provider communication is vital to cost-effective 

healthcare that could improve patient health outcomes. There are not enough Spanish-speaking 

healthcare providers to serve this growing population. Diversifying the profession is one answer, 

but will take many years. Professional interpreter services have been proven helpful in reducing 

this language discordance, but they are grossly underused due to barriers such as availability, 

cost, and quality. These barriers disproportionally affect smaller health clinics, so they instead 

often rely on the use of bilingual staff members and a patient’s bilingual family members for 

interpretation. This practice diminishes the confidentiality of the visit and can lead to 

interpretation errors that can negatively impact health outcomes and increase healthcare cost. 

The possibility of applying formal medical interpreter training (MIT) to qualified bilingual staff 

members could be a solution to make high-quality interpretation services more readily available 

to the smaller healthcare clinic. An electronic survey was sent out to Nurse Practitioners through 

the Coalition of Arizona Nurses in Advance Practice listserv that explored their current 

interpretation use and their general knowledge and interest in applying MIT to their practice. Of 

the 29 surveyed, 24% of them spoke Spanish and only 7% “always” used interpretation services 

to provide care to LEP patients. Bilingual staff members and patients’ bilingual family members 

were often the preferred and most utilized method of interpretation, which seemingly was 

connected to its ready availability. Although almost all of the providers believed that MIT would 

improve the interpretive skills of their bilingual staff members, only 62% thought the training 
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would be applicable to their practice, with only 38% believing time and cost would be worth the 

benefit. Further research is needed to help determine if the cost of MIT implementation actually 

results in improved interpretation skills and if this benefits the practice and the LEP patient.  
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INTRODUCTION 

As the United States (U.S.) grows in cultural diversity, the number of Limited English 

Proficient (LEP) patients in the country is expected to increase with every coming year (Ryan, 

2013). Since patient-provider communication is foundational to the clinical encounter (Villani & 

Mortensen, 2014), it is vital that the healthcare community prepare to provide high-quality 

linguistic services to this population. Quality of the healthcare delivered depends highly on the 

patient’s ability to describe symptoms and concerns, the provider’s ability to understand them, 

and the provider’s ability to accurately describe diagnoses and course of treatment (Villani et al., 

2014). Healthy People 2020 recognizes the importance of high-quality communication, where 

special focus on healthcare providers having satisfactory communication skills is a main 

objective (Villani et al., 2014). Also, Title VI of the Civil Rights Act of 1964 demands that all 

healthcare facilities that receive government funding must provide LEP patients with 

“meaningful access” to their services (The United States Department of Justice, 2014). Failing to 

do so can be considered discriminatory and cause the facility to lose government funding (The 

United States Department of Justice, 2014).  

Language barriers have long been associated with poor health outcomes in the Hispanic 

population (Fernandez et al., 2011; Flores, 2005; Lion et al., 2013; Sudore, Landerfeld, Perez-

Stable, Bibbins-Domingo, Williams, & Schillinger, 2009). Hispanic LEP patients are at an 

increased risk to experience: lower rates of received preventative services, impaired access to 

medical care, and higher utilization of medical resources (Eamranond, Davis, Phillips, & Wee, 

2009; Flores, 2005; Sentell & Braun, 2012; Rodriguez, Bustamante, & Ang, 2009). One national 

study determined that children from homes where English isn’t the primary language have 
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impaired access to healthcare, including five times the odds of having unmet medical needs, 

triple the odds of being uninsured, double the odds of not having a usual healthcare provider, as 

well as increased likelihood to not have had a medical visit in the last year, and limited 

opportunities to getting medical advice over the phone (Flores & Tomany-Korman, 2008). 

Pippins, Alegria, and Haas (2007) conducted a similar national survey and determined that these 

same healthcare access issues applied to the adult Hispanic LEP population. Some assert that 

LEP’s poor health outcomes are mainly a result of their poor language skills, which causes them 

to misinterpret key components of the provider’s message during healthcare visits (Sentell et al., 

2012). Limited English proficiency, independent of health literacy, is mostly responsible for 

ineffective patient-provider communication (Sudore et al., 2009). This could be especially true in 

the primary care setting where adequate language resources, such as a language concordant 

provider or a certified language interpreter, may be inaccessible or of poorer quality (Hadziabdic, 

Heikkila, Albin, & Hjelm, 2011).  

Federal requirements to provide “meaningful access” for LEP patients and their strong 

recommendation to utilize professional interpreters in the healthcare setting are vague (The 

United States Department of Justice, 2014). Routine evaluation of the delivery and quality of 

these services are seemingly nonexistent. There is no exact definition of adequate linguistic care 

documented, and there is no mention of minimum requirements for the interpretive profession 

(The United States Department of Justice, 2014). The vague recommendation for utilizing 

medical interpreters when providing care to LEP patients and the commonly accepted use of ad 

hoc interpreters in the medical setting naturally generates questions regarding the quality of these 
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linguistic services. Could the common practice of using ad hoc interpreters be contributing to the 

poor health outcomes in the LEP population? 

In answer to these federal requirements and community needs, Tucson Medical Center 

(TMC) has created a formal Medical Interpreter Training (MIT) that is offered to all its bilingual 

hospital staff members. Recently, the training has been expanded to include TMC’s primary-care 

partner TMC1 with no other plans of including other offices (M. Frisbee, Personal 

communication, May 14, 2014). This implementation has been done without a needs assessment 

or with formal plans of evaluation (M. Frisbee, Personal communication, May 14, 2014). This 

project aims to assess Arizona primary provider’s needs and readiness to apply the MIT program 

to their practice. Results of this project can facilitate formal interpreter training for bilingual 

medical staff members in the state. This type of intervention could potentially minimize the 

patient-provider language barrier that exists by providing the high population of Spanish-

speaking LEP patients in primary care with high quality in-person interpretation (Bischoff & 

Hudelson, 2010). This paper will focus on health care provider’s opinion of the idea of formally 

training bilingual healthcare staff members for medical interpretation.  

Background 

Demographics 

It is estimated that there are currently more than 60.6 million people in the U.S. whose 

primary language at home is not English (Flores, 2014), with 41.8% of those self-reporting to 

speak English less than “very well” (Ryan, 2013). According to the U.S. Census Bureau, there 

are more than 300 languages, other than English, spoken in the U.S. with Spanish by far being 

the most common (Ryan, 2013). It was reported in 2011 that 37 million Spanish speakers resided 
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in the U.S., representing a growth of 25.9 million from 1980 to 2011, with Chinese speakers 

coming in second at a total of just under 3 million (Ryan, 2013). Of these 37 million Spanish 

speakers, 16.9% self-reported they spoke English “not well,” while 9% claimed to not speak any 

English at all (Ryan, 2013, p. 3). Since these statistics are a result of government-provided 

surveys, there is a strong possibility that these values fail to include the large population of 

Spanish-speaking unauthorized immigrants that are believed to reside in the country. One report 

estimates that over 11.1 million unauthorized immigrants were living in the U.S. in 2010, with 

approximately 58% of those being from Mexico alone (Passel & Cohn, 2011). Passel et al. 

(2011) estimate that 350,000 children were born in 2009 to at least one unauthorized citizen, 

representing nearly 8% of the total births in the U.S. that year. Undocumented Latinos in the 

U.S. are significantly more likely to lack insurance coverage, have no usual sources of care, and 

have limited access to medical advice (Rodriguez et al., 2009). It is assumed that the majority of 

these unauthorized immigrants are non-English proficient. Therefore, it is safe to infer that the 

LEP issue in the U.S. is much greater than the data suggest.  

Self-reported English language proficiency is not a true measure of language proficiency, 

but merely an indication of a patient’s preference. A Pew Hispanic Center Survey found that 

50% of Latinos in the U.S. considered themselves bilingual, and of these 75% were in fact able 

to read in both Spanish and English (Elder, Ayala, Parra-Medina, & Talavera, 2009). One study 

explored this discrepancy further by measuring the sensitivity and specificity of the U.S. Census 

English proficiency (Census-LEP) questions and compared them to a devised LEP measuring 

tool (Karliner, Napoles-Springer, Schillinger, Bibbins-Domingo, & Perez-Stable, 2008). This 

tool measures patient self-reported language proficiency and a patient’s language preference to 
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receive medical information and compares them to actual language ability (Karliner et al., 2008). 

The results concluded that there was a general gross underestimation of actual English language 

skills; however, the Census-LEP remains a reliable tool to use when determining if a patient 

requires language assistance (Karliner et al., 2008). The authors determined that the cut-off was 

speaking English less than “very well” and that any Hispanic patient that reports this level of 

English proficiency would benefit from language assistance (Karliner et al., 2008).  

Cost of Miscommunication 

Ineffective patient-provider communication yields both financial and ethical costs. The 

lack of language concordance between patient and provider presents barriers to effective 

interaction in the healthcare setting and can result in severe miscommunications that can 

negatively affect a patient’s health outcomes (Eskes, Salisbury, Johannsson, & Chene, 2013; 

Moreno & Morales, 2010; Sentell et al., 2012). Poor communication in the healthcare setting can 

lead to inaccurate and unreliable patient medical histories that require the provider to be more 

dependent on laboratory and diagnostic testing for medical diagnosis (Flores, 2014). Ordering 

redundant and/or unnecessary testing to diagnose patient results is a significant increase in 

healthcare costs (Flores, 2014; Sentell et al., 2012). Hospital costs for an LEP patient are nearly 

double the average at $17,905 vs. $9,076, and at triple the hospital length of stay (e.g., five-and-

a-half days vs. two days) (Flores, 2014). Ethical costs are also increased due to this population 

routinely being exposed to unnecessary procedures and testing that can be invasive, painful, and 

potentially dangerous to their health (Flores 2014). Despite this population’s costly over-use of 

medical resources, LEP patients still experience the worst health outcomes, which arguably 

could have been preventable in the first place (Eamranond et al., 2009; Flores et al., 2014 ; Lion 
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et al., 2013; Sentell et al., 2012). It is unknown and not mentioned in the literature how these 

financial and ethical costs affect patients in the primary-care clinic.  

Legal Implications 

In an attempt to improve healthcare quality for LEP patients, there has been the 

introduction of several federal legislations and mandates over the years. For one, Title VI of the 

Civil Rights Act of 1964, which was updated by President Bill Clinton in 2000, then later by 

President George W. Bush, considers the denial or delay of medical care due to language barriers 

to be discriminatory and demands that any facility that receives federal money (in the form of 

Medicaid or Medicare) to provide “meaningful access” for the LEP population to services 

(DeCola, 2011; The United States Department of Justice, 2014, para 2). Those that fail to comply 

must take reasonable steps towards providing “meaningful access,” which depends on: 1) 

proportion of LEP persons seen by the agency; 2) frequency of the contact with LEP patients; 3) 

importance of the service provided by the agency; and, 4) the available resources to the agency 

to provide adequate services (DeCola, 2011; The United States Department of Justice, 2014). 

Similarly, the U.S. Department of Health and Human Services Office of Minority Health (2014) 

has issued 15 national standards that guide healthcare providers in delivering Culturally and 

Linguistically Appropriate Services (CLAS) that ensure the delivery of high-quality healthcare to 

all LEP patients in an effort to improve patient safety, health outcomes, and eliminate healthcare 

disparities in this vulnerable population (U.S. Department of Health and Human Services, 2014). 

These reports all converge on the strong recommendation of using professional medical 

interpreters when providing healthcare to LEP patients, because they believe doing so ensures 
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high-quality communication between provider and patient, which leads to the safer delivery of 

healthcare (Moreno et al., 2010; Napoles et al., 2010;Raymond, 2014).  

Larger health institutions, like hospitals, have greater resources to make professional 

medical interpreters available (Napoles et al., 2010). Some are able to staff in-person 

interpreters, other use telephonic or video interpreters, while most utilize a mix of all types 

(Napoles et al., 2014). Smaller primary-care clinics usually lack the resources to provide similar 

language services (Napoles et al., 2010). Barriers for providing adequate interpretive services in 

the primary-care setting include financial burdens, location, and availability of trained 

individuals (Napoles et al., 2010). Since interpretive services are not directly reimbursable, 

smaller clinics can simply site financial barriers to providing adequate language services, which 

is enough to exempt them from legal requirements (Napoles, 2010). Facilities that serve a 

significant amount of LEP patients must carefully substantiate their lack of resources before 

citing this reason (DeCola, 2011). Each facility is responsible for complying with federal 

regulations and ensuring that their programs are non-discriminatory (DeCola, 2011). Usually, 

these violations are triggered by an event and a formal patient complaint, which then is 

proceeded by a formal investigation and a legal ruling (DeCola, 2011). If a facility is found 

guilty of failing to provide adequate services to LEP patients, they may have federal funds 

withheld until compliance is achieved (DeCola, 2011).  

Types of Interpreters 

According to the National Council on Interpreting in Health Care (NCIHC, n.d.), 

professional interpreters are trained individuals who are taught to provide interpretative services 

that are accurate, confidential, impartial, respectful, professional, and culturally appropriate. 
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There are several interpreter-certifying institutions, but certification by the NCIHC must follow 

specific standards (NCIHC, n.d.). All interpreter-training programs vary in training requirements 

and the amount of continuing education that is required for certification (NBCMI, 2012). Each 

healthcare facility hires medical interpreters at their own discretion and use varying models to 

provide linguistic services to LEP patients (M. Frisbee, Personal communication, January 18, 

2015). The literature often refers to professional in-person interpreters as being utilized in the 

hospital setting and rarely in the primary-care setting. The reason for this might be that primary-

care settings have fewer available resources to provide adequate linguistic care (Napoles et al., 

2010). The NCIHC (n.d.) has grown over the last few years from a small informal group to a 

large established organization that aims to improve the quality and access of interpretive services 

in healthcare. The main objective of this organization is to use interpretive services to increase 

healthcare access to all patients, regardless of their English-speaking ability (NCIHC, n.d.).  

Ad hoc interpreters are self-proclaimed bilingual, often bicultural, people that are 

available and willing to interpret in the healthcare setting. These individuals have not received 

formal interpretation training, nor have they had their language ability formally assessed 

(DeCola, 2011). Ad hoc interpreters can come in the form of family members that accompany 

the patient to healthcare appointments or bilingual facility staff members, such as medical 

assistants, nurses, front-desk personnel, and even non-clinical staff, such as those from 

environmental services. Family members that provide interpretation are oftentimes children or 

other members of the patient’s family, which further compromises the accuracy of the interpreted 

message (Napoles et al., 2010). Healthcare staff members that help with interpretation volunteer 

their linguistic services and are usually not compensated for this dual-role function. Ad hoc 
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interpreters are routinely used in all healthcare settings, especially in primary-care clinics that 

lack professional interpreters (DeCola, 2011). The routine use of ad hoc interpreters presents a 

significant healthcare quality issue since there is no oversight, no routine evaluation of their 

ability, and because a monolingual provider or patient is not capable of ensuring the accuracy of 

the interpretation (DeCola, 2011).  

Research Implications and Its Significance to Nursing Practice 

Interpretation quality assurance and the use of ad hoc interpreters when caring for LEP 

patients are interesting occurrences to research. Of particular interest are the rate and type of 

interpretation services used in the primary-care setting and how these services affect the patient-

provider relationships, and how this can be translated to achieve better clinical outcomes for the 

patients. Smaller community health clinics have distinct barriers to access professional 

interpretive services (Flores et al., 2012; Perez-Stable & Karliner, 2013). When compared to 

large healthcare centers, smaller primary-care clinics have stricter budgets, cannot usually afford 

to have a professional interpreter on staff, and oftentimes are geographically secluded, which 

makes accessibility to professional linguistic services more difficult (Flores et al., 2012; Perez-

Stable et al., 2013). In addition, although federally recommended, the costs of interpreter 

services are usually not directly reimbursable (Flores et al., 2012; Perez-Stable et al., 2013; U.S. 

Department of Health and Human Services of Minority Health, 2014). Some studies mention the 

usefulness of bilingual staff members in these situations, but fluency in two languages does not 

automatically qualify a person as being a high-quality language interpreter (Bischoff & 

Hudelson, 2010). The fluency problem usually arises when difficult medical terminology or 

complex medical conditions are introduced into conversation (Bischoff et al., 2010). Due to the 
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considerable size of the Spanish-speaking LEP population in Arizona and its geographical 

proximity to Mexico, this project will concentrate on Hispanic patients who speak Spanish and 

have low English proficiency.  

The importance of adequate patient-provider communication is indisputable. The 

continually growing population of Spanish-speaking LEP patients that are seeking medical care 

challenges healthcare professionals to provide adequate and effective communication services to 

this population. By adopting high-quality communication practices, all medical providers have 

the potential to improve the utilization of healthcare resources, reduce the overall cost of care, as 

well as potentially improve health outcomes for this particular vulnerable population (Bischoff et 

al., 2010). Nurse practitioners are central to this initiative as they become more prevalent in the 

primary-care setting. Improvement of safety and quality of the healthcare delivered to LEP 

patients in Arizona could potentially be achieved with the improvement of linguistic services that 

are provided to this population. The minimizing of language barriers in the primary care setting 

with the use of the MIT program falls in line with the outlined essentials of Doctoral Education 

for Advanced Nursing Practice (AACN, 2006). By exploring the applicability of the MIT 

program into the primary-care setting, this investigation will utilize evidence-based practice to 

improve the quality of healthcare services, encourage inter-professional collaboration for the 

improvement of patient outcomes and the nation’s health, and will potentially influence health 

policy, both locally and nationally, by setting a standard for minimum qualifications for medical 

interpreters (AACN, 2006).  
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Literature Review 

A literature review was conducted to explore the use of medical interpreters in the 

primary-care health setting and to determine if formal interpretive training of bilingual personnel 

is used and if using professional interpreters instead of ad hoc interpreters makes a difference in 

patient care. These expectations, along with the high volume of Spanish-speaking LEP patients, 

and the very likely increase of LEP patients in the primary-care setting leads to the following 

PICO question: (P) Do LEP patients (I) who receive interpretation services from trained 

bilingual staff members during a medical visit (C) when compared to utilization of ad hoc 

interpreters (O) experience higher quality healthcare services?  

Literature Search Strategies 

An extensive literature review was conducted to explore the subject of medical 

interpreters and any associated patient outcomes. Literature search engines such as PubMed, 

CINAHL, Web of Science, Google Scholar, and Health Business Elite were searched with varied 

keywords and search strategies on several different occasions. Keywords that were utilized in the 

PubMed database were “Hispanic Americans,” “outcome assessment (health care),” “treatment 

outcomes,” “health promotion,” “interpreter,” and “language.” Articles were not excluded due to 

language or year of publication. The focus was on finding literature that was related to the 

intended PICO. In PubMed almost 1,400 articles resulted. Abstracts of all the articles were 

scanned, and, of those, 52 articles were set aside for closer evaluation.  

Another search engine used was CINAHL. The keywords used were “language,” 

“interpreter,” “outcomes (health care),” “communication barriers,” and “interpreter services.” 

Nine articles resulted with these key words, and, of those, only two were kept for further 
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evaluation. Articles were set aside for further review if they directly addressed utilizing 

interpretative services in the medical setting and/or providing tools for measuring patient 

outcomes.  

The Journal of Health Business Elite was also searched, due to the financial implications 

interpretive services have on healthcare. Keywords used were “communication barriers,” 

“language,” and “health care cost.” Articles were not excluded due to publication date or 

language. Of the 12 articles that resulted, only one was kept for further appraisal.  

Web of Science was another search engine utilized to search for literature to answer the 

PICO of interest. Key topics entered into the system included: “language barriers,” “patient 

outcomes,” and “interpreters.” A total of 84 articles resulted, and after all abstracts were 

evaluated, only 15 articles were kept for further review.  

Another method used to search the literature was the review of main articles’ reference 

list. Google Scholar and Web of Science were mainly used to find articles that shared references, 

related to the main topic, or used the main article as a reference. In the end, there were several 

articles that were recurrent, and a short list of main researchers in this field of study was 

compiled. The chosen articles were mix method designs, which included both qualitative and 

quantitative measures. This mixing of research design was expected due to the complex nature of 

the topic. Most retained studies focused on Spanish-speaking LEP patients, but for this literature 

review, studies that included patients proficient in other languages were considered. In general, 

authors spoke of healthcare language barriers as all-encompassing and hardly ever attributed any 

discovered barriers to a specific language or culture. The review of the literature focused on 
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exploring barriers specifically found in the primary-care setting and looked to find suitable, cost-

effective, and high-quality alternatives to close the language gap.  

Common Definitions 

There are several overlapping occurrences and assumptions that are found in the literature 

when it concerns using interpreters to provide healthcare to LEP patients in the primary-care 

setting. Healthcare staff is used to describe any staff member that has medical training, such as 

physicians, nurses, and medical assistants. Non-clinical staff is any employee working at the 

healthcare facility who does not have any medical training, such as the front desk clerk or 

custodian. Ad hoc interpreters are described as any person used to facilitate communication 

between provider and the patient, such as bilingual family, strangers, or staff members, who have 

not received any formal interpreter training and have not had their language proficiency 

measured in any way (Napoles, 2010). The focus will be on how the quality of the interpretation 

affects patient understanding, satisfaction levels, and how this could potentially affect their 

health outcomes. The following sections mention the common themes in the literature and 

describe them in detail.  

Common Themes in the Literature 

Interpretive errors. Due to their lack of training, ad hoc interpreters are more likely to 

commit communication errors when compared to professionally trained interpreters. Flores et al. 

(2012) conducted a study to determine if the number of interpretation errors varied among 

professional interpreters, ad hoc interpreters, and no interpreters, and to determine if these 

differences had any potential clinical consequences. Using professional interpreters resulted in 

fewer errors with the least amount of errors that could potentially be clinically significant. Using 
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ad hoc or no interpreter during a LEP patient encounter doubled the odds of committing an error 

of clinical significance when compared to using a professional interpreter (Flores et al., 2012). 

Similarly, in a study by Elderkin-Thompson, Silver, and Waitzkin (2001) it was observed that 

using untrained bilingual staff members, especially in cases with multiple possible etiologies and 

complex health situations, resulted in many errors that lead to significant omissions in the 

medical chart. Despite these interpretive errors, a retrospective chart review determined that none 

of the patients received inappropriate healthcare and that their symptoms or complaints that were 

originally missed during the interview process were later uncovered during physical 

examinations, laboratory tests or procedures, follow-up visits, or referrals to specialists 

(Elderkin-Thompson et al., 2001). This supports the argument that the lack of proper patient-

provider communication contributes to the high cost of medical care and the inappropriate use of 

healthcare resources (Flores, 2014; Sentell et al., 2012).  

Professional interpreters improved clinical care. Using professional interpreters, when 

compared to ad hoc interpreters significantly improves clinical care, with a noticeable reduction 

of clinical errors and an increase in comprehension, general clinical outcomes, patient 

satisfaction, and utilization of services (Karliner, Jacobs, Chen, & Mutha, 2007). This 

improvement in clinical care for LEP patients when using interpreters was confirmed by a study 

by Jimenez et al. (2012). In this study, hospitalized LEP Latinas that received interpreter services 

were more likely to receive adequate pain treatment and reported having a better clinical 

interaction when it was related to pain (Jimenez et al., 2012). In another retrospective cohort 

study, it was determined that interpreter use increased preventative screening, medication 

prescription filling, and received more immunizations (Jacobs et al., 2001). Similarly, it is cited 
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that patients who used high-quality interpretation services received significantly more 

preventative service recommendations, made more medical office visits, and had more 

prescriptions written and filled, overall making these LEP patients more compliant and more 

likely to have better health outcomes (Flores et al., 2012). 

Professional interpreters are underused. Most medical providers can agree that 

professional interpreters provide much-needed linguistically-appropriate service when caring for 

an LEP patient; yet professional interpreters are generally underutilized by the medical 

community (Bischoff et al., 2012; Kale & Syed, 2010; Schenker, Perez-Stable, Nickleach, & 

Karliner, 2013). One study found that professional interpreters were only used 5% to 39% of the 

time because untrained bilingual staff members were preferred, although 91.2% of surveyed 

participants acknowledged that these individuals lacked any form of interpretive training and that 

they provided inferior services when compared to those provided by professional interpreters 

(Bischoff et al., 2010). The use of these ad hoc interpreters were assumed to be preferred because 

they were immediately available, low-cost due to their dual-role function, and it was considered 

“good enough” (Bischoff et al., 2010, p. 18). This widespread acceptance and usage of ad hoc 

interpreters is worrisome and not the best way to comply with federal regulations set forth by the 

U.S. Department of Health and Human Services (2013). By definition these ad hoc interpreters 

lack formal training or testing that measures their interpreting capabilities; therefore the risk of 

them providing erroneous information is high (Bischoff et al., 2010; Flores et al., 2012). When 

healthcare providers choose to use ad hoc interpreters, they negotiate a lower-quality 

communication service, which violates federal regulations while risking the health of their 

patients (Bischoff et al., 2010; Flores et al., 2012). 
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Barriers of interpretation use. The high cost of professional interpreters and the lack of 

financial reimbursement from insurance companies deter providers from utilizing trained 

interpreters in the medical setting (Flores et al., 2012). Federal mandates require that 

linguistically-appropriate services are provided to LEP patients, but medical providers are 

generally unable to bill and be reimbursed for utilizing professional interpreters in their practice 

(Ku & Flores, 2005). Jacobs, Sadowski, and Rathouz (2007) insist that the overall cost of 

providing professional interpretation services is well worth the cost and result in a net overall 

savings. In contrast, a study designed solely to measure the cost-saving effects of an enhanced 

interpreter service intervention on the hospitalized LEP patient found no significant impact 

associated with cost (Jacobs et al., 2007). Cost in this study was reduced from $234 per patient 

by $94 but was not found to be statistically significant (Jacobs et al., 2007). However, this same 

study determined that Spanish-speaking attending physicians significantly increased patient 

satisfaction, improved overall hospital experience, and decreased emergency room visits (Jacobs 

et al., 2007). The literature does not clearly state that professional medical interpreters are too 

expensive, but they generally agree that the upfront, mostly non-reimbursable cost affects access 

to trained interpreters, therefore limiting their use.  

There are several other barriers to using interpreters in the healthcare setting. Most are 

provider driven and have to do with their mistrust of the interpreted information or the 

interpreter’s qualifications, lack of time since using an interpreter has been proven to result in a 

longer appointment, lack of knowledge on how to properly engage in an interpreter-facilitated 

conversation, availability, and the general idea that ad hoc interpreters are sufficient (Fatahi, 

Hellstrom, Skott, & Mattsson, 2008; Hadziabdic et al., 2011; Kale et al., 2010). In several 
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studies, it was determined that providers benefited from attending a training that taught them to 

properly work with interpreters (Fatahi et al., 2008; Marion, Hilderbrandt, Davis, Marin & 

Crandall, 2008; Michalec, Maiden, Ortiz, Bell, & Ehrenthal, 2014; Perez-Stable et al., 2013). 

The results were an overwhelming satisfaction with the training in which providers felt more 

confident and motivated to engage in interpreter-facilitated communications (Fatahi et al., 2008; 

Marion et al., 2008; Perez-Stable et al., 2013). In one study, increase consultation time due to 

interpreter use was the biggest barrier to using an interpreter (Hsieh, 2015). However, Grover, 

Deakyne, Bajaj, and Roosevelt (2012) concluded that in-person interpretation significantly 

increased emergency room throughput because it was faster and more efficient when compared 

to other interpretation methods.  

Language concordant care. Patients that are LEP prefer seeking health care from 

medical providers that speak the same language (Castro & Ruiz, 2009; Eskes et al., 2013). Not 

only is there a marked increase in patient satisfaction with language concordance, but patients 

also display improved clinical outcomes (Eskes et al., 2013; Karliner et al., 2007). Sharing the 

same language allowed patients to have a better understanding of their condition, self-reported 

better communication with their provider, and in one study 97% of LEP participants indicated 

being more satisfied when their provider spoke Spanish like them (Eskes et al., 2013). Since 

language concordance is not always possible, the use of professional medical interpreters should 

be used to ensure high-quality provider-patient communication (Eskes et al., 2013). Several 

studies have measured the impact of professional interpreter’s effect on patient’s health 

outcomes and patient satisfaction (Flores, 2005; Flores et al., 2012; Jacobs et al., 2007; Moreno 

et al., 2010; Napoles et al., 2010). Results of patient satisfaction scores and health outcomes are 
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favorable when using a professional interpreter; therefore the use of professional interpreters is a 

suitable option when language disconcordance arises (Flores, 2005, Flores et al., 2012, Jacobs et 

al., 2007; Karliner et al., 2007).  

Confianza (trust or confidence) in the health care provider was found to be a major 

determinate in health-seeking behavior in the Hispanic population (Larkey et al., 2001). Perhaps 

this could explain why Spanish-speaking patients are more satisfied with a language concordant 

provider (Castro et al., 2009; Jacobs et al., 2007) and why a large proportion of Hispanics in the 

U.S. seek care from nonwhite healthcare providers (Marrast et al., 2014). Although, we know 

that patient-provider language concordance increases patient’s healthcare satisfaction (Castro et 

al., 2009; Eskes et al., 2013; Jacobs et al., 2007), it is not always feasible. Increasing language 

and cultural concordance between patients and providers is something that can be achieved with 

the diversification of the healthcare field, which will take many years, much slower than the rate 

of diversification of the general population (Marrast et al., 2014). Though it is impossible for 

provider’s language ability and cultural competencies to satisfy all of their patient’s needs and 

preferences, studies by Raymond (2014) and Wall, Tucker, Roncoroni, Allan, and Nguyen 

(2013) recommend the use of bilingual and bicultural staff members to serve as interpreters 

because they have been found to have positive effects on patient satisfaction scores and have 

been found to be preferred, being used by providers 43% to 86%, even when professional 

interpreter methods are available (Bischoff et al., 2010).  

Closing the language gap. It is acknowledged that bilingual staff members would be 

highly receptive to formal interpretive training that could help improve the access and quality of 

interpretation services in the primary-care clinic (Bischoff et al., 2010; Raymond, 2014). 
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Larrison et al. (2010) recognize that ad hoc interpreters were able to fulfill high levels of service 

satisfaction to LEP patients in the clinic setting. Similarly, Raymond (2014) found that bilingual 

staff members conducted a more dyadic interaction with clients, which conveyed them more as a 

health consultant not just as a language assistant. The continuous relationship that these in-office 

interpreters offer encouraged the patient to ask more questions, making them more 

knowledgeable and confident, which provided a comforting interaction in an otherwise isolating 

environment (Raymond, 2014).  

On the other hand, this same continued patient-staff interaction has been a source of 

increased workload and stress on the bilingual staff member (Raymond, 2014). This is due to the 

fact that interpretation requirements are usually combined with their everyday workload, in 

addition to patients continually seeking them out when they have questions, concerns, or simply 

just want to talk (Raymond, 2014). Bilingual staff members often chose to limit their 

relationships with patients for this very reason, because they often felt overused, put down, or 

taken advantage of (Raymond, 2014). Larrison et al. (2010) also found that nurses that serve in 

this dual-role felt increased work pressure. In recognition of this increase workload, Larrison 

(2010) recommends offering these dual-role interpreters monetary compensation for their 

linguistic services (Larrison et al., 2010).  

Lastly, Larrison et al. (2010) suggest that bilingual staff members that have prior medical 

training, such as a nurse or medical assistant, have the potential to provide higher quality 

interpretation services when compared to trained medical interpreters because professional 

interpreters simply interpret word for word in a triadic relationship and lack the medical 

knowledge to decipher potentially important information. Bilingual nurses, on the other hand, 
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have more of an understanding where the provider’s questions are heading and can assist the 

physician in asking the right questions that lead to the appropriate diagnosis (Larrison, 2010). 

This, according to Raymond (2014), can both prove to be hurtful and beneficial, because it gives 

the nurse the power to control the conversation and potentially sway the dialogue according to 

their beliefs. 

Gaps in the Knowledge 

The solution to provide the growing number of LEP patients with adequate language 

assistance in the primary-care setting seems to be the use of bilingual staff members. It is the 

assumption that these ad hoc interpreters can provide language assistance that is more 

convenient, more cost-effective, and of reasonable quality (Bischoff et al, 2010). Larrison et al. 

(2010) agree with this suggestion but feel that these bilingual staff members should undergo 

additional interpretation training to become more skillful and more capable of providing high-

quality language assistance. Few studies mention a standardized measure of language proficiency 

levels in this population. Only one study recommends a specific curriculum that could be used to 

train bilingual staff members to become adequate interpreters in the healthcare setting (Avalos, 

Pennington, & Osterberg, 2013). VanderWielen et al. (2014) suggests a general interpretive 

improvement project that includes formal training and certification in medical interpretation. 

Creating a standardized curriculum that focuses on training bilingual staff members to become 

medical interpreters can be a cost effective and efficient manner to solve the need for language 

assistance for the growing population of LEP patients.  

Avalos et al. (2013) developed a medical interpreter education program for their 

hospital’s volunteer medical interpreters. Participants were taught medical terminology and the 
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training encompassed the major tenants of interpretation science (Avalos et al., 2013). Pre-test 

and post-test data of actual and perceived interpretation skill was collected. All participants 

expressed an increase in self-rated ability, their skills improved significantly both in written and 

oral skills, and all of them expressed clearly understanding their role as an interpreter (Avalos et 

al., 2013). Further research is needed in providing clinics with a standard measure for language 

proficiency, as well as an educational curriculum that can be used to improve their medical 

interpretation skills. By strategically using these bilingual staff members, primary-care clinics 

can offer high-quality language services for all their LEP patients. This practice could lead to 

higher-quality healthcare, which has the potential to yield better clinical outcomes as well as 

improve patient satisfaction by fostering a closer patient-provider relationship (Ku et al., 2005; 

VanderWielen et al., 2014; Wilson, 2013).  

Another option for language services for the primary-care clinic has been the use of 

telephonic medical interpreters. There were no studies found reviewing the successful use of 

telephone interpreters in the primary-care setting. One study compared the efficacy of in-person 

medical interpreters, telephonic professional interpreters, and verified bilingual physicians, as 

well as the satisfaction rate of each of these services in the pediatric emergency room patient 

(Crossman et al., 2010). The use of bilingual physicians resulted in the highest understanding 

and satisfaction scores, with in-person and telephonic interpreters measured to be inferior. When 

compared to each other, telephonic interpreters were concluded to be preferred over in-person 

interpreters for reasons that are not completely understood (Crossman et al., 2010). Further 

exploration of using telephonic interpreters in the primary-care setting is warranted due to its 
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potential to be more cost-effective than having a professional interpreter on staff and the fact that 

it could be accessed only when needed. 

Summary 

With the growing number of Spanish-speaking LEP patients in the healthcare setting, 

providers will continue to struggle to provide adequate language assistance to this population. 

Many primary-care clinics, due to their limited resources, find it difficult to provide professional 

medical interpretation services to their LEP patient population (Larrison et al., 2010). This 

literature review suggests that bilingual staff members could possibly be the solution to the 

growing LEP issue (Larrison et al., 2010). Their ability to speak two languages and their 

willingness to interpret makes them a possible solution to the language gap that exists in the 

primary-care setting. Although the literature clearly explains that these bilingual staff members 

who provide interpretation services are inferior when compared to professional interpreters, they 

are still often utilized and sometimes even preferred (Bischoff et al., 2010; Larrison et al., 2010). 

The preference mostly stems from the staff members’ consistent availability, as well as their 

dual-role status offering clinics a cost-effective way to have a qualified in-person interpreter on 

staff (Bischoff et al., 2010; Larrison et al., 2010). Using high-quality communication strategies 

when caring for LEP patients, allow providers to deliver personalized, higher-quality healthcare, 

which can potentially lead to better patient health outcomes. Bicultural and bilingual staff 

members can help in this endeavor by bridging the cultural and language gap in healthcare 

setting by facilitating communication between LEP patients and providers (Bischoff et al., 2010).  
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Problem Statement 

The population of LEP patients that are seeking healthcare is growing at a staggering 

rate. The language barriers in this LEP population have long been associated with poor patient 

compliance, increased utilization of medical resources, and poor health outcomes (Fernandez et 

al., 2011; Flores, 2005; Lion et al., 2013; Sudore et al., 2009). Healthcare professionals are 

required both ethically and legally to provide every patient with the highest quality of care, 

which includes providing high-quality linguistic services to patients that require them (U.S. 

Department of Health, 2014). The use of professional medical interpreters has been the 

recommended method of providing language assistance to LEP patients, but there are many 

barriers to their use, with quality being one of them (Flores et al., 2012). The literature 

acknowledges that these bilingual staff members need to receive additional interpreter training to 

minimize their interpretation errors and to provide high-quality language services (Flores et al., 

2012; Larrison et al., 2010). Despite these recommendations, the literature fails to include a 

standardized measure of language proficiency in these bilingual staff members or offer a specific 

solution. Similarly, federal legislation strongly recommends a professional interpreter when 

providing healthcare to LEP patients, but are vague in the requirements and leave much of the 

law’s interpretation up to the individual healthcare facility (DeCola, 2011; The United States 

Department of Justice, 2014).  

Primary-care offices in particular have a difficult time accessing professional interpretive 

services due to their limited resources (Napoles et al., 2010). As a compromise, the practice of 

utilizing bilingual staff members for interpretation has conventionally been an accepted practice 

(Napoles et al., 2010). Although their skills are usually considered to be inferior when compared 
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to professional interpreters, bilingual staff interpretation services are often used and at times even 

preferred (Larrison et al., 2010). The preference for these untrained interpreters is partly due to 

their consistent presence, their dual-role function that proves to be cost-effective and timely, and 

the general belief that their language skills are satisfactory (Bischoff et al., 2010). By continuing 

to use untrained staff for interpretation, medical providers knowingly negotiate a lower-quality 

communication method that exposes the vulnerable patient population of LEP Hispanics to an 

increase risk for communication errors that could possibly negatively impact their health.  

Definitions 

Ad hoc interpreter: any individual that claims to be bilingual and volunteer to interpret in 

the healthcare setting. This can include healthcare staff, facility employees (such as employees 

from environmental services), or family members (aunts, siblings, parents, children, or family 

friends).  

Bilingual: Refers to anyone that self-describes themselves as understanding and speaking 

two languages fluently. Being able to read and write fluently in both languages is not as 

important. 

Dual-role interpreter: Refers to a member of the healthcare team, such as a medical 

assistant or front desk clerk that also interprets for providers and patients when needed. This 

person usually volunteers and does not get additional compensated for interpreting. They are 

only paid for completing their original job description.  

Hispanic: The word Hispanic and Latino or Latina are used interchangeably. These words 

are used to describe a group of people who speak the Spanish language.  
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Limited English Proficient (LEP): Refers to a person who has a perceived limited English 

verbal ability, in either speaking or understanding the language. In this circumstance, a specific 

tool does not measure LEP. A patient’s language preference is the main requirement.  

Medical Provider: Refers to person that is involved in direct patient care during a medical 

visit. This person is an advance practicing medical provider such as a Medical Doctor (MD), 

Doctor of Osteopathy (DO), Midwife, Nurse Practitioner (NP of any specialty), or Physician 

Assistant (PA).  

Medical Staff: Refers to supporting staff member in a medical clinic. This does not 

include medical providers (as described above) instead it includes: License Practical Nurses 

(LPN), Registered Nurses (RN), Medical Assistants (MA), Certified Nursing Assistant (CAN), 

front desk staff, and anyone else who is employed by the organization and present in the clinic 

on a daily basis.  

Local Problem 

LEP is an issue that affects people from many nationalities who speak hundreds of 

different languages (Ryan, 2013). For the purpose of this study, Spanish-speaking LEP patients 

will be the focus. It is important to know that the Hispanic population is multifaceted and 

involves people from many countries. They are not racially related since their country of origin is 

distinct, but instead, they are ethnically bound by their shared ability to speak Spanish. The 

decision to focus on this particular population is due to a variety of reasons. For one, the 

Hispanic population is the largest minority group in the U.S. (U.S. Census Bureau, 2012). It is 

estimated to grow from 17.1% of the total U.S. population to an astounding 30% or 128 million 

people by the year 2050 (Gallo, Penedo, Espinosa de los Monteros, & Arguelles, 2009; U.S. 
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Census Bureau, 2012). Focusing on the largest minority population with the fastest growth rate 

for a healthcare intervention is logical and more likely to have an impact. Second, focusing on 

several languages in one study would be difficult and impractical. Next, the study is based in 

Arizona, which has a large population of Spanish-speaking residents, likely a result of the state’s 

close proximity to the U.S.-Mexico border. The Hispanic population in Arizona in 2010 was 

estimated at 29.6%, which is impressively high when the rest of the U.S. Hispanic population is 

approximately 17.1% (U.S. Census Bureau, 2015a; U.S Census Bureau, 2015b). The percentage 

of people in Arizona that speak a language other than English at home is 26.8 compare to 20.7% 

throughout the U.S. (U.S. Census Bureau, 2015a; U.S Census Bureau, 2015b). This large 

concentration of Spanish-speaking Hispanic patients makes Arizona ideal for a healthcare 

intervention aimed at improving the quality of Spanish language services in healthcare.  

Community’s Solution 

The University of Arizona (U of A) is one of the largest universities in Arizona and is 

located in Tucson, AZ. This university has secured national funding by the Department of Health 

and Human Services and has created a department called Arizona Hispanic Center of Excellence 

(AHCOE, 2014). The U of A has recognized the need to diversify the medical community in 

Tucson to improve the quality of healthcare delivered to the growing Hispanic population 

(AHCOE, 2014). This department created and maintains a variety of programs for children, 

college students, medical professionals, and community members. The programs aim to increase 

the number of Hispanic physicians, enhance health research for Hispanics in the U.S. Southwest, 

and foster cultural competency for healthcare services in Hispanic communities (AHCOE, 2014). 

Currently, non-white physicians disproportionally care for over 50% of the underserved 
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populations and more than 70% of Spanish-speaking patients in the U.S. (Marrast et al., 2014). 

This is believed to be a result of physicians’ choices of practice setting and patients’ choices in 

physician (Marrast et al., 2014). There has been little growth in the number of physicians that are 

black or Hispanic, relative to their total population size (Marrast et al., 2014). This study 

reinforces AHCOE’s effort, by arguing that creating a workforce of healthcare providers that is 

more representative of the current U.S. population will help decrease inequalities in health and 

reduce disparities in minorities’ health outcomes (Marrast et al., 2014).  

Bilingual Healthcare Staff 

The advantage of having a large Hispanic population in Arizona is the increased 

probability of having at least one Spanish-speaking healthcare staff member in the primary-care 

clinic. Although the level of language ability greatly varies, bilingualism in Arizona is common, 

and though formal training is not always required, most offices have found a way to provide 

some type of in-person interpretation service to their Spanish-speaking LEP patients. It is not 

uncommon for an office to be equipped with a self-proclaimed bilingual medical assistant or 

nurse or for the provider to have limited Spanish-speaking abilities. The existence of these 

bilingual and at times bicultural individuals onsite puts these clinics at a prime position to 

integrate focused medical interpretation training in their clinic (Napoles et al., 2010). In doing so 

these clinics will be adding affordable, convenient, and high-quality interpretation services that 

will directly benefit the patients in their practice (Raymond, 2014; Wall et al., 2013). 

Hospital-Based Solution 

Tucson Medical Center (TMC) is a 600-bed hospital that has been serving southern 

Arizona and the Tucson community for the past 70 years (Welcome to TMC HealthCare, n.d.). It 
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is a nonprofit community hospital, which means that the hospital is considered mostly charity 

and is exempt from state and local property taxes, as well as federal income taxes, as long as they 

comply with specific state and federal regulations (The Medicare Newsgroup, 2012). On 

average, it is believed to provide more care that is uncompensated when compared to for-profit 

hospitals (The Medicare Newsgroup, 2012). In response to local community needs, federal 

mandates, and CLAS requirements set forth by the U.S. Department of Health and Human 

Services Office of Minority Health (2014), TMC has a language department that provides on-site 

Spanish language interpretation services for the entire hospital. The department has one manager 

and four staff members (M. Frisbee, Personal communication, May 10, 2013). Each of these 

professional medical interpreters hold nationally recognized interpretation certificates that vary 

in required training, testing, and continuing education (M. Frisbee, Personal communication, 

May 10, 2013). Ideally, the interpretation department would be large enough to meet the 

demands of the hospital, but due to limited staff, the constant large population of LEP patients, 

and other barriers, the TMC interpreter department is unable to fully meet the hospital’s ongoing 

needs (M. Frisbee, Personal communication, May 10, 2013).  

Although the importance of in-person interpreters is recognized, TMC has a difficult time 

providing professional interpreters with full-time hours, which require the added cost of salary 

and health benefits, not because the hospital does not see their added value, but mostly because 

their services are not directly reimbursable by health insurance plans (M. Frisbee, Personal 

communication, May 10, 2013). In an attempt to keep up with the language assistance demands 

and the need to comply with federal regulations, TMC has developed a Medical Interpretation 

Training (MIT) that provides formal medical interpretation classes to qualified bilingual staff 
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members. By training existing bilingual staff members, TMC is increasing the quality and 

availability of in-hospital interpretation services, setting a minimum standard for medical 

interpretation, and making it widely available during the hospital’s business hours; including day 

and night shifts (M. Frisbee, Personal communication, May 10, 2013). TMC’s aims to improve 

the quality and availability of interpretation services and to practice safer high-quality 

communications with patients that will improve their hospital experience and lead to better 

health outcomes (M. Frisbee, Personal communication, May 10, 2013).  

Hospital department managers first identify participants for the MIT program. These 

individuals are self-proclaimed bilingual speakers from all hospital departments that are often 

called upon to interpret for LEP patients or families and medical staff, including nurses, doctors, 

pharmacists, nutritionists, and anyone else delivering health-related information (M. Frisbee, 

Personal communication, May 10, 2013). The list of potential MIT participants are compiled and 

given to the interpreter department and are approached over email by the manager. Individuals 

that agree are tested in their ability to interpret from English to Spanish and vice versa by one of 

TMC’s professional interpreters (M. Frisbee, Personal communication, May 10, 2013). The test 

is standardized, about 15 minutes long, and is designed to measure an individual’s fluency, 

vocabulary knowledge, short-term memory, and ability to supply a complete message in both 

English and Spanish (M. Frisbee, Personal communication, May 10, 2013). At the end of testing, 

the TMC interpreter uses test scores to qualify a person for the training (M. Frisbee, Personal 

communication, May 10, 2013). Those who meet minimum requirements are invited to attend 

the MIT class and scheduled at the earliest convenience.  
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The training consists of a four-day, eight-hour workshop that teaches medical Spanish 

vocabulary, history, and science of interpretation techniques, and it provides participants with 

many hours of practical experience (M. Frisbee, Personal communication, May 10, 2013). The 

class is held over a two-week period on Tuesdays and Thursdays. TMC’s interpreter department 

and a certified trainer administer the training from the National Council on Interpreting in Health 

Care (NCIHC). The course material and rubric was developed by the NCIHC Standards, 

Training, and Certification Committee, and was based on existing literature, consultation with 

expert committee members, feedback from staff interpreters and trainers, and finalized using 

survey feedback and focus group recommendations (M. Frisbee, Personal communication, May 

10, 2013). TMC has adapted this material and partnered with the University of Arizona and has 

developed a short focused medical interpretation class for bilingual TMC employees (M. Frisbee, 

Personal communication, May 10, 2013). To successfully pass the course and become a Spanish 

Language Assistant (SLA), a person must: fully participate in the four-day workshop, and 

successfully complete a verbal (similar to the pre-test) and written post-test with a minimum 

score of 80% (M. Frisbee, Personal communication, May 10, 2013). The written post-test is done 

on the last day of training and the in-person verbal test is scheduled any time following the 

training at the individual’s convenience (M. Frisbee, Personal communication, May 10, 2013). 

As recognition, SLAs are then presented with a badge identifier in a unit-based mini-ceremony, 

which serves three purposes: 1) It publically acknowledges the effort and ability of the newly 

named SLA; 2) it creates awareness of SLAs, what they do, and who they are; and 3) it 

reinforces hospital policy that mandates the use of qualified interpreters when caring for LEP 

patients (M. Frisbee, Personal communication, May 10, 2013).  
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The MIT program at TMC is fully funded by individual departments within the hospital. 

The course participants are paid education hours pending their manager’s approval and budget 

allowance, and the course materials and instructors are paid by the interpreter department (M. 

Frisbee, Personal communication, May 10, 2013). Hospital staff members that become SLAs are 

not financially compensated for their added knowledge or ability to interpret. The MIT class is 

widely publicized in the hospital, and the use of SLAs is encouraged by the addition of a new 

TMC patient-care procedure. SLAs are never required to interpret in addition to their job duties 

and are allowed to interpret at their own discretion (M. Frisbee, Personal communication, May 

10, 2013). Every TMC SLA is given a decision aid to help determine if their interpretation skills 

fit the situation and are always encouraged to defer to a professional interpreter if they feel 

uncomfortable or if their skills do not apply to the situation (M. Frisbee, Personal 

communication, May 10, 2013).  

Since its inception in 2011, the TMC interpreter training has provided the hospital with 

99 SLAs. This is the only health center in Arizona that provides this type of training, but there is 

a similar training in New Mexico (M. Frisbee, Personal communication, May 10, 2013). College 

and university medical interpretation courses exist, but none that are this short in duration, 

focused, or cost-effective (M. Frisbee, Personal communication, May 10, 2013). In October 

2014, the MIT at TMC expanded to include their associated primary-care facility TMC1 (M. 

Frisbee, Personal communication, January 4, 2014). To the knowledge of this investigator, this 

marks the first time that formal medical interpretation training has been offered to bilingual staff 

members of a primary-care facility in Tucson, AZ. There is no current process in place to 
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monitor or evaluate how well these SLAs are integrated into the healthcare setting at TMC or 

TMC1 (M. Frisbee, Personal communication, January 4, 2014). 

Intended Improvement 

Purpose 

The purpose of this project is to determine if formal interpretive training of bilingual 

healthcare workers is a sound and feasible solution to reduce language barriers experienced in 

the primary-care setting across Arizona. By training existing staff members, primary-care 

providers could potentially afford to have a qualified in-person interpreter on staff. The objective 

of this investigation is to evaluate the knowledge and the perceived interest in integrating 

medical interpretive training into primary care clinics. The focus will be on advance practicing 

nurses through the Coalition of Arizona Nurses in Advance Practice (CAZNAP) listserv. They 

will be asked a series of questions through an online survey that measures their experience with 

LEP patients and their knowledge and preference for language interpretation methods while 

gathering information on their opinion regarding the perceived usefulness and applicability of 

integrating formal medical interpretative training to their practice setting.  

Aims 

To employ a descriptive study that will:  

1. Determine how much knowledge and experience Arizona nurse practitioners have with 

formal and informal interpreters.  

a. Discover what types of interpretation methods they have access to when caring 

for Spanish-speaking LEP patients. 

b. Which interpretation method they use most often with this population. 



 

 

 

 

43 

c. What interpretation method(s) they prefer.  

2. Ask Arizona nurse practitioners about their knowledge of formal medical interpreter 

training for bilingual staff members and to determine if they perceive this training to be:  

a. Needed 

b. Applicable to their practice  

c. Feasible 

i. Timing  

ii. Cost 

3. Explore if Arizona nurse practitioners believe formal interpreter training can:  

a. Improve communication and interaction with LEP patients.  

b. Lead to improved patient outcomes.  

c. Meet the linguistic demands of their practice setting.  

d. Represent a better option to existing interpretation practices. 

Support, Events, and Timing 

The timing of the intervention is ideal for many reasons. For one, TMC, within the two 

years, has expanded their MIT program to include staff members of their associated primary-care 

office, TMC1. They have done this with the idea that the benefits of improving communication 

practices in their directly related primary care clinic will filter down and positively affect the 

hospital (M. Frisbee, Personal communication, January 4, 2014). The director of the MIT 

program at TMC is not currently interested in training staff members of other Tucson primary-

care clinics because the TMC interpretation department is too busy to conduct a formal 

community-needs assessment for such a project, and because she is unsure that training other 
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Tucson primary-care clinics will directly benefit the hospital (M. Frisbee, Personal 

communication, January 4, 2014). Ideally, successful implementation of the training into the 

primary-care setting would be analyzed, and the effectiveness of the program will be measured 

before including other offices in the MIT program.  

With high rate of LEP patients and large volume of Spanish-speaking staffers, Arizona 

clinics could be a suitable choice for MIT participation. Before TMC administration can be 

approached with the idea of including other clinics in its MIT program, a survey exploring 

Arizona provider’s knowledge and perceived application for this type of interpreter training will 

be conducted. The survey will collect data from nurse practitioners all over the state of Arizona 

about their interest in participating in a MIT program from the provider’s perspective, which 

could motivate Arizona primary health clinics to integrate formal MIT into their practice. This 

then could lead to further studies exploring the program’s influence on healthcare quality and 

how it relates to a patient’s health outcomes.  

Study Questions  

This study seeks to answer the questions: 1) Do Arizona nurse practitioners believe that 

formal medical interpreter training (MIT) can improve the interpretive ability of their bilingual 

clinic staff members? 2) Would MIT be a feasible application in their practice setting? 3) Could 

MIT lead to higher-quality patient-provider communication and could this translate to better 

patient health outcomes? 
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FRAMEWORK  

CHOICE Framework 

The project will be guided by the theoretical framework CHOICE (Capacity-building, 

Human rights, Organizational sustainability, Institutional accountability, Contribution, and 

Enabling environment) (Rifkin, 2003; Ratna & Rifkin, 2007). This framework links community 

empowerment and health equity at the primary-care level and will be adapted to reduce health 

disparities in the Hispanic LEP patient by addressing language barriers. This framework is based 

on the fact that health problems are rooted in social, political, and economic environments that 

are best addressed using a primary-healthcare strategy (Rifkin, 2003). According to the CHOICE 

framework, there is a strong link between equity and empowerment in which oppression and 

deprivation is a result of a constraint on an individual’s ability to develop his/her own capacity 

(Rifkin, 2003). This lack of capacity is the lack of knowledge that limits people’s ability to 

choose and to act for their own benefit and the benefit of their community (Rifkin, 2003). 

CHOICE requires active engagement from the people most affected so that they can gain control 

and be responsible for their condition (Raifkin, 2003). In this circumstance, this theory will be 

applied to Spanish-speaking LEP patients by providing them with high-quality interpretation 

during a medical visit so that they have the opportunity to build knowledge and be included in 

the decision to allocate medical resources. This consequently positions them to empower 

themselves and to advocate for their health.  

Rifkin (2003) argues that empowerment is focused on improving the life-situation of the 

poor and can be explained by addressing the three theoretical constructs that describe the 

evolution of the empowerment. For one, the community development construct is the focus on 
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improving the health and living situations for those that are poor or lack resources (Raifkin, 

2003). The people’s participation construct takes into account that not every person wants the 

same thing and acknowledges that skewed social structures are the cause of inequalities and 

resulting poverty (Raifkin, 2003). Last, the empowerment construct shifts the concern from 

revolution to empowerment by focusing on changing the environment so that people can manage 

their own lives instead of harping on the construct that keeps them impoverished (Ratna et al., 

2007).  

The following will describe the six areas of the CHOICE framework and give specific 

examples of how this will be adapted to design an intervention that addresses language barriers 

in the primary care setting between primary healthcare providers and Spanish-speaking LEP 

patients. The six areas aim to describe the relationship between community empowerment and 

health equity and how this theory can be applied to improving interpretation quality in the 

healthcare setting. It is the constant pursuit of equity and empowerment that supports and 

strengthens positive health outcomes in the target population (Ratna et al., 2007). These ideas are 

congruent with health communication goals set by Healthy People 2020 (2015) to improve 

health communication and the Institute of Medicine’s (2002) opinion that improving 

communication strategies can positively influence health behaviors of minority populations.  

Capacity Building 

This addresses an individual’s ability and aspirations by allowing a person or community 

to collectively focus on capacity building, which empowers people to control decisions and 

resources (Rafkin, 2003). Capacity building is when a person gains knowledge, skills, and 

confidence to improve his/her own life. By training bilingual staff members to have specific 
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medical interpreter skills, the idea of capacity building can be applied to the patient receiving the 

higher-quality interpretation service. This improved communication pattern increases the 

patient’s ability to build capacity or knowledge about his/her medical condition, which can 

improve skills and confidence in managing health. Greater knowledge and confidence has been 

correlated with improved self-management of chronic diseases, including depression, heart 

failure, and diabetes (Ludman et al., 2014; Salyer, Schubert, & Chiaranai, 2012). Rafkin (2003) 

argues that this gives people the capacity and equity to solve their own problems and the ability 

to advocate for their own interest while finding solutions that are realistic and compatible with 

their culture and traditions.  

Human Rights 

Human rights is not a legal concept; instead it is a moral and ethical one (Rifkin, 2003). 

High-quality communication practices are foundational to high-quality medical treatment, which 

everyone is entitled to (Healthy People 2020, 2015). This functions under the assumption that 

people are better able to address and sustain their well-being when allowed to actively participate 

in decision making that concerns their own life (Rifkin, 2003). This speaks directly to informed 

consent and full disclosure of medical conditions and selected therapies. A trained interpreter 

does not always ensure that a patient understand the information that is disclosed during a 

medical visit, because communication depends on many factors (Rubinelli, 2013). However, an 

attempt to improve the quality of the communication during a medical encounter improves these 

chances and should be practiced. Having access to bilingual staff members and using them 

without screening their ability or ensuring proper training increases the risk of errors in 

communication that impinge on the patient’s rights to accurate and complete information, thus 
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making informed consent difficult to come by. Depriving those of an opportunity to better 

understand their medical condition or treatment robs them of the opportunity to advocate for 

their life and their livelihood.  

Organizational Sustainability 

The concept of organizational sustainability relates to an organization’s ability to 

maintain the health improvements that they implement, because improved health outcomes are 

rarely a product of a single intervention (Rifkin, 2003). Instead, the positive health outcomes 

depend on the organization’s long-term commitment to continually support the intervention 

(Rifkin, 2003). Financial resources are important to maintain structure, which directly affects 

sustainability and thus is the key to health equity (Ratna et al., 2007). Training bilingual staff 

members in medical interpretation will cost the organization money that is not eligible for 

insurance reimbursement. For this reason, it is reasonable to believe that this intervention is 

unsustainable due to the high up-front cost. However, the sustainability comes in a roundabout 

manner, where the pay-off comes in the form of better health outcomes (Ratna et al., 2007). 

High-quality communication, via trained medical interpreters, reduces the risk of costly medical 

errors, increases patient satisfaction, and improves the utilization of medical resources (Flores et 

al., 2012; Larrison et al., 2010). 

Institutional Accountability 

Accountability is how an organization chooses to allocate their resources and how their 

decisions impact those in need (Rifkin, 2003; Ratna et al., 2007). Since minority LEP patients 

are responsible for some of the worst and most costly health outcomes, it only makes sense that 

this population would be considered in need and targeted for health-improving interventions 
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(Jacobson, 2013; Sentell & Braun, 2012). Accountability and transparent mechanisms that focus 

on building community capacity and addressing equity issues are essential for the improvement 

of the community’s health (Ratna et al., 2007). Allocating resources, acknowledging the 

existence of health disparities among Hispanic LEP patients, and offering them interpretation 

services that increase the quality of their care speaks volumes of an institution’s intentions to 

improve the status of patient health. Not only is the institution accountable to patients in need, 

but they must also adhere to federal requirements that demand LEP patients “meaningful access” 

to linguistic services (The United States Department of Justice, 2014). 

Contribution 

The concept of contribution is how a stakeholder contributes to a project that allows its 

continuation and ultimate success (Rifkin, 2003). Stakeholders must feel like they “own” the 

intervention in order for it to be successful (Rifkin, 2003). The training of bilingual staff 

members (medical assistant, nurses, or front desk clerks) enables an approach to reduce health 

disparities in LEP patients that is best described by Jacobson (2013). He suggests that reducing 

health disparities requires a multifaceted approach that enlists the help of: 1) team-based care; 2) 

multifaceted programs; 3) cultural targeting; 4) patient navigation; and, 5) interactive education 

(Jacobson, 2013). Not only does having a culturally competent, qualified medical staff member 

answer these requirements, but also, it adds another layer of importance to their position in the 

company. Larrison et al. (2010) determined that bilingual staff members in this dual-role felt 

added interpretation duties were complementary to their existing responsibilities. Furthermore, 

the inclusion of the supporting staff in the patient’s direct medical care increases the buy-in 

potential for the staff member and the office as a whole (Larrison et al., 2010). Also, increasing 
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the contribution of the entire staff (in time and support) during the initiation, implementation, 

and monitoring stages, improves the responsiveness of the providers and increases the likelihood 

that the newly trained interpreters will be used.  

Enabling Environment 

The enabling environment is created by changing attitudes, behaviors, and perceptions of 

those that maintain the power (Ratan et al., 2007). By facilitating accurate exchange in 

communication between the provider and the Spanish-speaking LEP via the trained medical 

interpreter, information becomes more available and the ownership of this information can be 

transferred to the patient (Rifkin, 2003; Rata et al., 2007). It is this transfer of information that 

may be more complete and accurate after the MIT intervention, which increases the patient’s 

capacity potential and pushes them towards equity and empowerment (Rifkin, 2003). This 

endeavor for equity and empowerment is what leads to improved health outcomes because it 

allows patients to fully participate in their healthcare.  

METHODS 

Ethical Considerations 

The project aims at gathering primary-care providers’ opinions and will not directly 

involve patients or affect the healthcare they receive. The email invitation that includes an 

overview and purpose of the study may serve to increase awareness among healthcare providers 

of the LEP issue and offer a potential solution to the problem of poor quality interpretation and 

its impact on outcomes. This could encourage providers to be more sensitive to LEP patients’ 

linguistic needs, thus potentially leading to higher-quality care.  
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As a current employee of TMC and an MIT program volunteer, this researcher will not 

benefit financially from completing this project. This project is being conducted as a partial 

requirement for a doctorate degree in nursing from the University of Arizona, thus this is the 

only way the researcher will benefit. The aim is to collect data concerning knowledge and the 

perceived need and usefulness of TMC’s MIT program in the state of Arizona. This project could 

potentially lead to the expansion of the MIT program to other communities in Arizona. By 

exposing Arizona’s LEP population to higher-quality interpretation services can very well lead to 

improved patient outcomes, which could positively impact the healthcare community as a whole. 

Setting 

The setting for this project will be over email and include the Coalition of Arizona 

Nurses in Advance Practice (CAZNAP). CAZNAP was founded in April of 2000 and was 

originally formed so that members of the group could work together and share ideas to improve 

working conditions for Arizona Nurse Practitioners. Communication within the group is 

managed through a listserv that is mediated by the organization’s founder. This setting has been 

chosen for this project because this allows nurse practitioners from all over Arizona to participate 

in the study and because CAZNAP is highly supportive of advancing nursing knowledge through 

research. Arizona has a high population of Hispanic Spanish-speaking patients, and allowing 

providers from all sections of Arizona will allow for a wide range of data collection. Only nurse 

practitioners or nurse practitioner students with a valid RN license are allowed membership into 

CAZNAP. As of August 2015, there are 1,879 unique email addresses on the CAZNAP listserv. 

Of these 1,879 only 7% are estimated to be nurse practitioner students and the rest are licensed 

and certified nurse practitioners, approximately 1,685. It is expected that at least half of the 1,685 
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providers are eligible to participate because Arizona serves a high population of Spanish-

speaking LEP patients. However, this number is expected to fluctuate depending on the number 

of active participants that naturally occur with online memberships. The maximum number of 

completed surveys that will be accepted is 1,685.  

Elements of the setting that are more likely to influence change are the heavy population 

of LEP patients in the state of Arizona, the increase chance that clinics have at least one bilingual 

staff member, and the active CAZNAP listserv. Larrison (2010) acknowledges that health clinics 

would benefit from employing bilingual staff members but suggests that they receive formal 

medical interpretation training so that they can provide high-quality linguistic services. There are 

many factors that facilitate this. First, the agency must encourage professional growth, identify 

its specific interpretation needs, and provide the training that is needed to meet those needs 

(Larrison, 2010). MIT program could give these clinics the opportunity to accomplish these 

goals by training the bilingual staff members already employed. The CAZNAP founder and 

mediator is supportive of research that involves advance practicing nurses and advancing the 

profession. Having the support of key members increases the possibility of survey response 

(Cunningham et al., 2015). CAZNAP is an online listserv so all the members use computers or 

smartphones to participate. Communication within the listserv is easily done with the sending of 

an email because all active members receive the same message. It is certain that these providers 

have easy access to computers, Internet, and e-mail, which facilitates the completion of an 

online-based survey.  
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Planning the Intervention 

The project is a quantitative descriptive study that utilized a web-based survey to 

determine the knowledge of LEP and interpretation methods, and determine healthcare 

providers’ interest in MIT for their bilingual staff members. An e-mail (Appendix A) was sent 

through the CAZNAP listserv to all current members, including advance practicing nurses and 

nurse practitioner students. The e-mail started with a salutation from the researcher followed by a 

full disclosure informing them of the project and asking for their cooperation. Opening the e-

mail possibly increased provider’s knowledge of LEP patients thus gained their interest and 

participation in the study. Salience of a topic is one of the most important factors that influences 

survey response rates (Cunningham et al., 2015). A direct link to the electronic survey was place 

at the end of the e-mail. Providers were thanked for their time and cooperation, and were assured 

that the survey would take approximately 10 minutes of their time.  

Several studies found during the literature review utilized provider self-administered 

surveys to explore interpreter preference, rate of use, and the satisfaction with the types of 

services available (Bischoff et al., 2010; Kale et al., 2010; Napoles et al., 2010; Tang et al., 2014; 

Villani et al., 2014). All of these studies utilize ad hoc interpreters at a higher rate when 

compared to other interpretation methods, with Bischoff et al. (2010) specifically indicating the 

bilingual staff members were utilized more often and preferred over professional interpretive 

services. A survey was chosen for this project because it is an effective low-cost method of 

collecting data, and it provides a standard interview to all subjects (Brace, 2008). This 

standardize format also facilitated data interpretation and increased the chance of collecting 

relevant data (Brace, 2008). The objectives for the survey must be clear and written and 
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presented in the correct manner so that a researcher can gain accurate data. Two different errors 

can be made with a survey. First is the sampling error, in which the wrong respondents are 

surveyed thus yielding incorrect and unreliable data (Brace, 2008). One method to avoid this 

problem is to increase the sample size by four-fold, which reduces the risk by half, and the other 

is to be selective in who is invited to participate (Brace, 2008). Increasing the sample size in this 

circumstance was not possible because there are certain amounts of active members of CAZNAP 

eligible to participate. Only current practicing advance practicing nurses that cared for LEP 

patients were invited to participate and the e-mail and survey made this clear.  

Another possible error that arises when conducting a survey is a non-sampling error when 

there is a mistake in coding or data entry or when writing the survey (Brace, 2008). Omitting a 

key question or inadvertently leading the respondent to answer in a way that supports the 

researcher’s position can be detrimental to the success of a survey and should be avoided at all 

costs (Brace, 2008). The CAZNAP member through Qualtrics (2015) designed the survey for 

self-completion. The survey was written in such a manner that seeks “the best answers” and 

avoided seeking answers that support the researcher’s position (Brace, 2008, p. 5). Doing this 

allowed the researcher to remain as objective as possible, obtain the client’s answers, and paint 

the most accurate picture possible (Brace, 2008). Also, survey response rate could increase if 

questions are designed in a manner that allow providers to respond with little effort, maintain 

their interest, and take up little of their time (Brace, 2008). For this reason, the survey was 

designed to take less than 10 minutes to complete and was straightforward, easy to understand, 

and spoke directly to the objectives of the project. Lastly, it is important to note that self-

completion surveys make it easier for respondents to be honest with their answers, especially 
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when it comes to describing patient-care practices that may be non-compliant with their 

organization’s policy (Brace, 2008). 

Timeline 

Data collection occurred over a three-week period. The survey timeline suggested by 

Cunningham et al. (2015) was used as a guideline in the development of this intervention’s 

timing (Figure 2). On the first week, a personalized invitation e-mail was sent out to each 

provider along with the survey link. The same email was sent out the Monday of week 3 as 

follow-up again thanking providers for their attention and participation in the survey. The survey 

closed on Sunday at the end of the third week, not the sixth week like originally suggested by 

Cunningham (2015) due to time constraints and feedback from doctoral committee members 

who practice in Arizona and have prior experience with NP surveys in Arizona. Cunningham et 

al. (2015) also suggest concurrent survey promotion that includes meeting with department heads 

and requesting letters of their support but this is not possible since CAZNAP is an online forum 

for Arizona advance practicing nurses.  

Planning the Study of the Intervention 

The study design is a quantitative descriptive study, which is a type of study that is not 

necessarily experimental; it is a process of collecting information about the naturally occurring 

attitudes and behaviors of a particular group (ORI, n.d.). This intervention targeted currently 

practicing advance practicing nurses, members of the CAZNAP listserv, and utilized a survey to 

obtain the knowledge of interpretation types and their perceived need for MIT for their bilingual 

staff members and its potential application to their practice. The survey was designed to obtain 

information about attitudes and current interpretation utilization practices of these health care 
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providers. This possibly sensitized providers to the dangers of using ad hoc interpreters and 

encouraged them to use trained interpreters to address language barriers in their medical practice 

(Bischoff et al., 2010). 

The data collected and the interest in MIT could lead to the inclusion of formal MIT in 

healthcare clinics in Arizona communities. The data of this project helped determine if the 

quality of interpretation is a perceived problem in Arizona and if MIT could offer providers a 

feasible solution to the existing language gap. Collaboration between these smaller clinics and 

TMC could provide mutual benefit. For the smaller health clinic it provides the opportunity to 

improve the quality of patient-provider communication, which could potentially lead to 

improved health outcomes, as well as help their institution meet federal linguistic requirements 

(The United States Department of Justice, 2014) utilizing their existing resources (Bischoff et al., 

2010). TMC is considered a not-for-profit community hospital, and providing this type of quality 

improvement for surrounding communities can possibly be considered a charitable service, 

which helps TMC meet federal requirements to maintain its status. Furthermore, this widespread 

application of higher quality in-person Spanish interpretation can lend itself to the future study of 

the exact effects that this training has on provider-patient communication. Possible measures that 

can be applied are patient satisfaction rates, treatment compliance on behalf of the patient, 

follow-up rates, and medication adherence. Also, this high-quality communication can be applied 

to special populations of interest, such as Spanish-speaking LEP diabetics. Measures that can be 

used for this particular population include A1C levels, medication compliance, education follow 

up, education teach-back ability, and rates of specific illness that are considered diabetic-
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complications (e.g., vascular issues, cardio vascular events, vision loss, pressure ulcers, 

amputations, etc.). 

Qualtrics (2015) is the specialized software that was utilized to design and distribute the 

survey to CAZNAP members via email. The software if available free of charge to all University 

of Arizona staff and students; so there was no cost associated with the development of the 

survey. Membership with CAZNAP is free and is online-based so every participant has access to 

e-mail and a computer. This is a secure method of distributing the survey because every provider 

has a unique username, and a password is required before logging into his or her email account. 

Completing the survey was anonymous without the ability to trace-back to whoever completed 

the survey and each participant was informed of this fact with the disclosure email. Survey 

results were accessible by the principle researcher since Qualtrics (2015) required a user account 

and password that was created when developing the survey and then again when accessing 

results.  

Methods of Evaluation 

Face validity of the survey was obtained through a review of the survey by expert 

clinicians before it was sent out to eligible providers. Face validity is a non-statistical assessment 

of the logical association between the survey and the results (Lynn, 1986). Instead, it includes 

validity by assumption and requires that one or more experts review the survey and make sure it 

represents the content of the assessed domain (Lynn, 1986). One method of ensuring the validity 

of the survey is by asking experts in the field to review the survey and give their feedback 

(Heavey, 2011). In this instance, three nurse practitioners who deal with Spanish-speaking LEP 

patients, along with all three members of the project’s committee members from the University 



 

 

 

 

58 

of Arizona were asked to review the survey. One of the three expert NP’s is a doctorate nursing 

professor at the University of Arizona, the other two were selected by the project chair member. 

The CAZNAP founder was given the opportunity to review the survey and disclosure when 

initial permission for listserv privileges was requested. It was imperative to gain his approval and 

support since his permission was required for access to the CAZNAP listserv. The 

recommendations given by all seven individuals were used to modify the survey before its 

distribution with the final review from the project’s committee chair. An Institutional Review 

Board responsible for human subject research at The University of Arizona reviewed this 

research project and found it to be acceptable, according to applicable state and federal 

regulations and University policies designed to protect the rights and welfare of participants in 

research (Appendix C). 

Analysis 

The gathering of the survey responses was done with special care, because failure to 

properly handle this information could have resulted in wasted resources, violating 

confidentiality, and failure to answer the study questions (ORI, n.d.). Qualtrics (2015) is an 

online survey company that helps with survey design and provides several services that assist 

with analysis of the data. This software was utilized to access results in real-time and to create 

custom result graphs and reports (Appendix E). Using specialized software eliminated collection 

or coding errors and facilitated accurate reporting (Heavey, 2011). Maximizing survey response 

rates is ideal, but a minimum of 20 completed surveys was the goal for this particular project. 

The three members of the project’s committee decided on this number. A report was created 
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depicting participant’s overall opinion of MIT and the results were disseminated in this research 

paper. 

Outcomes 

The email with the survey link (Appendices A and B) were distributed to all members of 

the CAZNAP listserv on Sunday, January 24, 2016, marking the beginning of week 1. The email 

was sent out again at the beginning of the third week and closed on February 14, 2016. A total of 

29 surveys were completed. Initially 36 participants clicked on the survey link, but seven did not 

make it past the cover page. Most of the surveys were completed on the first week and the 

remainders were completed during the third week. On average, it took the participants 

approximately eight minutes to complete the survey.  

All 29 participants described themselves as Nurse Practitioners (NPs) with varying 

specialties, with family practice being the most common (Appendix E - Table 1). Ninety percent 

of the respondents were female with 79% educated with Master degrees and 21% educated at the 

Doctorate-level. The majority were between the ages of 51-60 with 41% of the respondents 

being relatively new to advance practice (Appendix E - Table 1). All NPs that completed the 

survey had patients that they considered Spanish-speaking LEP, and the majority of the 

participants estimated that their Spanish-speaking LEP patient population ranged from 0-24% 

(Appendix E - Table 1). Only six of the 29 surveyed admitted to speaking fluent Spanish, and 

these same participants were the only ones that felt their Spanish was “acceptable to provide one-

on-one direct patient care.”  

Of the 29 participants 83% of them claimed having access to bilingual (Spanish and 

English-speaking) interpreters, but 48% admitted “rarely” using them in their practice. Only two 
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people said they “always” use an interpreter; most used an interpreter “frequently” to provide 

direct patient care (Appendix E - Graph 1). When asked to describe the types of interpretation 

methods used in their practice, in-person professional interpreters – trained and their only duty – 

were used the least often, followed by telephone-based interpreters, with bilingual staff members 

and patient’s bilingual family and/or friends used most frequently at 83% (Appendix E - Graph 

2). In terms of availability, in-person professional interpreters were less likely to be available 

(Appendix E - Graph 3). Telephone-based professional interpreters were slightly more available, 

and bilingual staff members and patient’s bilingual family members were most available 

(Appendix E - Graph 3). Participants ranked each method of interpretation in terms of quality, 

giving it a low score of ‘1’ if they perceived the method to have the lowest quality and a ‘5’ for 

highest quality. Professional in-person interpreters were perceived as highest in quality with an 

average value of 4.69 out of 5 (Appendix E - Graph 4). Bilingual staff members came in at a 

close second by an average value of ‘4,’ followed by telephone-based interpreters, video-based 

interpreters, and bilingual family members ranking last in quality (Appendix E - Graph 4). When 

questioned about barriers to using interpreters during an office visit, interpreter availability was 

named the most common barrier, followed by time, cost, and quality respectively (Appendix E - 

Graph 5).  

Just over half of the surveyed participants admitted to knowing about medical 

interpretation training for bilingual staff members with 90% believing that this type of training 

has the ability to improve interpretation skills of their bilingual coworkers. Nearly 62% of the 

providers surveyed agreed that the training would be applicable and beneficial to their practice; a 

third of them were uncertain. Uncertainty grew when providers were asked to consider investing 
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time and money to provide MIT for their organization with 41% of the participants being unsure 

and only 38% saying “yes.”  

Perceived effectiveness of MIT was favorable; as the majority of the participants believed 

MIT-trained- staff would be more effective than untrained bilingual staff members in 

interpretation. Skills of a bilingual staff member trained in MIT were perceived by most of the 

providers to be “comparable” to the skills of a professional interpreter. Providers’ confidence in 

staff members’ interpretation skills after MIT was questioned resulting in well over half of the 

participants being “completely confident” in their staff members’ skills after they underwent 

MIT (Appendix E - Graph 6). Twenty-three respondents (93%) believe that MIT could improve 

the quality of LEP patient-provider communication, while one person was “unsure” and the other 

one said “no.” Nearly every participant agreed that patient satisfaction and patient understanding 

of his or her medical treatment would improve with better patient-provider communication 

(Appendix E - Table 2). Ninety percent believed health outcomes and patient compliance would 

improve, while 79% believed that patients would have a better understand of their health status 

(Appendix E - Table 2). Most providers believed the belief that improved patient-provider 

communication could encourage follow-up visits with just over half believing improved 

communication practices would decrease unnecessary emergency room visits (Appendix E - 

Table 2).  

Summary 

Twenty-nine practitioners from Arizona were surveyed through the CAZNAP listserv. 

Most were females in family practice with Master-level education and relatively new to advance 

practice (Appendix E - Table 1). Only 24% of the respondents spoke Spanish fluently and 
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considered their language ability “acceptable” to provide direct patient care. Eighty-three percent 

claimed to have access to Spanish-English interpreters, but only 7% of them “always” use them 

(Appendix E - Graph 1). Availability of interpretation services in the clinics coincided with the 

methods most often used. Bilingual staff members and patients’ bilingual family/friends ranked 

highest in availability and usage, being nearly two times more available and four times most 

likely to be used when compared to in-person professional interpreters (Appendix E - Graph 2 

and 3). This was also reflected in the fact that the most commonly perceived barrier to using a 

medical interpreter during an office visit was availability of the service (Appendix E - Graph 5). 

In general, in-person professional interpreters were considered to provide the best quality of 

interpretation with bilingual staff members’ skills to be almost as good (Appendix E - Graph 4).  

A little over half of the providers only knew the existence of MIT for bilingual staff 

members. Although almost all of the participants believed MIT would improve the interpretation 

skills of their bilingual staff member(s), most became unsure when asked if their current 

organization would benefit from participating in this training. Sixty-two percent of the survey 

participants believe that MIT is applicable to their practice, but buy-in dramatically dropped once 

they were asked if their organization should invest time and money in this application. In 

general, MIT was seen as a constructive intervention with most believing that MIT would be 

effective in improving the interpretation skills of their bilingual staff members and that it would 

make them “comparable” to professional interpreters. However, the belief in comparable quality 

between these two groups was also true before the training was introduced into survey 

(Appendix E - Graph 4). Almost everyone surveyed responded positively when asked about MIT 

improving LEP patient-provider communication. In general, providers believed that improved 
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patient-provider communication would improve patient health outcomes, including increased 

compliance, more follow-up visits, increased patient satisfaction, and an increase in patients’ 

understanding of their health status and medical treatments (Appendix E - Table 2).  

Relation to Other Evidence 

This study determined that 83% of the surveyed NPs had access to Spanish-English 

interpreters but only 7% “always” used them during office visits with LEP patients (Appendix E 

- Graph 1). This concept is also widely present in the literature. One study found that 

professional interpreters were used only 5% to 39% of the time (Bischoff et al., 2010) and 

Decola (2011) also acknowledge this underuse and attribute it to the fact that in-person 

professional interpreters are rarely available in the clinic setting. In general, bilingual staff 

members were most often used for interpretation and were even preferred because of their ready 

availability (Bischoff et al., 2010). It is the idea of availability that was found to be most 

important in determining the type of interpretation method chosen by providers (Appendix E - 

Graphs 2, 3, & 5). This current study names availability of interpreters during an office visit as 

the largest barrier to using professional interpretive services (Appendix E - Graph 5) and found 

that bilingual staff and bilingual family members were most available and therefore most often 

used (Appendix E - Graphs 2 & 3). Napoles (2010) supports this finding by also listing 

availability as one of the major barriers to using interpretation services to provide care for LEP 

patients.  

In-person professional interpreters were named to be of highest quality (Appendix E - 

Graph 4) but were grossly underutilized (Appendix E - Graph 2). The general acceptance of 

professional interpreters being of high quality is supported by many studies, and they too 
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determined that despite this belief, these professional services are severely underused (Bischoff 

et al., 2012; Kale & Syed, 2010; Schenker, Perez-Stable, Nickleach, & Karliner, 2013). This 

current study also found that in general, bilingual staff members’ ability to interpreter is 

perceived of high quality (Appendix E - Graph 4). Bischoff (2010) supports this finding by 

determining that the interpretation skills of bilingual staff members were often used because their 

skills were believed to be good enough to provide direct patient care.  

The concept that the lack of language concordant care, as illustrated by only 24% of 

providers speaking fluent Spanish, runs true in this study and existing literature. This type of 

language barrier is widespread in the healthcare field and can be addressed with the 

diversification of the healthcare field, which could take many years to solve (Marrast et al., 

2014). Using interpretive services to combat growing language barriers is a commonly proposed 

solution that has even been known to improve patient satisfaction scores (Raymond, 2014; Wall, 

Tucker, Roncoroni, Allan, & Nguyen, 2013).  

Limitations and Strengths 

This descriptive study format is perfect for the relatively new exploration of applying 

MIT to bilingual staff members in the clinic setting. The drawback of this study design is the 

lack of a comparison group, which makes it difficult to create associations between variables or 

concepts (Grimes & Schulz, 2002). This study was limited in the sense that only NPs that were 

members of CAZNAP were invited to participate in the study. In the future, a more diverse 

group of medical professionals, such as medical doctors, and professionals from other states 

should be included. This study’s convenience sampling method and limited sample size limit any 

inferences about the population and decrease the probability of the results being representative of 
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other clinic-based medical providers (Heavey, 2011). In the future, a more rigorous analytical 

study will most likely be needed if further testing is warranted (Grimes et al., 2002). Last, 

CAZNAP is a busy listserv that averages 10-20 emails per day. Sending the disclosure and email 

link over email via such a busy listserv increases the probability that the request is ignored.  

Strengths of the study were the use of Qualtrics for the development and distribution of 

the survey. The application was easy to navigate, and the survey was easily developed and the 

results were readily accessible. The survey was short in length, easy to answer using any device 

accessible to the Internet, and took an average of eight minutes to complete. Sending out the 

email early on in the first week was beneficial, since 80% of the surveys were completed during 

the first seven days. The reminder email at the beginning of the third week ensured the 

completion of the remaining 20% of the surveys. A cover page was added to the survey to 

remind respondents that only NPs could participate in the survey. Since CAZNAP allows NP 

students to be members of the listserv, a disclaimer was necessary to prevent students from 

participating in the survey. Seven people did not make it past the cover page, which suggests that 

they were unqualified for the survey and that the cover page achieved its purpose.  

Interpretations 

This descriptive study expands on the existing body of knowledge by adding that 

primary-care providers respond positively to the idea of MIT for their bilingual staff members. 

Before this survey, only 55% of the participants knew that MIT existed for qualified bilingual 

staff members. When prompted, almost all of the participating NPs agreed that this training 

would improve the interpretation skills of their bilingual staff members, and all of them claimed 

that they would be confident in their staff members’ ability to provide interpretation services 
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after they underwent MIT (Appendix E - Graph 6). Despite this overwhelmingly positive 

response to the idea of MIT, uncertainty grew when providers were asked to theoretically apply 

MIT to their clinic. It is possible that these providers were hesitant to apply the training because 

they are concerned about cost, limited resources, such as doing without their staff to attend the 

training, and would require specific information about the training before making a decision.  

Conclusion 

A descriptive study using survey results of 29 advance practicing nurse practitioners was 

conducted to explore the knowledge and interest in medical interpretation training (MIT) for 

bilingual (Spanish-English) staff members. The purpose of this study was to determine if a MIT 

program is a feasible solution to reduce language barriers in the clinic setting. The research 

questions that guided this study were:  

1) Do Arizona nurse practitioners believe that formal medical interpreter training (MIT) 

can improve the interpretive ability of their bilingual clinic staff members?  

2) Would MIT be a feasible application in the clinic practice setting?  

3) Could MIT lead to higher-quality patient-provider communication and could this 

translate to better patient health outcomes? 

Evidence generated through this study concluded that providers most often choose their 

interpretation methods based on availability. These providers admit that in-person professional 

interpreters provide the highest quality of interpretation, but they fail to utilize these services to 

provide care to LEP patients in their clinic. Bilingual staff members are commonly used, 

seemingly due to their availability and the general idea that their skills are of high quality. The 

findings of the survey indicated that NPs have a general positive opinion towards MIT and 
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believe that this training will improve the skills of bilingual clinic staff members and improve 

patient satisfaction and outcomes. Uncertainty arises when providers are asked to consider this 

intervention for their own practice. Specifically they are unsure that the cost and timing are 

worth the investment. This uncertainty is not surprising given the lack of studies that question the 

interpretative quality of bilingual staff members and the lack of studies that seek to apply MIT to 

the clinic setting.  

Dissemination of current study results will be done in several ways. First, the study will 

be presented in the upcoming Rural Health Professions Conference during a poster session at the 

University of Arizona. This event draws professionals from southern Arizona and invites every 

health science college from the university to participate. Interprofessional events are an ideal 

platform for this type of research since this study seeks to improve the quality of health care 

services through interprofessional collaboration. Other opportunities that will be explored are 

professional memberships, as well as statewide and nation-wide conferences. Lastly, the 

principle researcher will attempt to facilitate a relationship between TMC and El Rio Community 

Health Center for the expansion of the MIT program. Presenting to key stakeholders at El Rio 

and TMC may possibly persuade TMC to extend their MIT to El Rio; creating an MIT 

implementation model that other primary care clinics in Arizona could follow. This exemplar 

could serve to address the quality of linguistic services through healthcare policy at both the 

organization and system level.  

Future studies exploring the actual application of MIT to the clinic setting that focuses on 

a cost-benefit analysis would be most beneficial. Then, research in comparing the abilities of 

professional interpreters to bilingual staff members both before and after MIT could be helpful to 
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validate the training. Lastly, long-term studies are needed to determining if an improvement in 

interpretation quality in the clinic actually translates to improved patient health outcomes. 

Suggested measures could include indicators such as medication compliance, follow-up visits, 

and patient satisfaction scores. 
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APPENDIX A: 

PARTICIPANT EMAIL AND DISCLOSURE STATEMENT 
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EMAIL TO RECRUIT POTENTIAL PARTICIPANTS 

Dear Arizona Nurse Practitioner,  

Thank you in advance for your participation in this survey. My name is Karina Bechtold and I’m 

a Doctor of Nursing Practice student from the University of Arizona. This survey is part of my 

doctoral project that consists of exploring the possibility of integrating formal training in medical 

interpretation for bilingual Hispanic staff member in the primary care setting. The results of the 

survey can be used to increase the quality of Spanish interpretation, which can potentially 

translate to improved patient-provider communication and better health outcomes for Spanish-

speaking Limited English Proficient (LEP) patients.  

The survey consists of 25 items and will take approximately 10 minutes to complete. 

Participation is completely voluntary and your identity will be kept confidential. Although there 

is no compensation for your participation, results of the survey can be made available to you 

upon request. By completing and submitting this survey, you are providing your informed 

consent to participate in this research. This project has been reviewed and deemed acceptable by 

the Institutional Review Board responsible for human subjects’ research at The University of 

Arizona. You can withdraw from the study at any time with no penalty. The risks for 

participation in this study are minimal and may include stress from taking the survey and the 

questions asked.  

Only providers that care for Spanish-speaking Limited English Proficient (LEP) patients should 

complete the survey. If you do not encounter Spanish-speaking LEP patients in your practice, 

you do not qualify for the survey; thank you very much for your consideration.  

Thank you in advance for your time and participation. You may email me at 

ramirez1@email.arizona.edu if you have any questions or comments.  

Sincerely,  

Karina Bechtold 
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APPENDIX B: 

SURVEY 
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The survey link will be at the bottom of the email and hyperlinked. Will be created using 

Qualtrics 

 

1) Which best describes you?  

a. Midwife 

b. Nurse Practitioner 

c. Other________ 

Note: NP students may not participate in the survey; thank you for your consideration.  

2) What is your highest level of education completed?  

a. Bachelor’s Degree 

b. Master-level education 

c. Doctorial-level education (DNP, PHD, DNSc) 

d. Other____________ 

 

3) Which best describes your specialty?  

a. Adult care  

b. Family practice  

c. Internal medicine 

d. Pediatrics 

e. Women’s Health 

f. Other____________ 

 

4) How many years have you been in advance clinical practice?  

a. 0-5 

b. 6-10 

c. 11-15 

d. 16-20 

e. >20 _________ 

 

5) What is your age?  

a. 20-30 

b. 31-40 

c. 41-50 

d. 51-60 

e. >60 

 

6) Gender? 

a. Male 

b. Female 
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7) Approximately what percentage of your patients would you consider Spanish-speaking 

Limited English Proficient?  

a. 0-24% 

b. 25-49% 

c. 50-74% 

d. 75-99% 

e. 100% 

 

8) Do you speak fluent Spanish? 

a. Yes 

b. No 

 

9) Do you consider your own Spanish-speaking ability acceptable to provide one-on-one 

direct patient care during a consultation?  

a. Yes 

b. No 

 

10) Do you have access to bilingual (Spanish and English-speaking) interpreters? 

a. Yes 

b. No 

 

11) How often have you used a trained interpreter in your practice to provide care for a 

Spanish-speaking patient?  

a. Never 

b. Rarely 

c. Frequently 

d. Always 

 

12) Which of the following interpretation services have you used for Spanish-speaking LEP 

patients in your clinic? (Mark all that apply) 

o Professional interpreter (which is their only duty) 

o Telephone-based professional interpreter 

o Video-based professional interpreter 

o Bilingual staff members (including anyone employed by your organization that is not 

trained as an interpreter) 

o Patient’s bilingual family/friends 

o Other________ 

o None of the above 
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13) In terms of quality, rank the following in the order from most reliable form of 

interpretation to least reliable? (1 being least reliable and 5 being most reliable) 

o Professional interpreter (which is their only duty) (1 to 5)  

o Telephone-based professional interpreter (1 to 5) 

o Video-based professional interpreter (1 to 5) 

o Bilingual staff members (including anyone employed by your organization that is not 

trained as an interpreter) (1 to 5) 

o Patient’s bilingual family/friends (1 to 5) 

 

14) Of the following interpretation options rank the following from unavailable to readily 

available during an office visit (1 being unavailable and 5 being readily available). 

o Professional interpreter (which is their only duty) (1 to 5) 

o Telephone-based professional interpreter (1 to 5) 

o Video-based professional interpreter (1 to 5) 

o Bilingual staff members (including anyone employed by your organization that is not 

trained as an interpreter) (1 to 5) 

o Patient’s bilingual family/friends (1 to 5) 

15) In your experience, which of the following describe barriers to using medical interpreters 

during an office visit at your clinic? (Choose all that apply) 

o Time 

o Interpreter availability 

o Interpreter quality 

o Cost 

o Not applicable 

16) Did you know that formal medical interpreter training existed for bilingual staff 

members? 

a. Yes 

b. No 

 

17) Do you believe formal medical interpretive training for bilingual staff members could be 

applicable in your practice? 

a. Yes 

b. No 

c. Unsure 
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18) Do you believe formal medical interpreter training can improve the interpretation skills of 

bilingual staff members? 

a. Yes 

b. No 

c. Unsure 

 

19) Do you believe your organization would benefit from training bilingual staff members for 

medical interpreter training?  

a. Yes 

b. No 

c. Unsure 

 

20) In your opinion, do you think your organization should invest their time and money to 

train bilingual staff members to be Spanish language medical interpreters?  

a. Yes 

b. No 

c. Unsure 

 

21) In your opinion, would the skills of a bilingual staff member trained as medical 

interpreter be comparable to professional medical interpreters (in-person, video, or 

telephone) 

a. Yes 

b. No 

c. Unsure 

 

22) Do you believe a bilingual staff member who is formally trained to be a medical 

interpreter would be more effective than an untrained interpreter (bilingual staff member, 

bilingual family/friend, etc.)?  

a. Yes 

b. No 

c. Unsure 

 

23) How confident would you be in using your staff member’s interpretation skills after 

knowing that they participated in a medical interpreter training course? (1 = not confident 

at all, 5 being completely confident) 

o 1 (not confident) 

o 2 (slightly confident) 

o 3 (somewhat confident) 

o 4 (mostly confident) 

o 5 (completely confident) 
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24) Do you believe medical interpreter training for bilingual staff members can improve the 

quality of patient-provider communication and/or interaction with the Spanish-speaking 

LEP population? 

a. Yes 

b. No 

c. Unsure  

 

25) Complete the sentence: I believe that improved patient-provider communication can…. 

(Select all that apply).  

o Improve patient health outcomes 

o Increase patient compliance 

o Encourage follow-up visits 

o Increase patient-satisfaction 

o Decrease unnecessary emergency room visits 

o Increase patient’s understanding of medical treatment/recommendations 

o Increase patient’s understanding of their health status 

o None of the above 
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APPENDIX C: 

IRB APPROVAL FORM 
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APPENDIX D: 

CAZNAP PERMISSION FORM 
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APPENDIX E: 

SURVEY RESULTS 
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TABLE 1. Participant Demographics 

 

 N % 

Specialty   

Adult Care 7 24% 

Family Practice 12 41% 

Internal Medicine 2 7% 

Pediatrics 1 3% 

Women’s Health 2 7% 

Cardiology 1 3% 

Psychiatry 2 7% 

Dermatology 1 3% 

Physical Medicine 1 3% 

Age   

31-40 8 28% 

41-50 5 17% 

51-60 14 48% 

>60 2 7% 

Gender   

Female 26 90% 

Male 3 10% 

Education   

Master-Level 23 79% 

Doctorate-Level 6 21% 

Years in AP   

0-5 12 41% 

6-10 11 38% 

11-15 5 17% 

16-20 1 3% 

Note: Doctorate-Level education includes DNP, DNSc, and PHD graduates. AP = Advance 

Practice 
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TABLE 2. Improved Patient-Provider Communication Can Lead To  

Answer Responses  Percentage  

Improved patient health outcomes 26 90% 

Increased patient compliance 26 90% 

Encouraged follow-up visits 22 76% 

Increase patient satisfaction 27 93% 

Decrease unnecessary emergency room visits 18 62% 

Increased patient understanding of medical treatment/ 

recommendations 

27 93% 

Increase patient’s understanding of their health status 23 79% 

None of the above  0 0% 

Note: Participants were asked to complete the sentence. Max number of responses for each 

answer is 29.  
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GRAPH 1. Provider Use of Trained Interpreters. 

 

 
Note: Seven providers that were fluent in Spanish (answered both #8 and #9 “yes”) were 

removed and not accounted for in this graph.  
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GRAPH 2. Types of Interpreters Used by NPs to Care for Spanish-Speaking LEP Patients. 
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GRAPH 3. Methods of Interpretation Available to NPs to Provide Care to Spanish-Speaking 

LEP Patients. 

 

 

Note: Participants ranked each method from unavailable to most readily available. 1= 

unavailable and 5= readily available. In-person Professional with average value of 1.69, 

Telephone-Based Professional with average value of 2.76, Video-based Professional with 

average value of 1.38, Bilingual Staff Member/untrained with and average value of 3.62, and 

Patient’s Untrained Family Friends with an average value of 3.14.  
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GRAPH 4. Perceived Quality of Interpretation Methods.  

0 1 2 3 4 5

Bilingual Family and Friends

 Bilingual Staff Members

Video-Based Professional

Telephone-Based
Professional

In-person Professional

Lowest Quality Highest Quality
 

 

Note: In-person Professional with average value of 4.69, Telephone-Based Professional with 

average value of 3.96, Video-based Professional with average value of 3.63, Bilingual Staff 

Member/untrained with and average value of 4.00, and Patient’s Untrained Family Friends with 

an average value of 2.93.  
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GRAPH 5. Perceived Barriers to Using Medical Interpreters During Office Visits. 
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GRAPH 6. Provider’s Confidence in Staff Member’s Interpretation Ability After MIT. 

 

 

MIT= Medical Interpreter Training 
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