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What is known on this subject

e Patients with limited English proficiency experience health disparities that affect their quality of care and
health outcomes.

e It is recognised that the use of interpreters helps to reduce health disparities and improve outcomes for
patients with limited English proficiency.

e In the USA there are important laws and policies that provide legal protection for healthcare recipients
with diverse language and communication needs.

What this paper adds

e It describes how a cancer centre implemented an institutional policy on language and communication
services.

e It provides an example of a cancer centre’s language services programme designed to reduce health
disparities experienced by patients with limited English proficiency.

e It highlights the importance of hospitals having qualified medical translators and the availability of
telephone and video interpreting to further assist their patients with limited English proficiency.

ABSTRACT

There is robust and compelling evidence of the
pervasiveness of health disparities experienced by
groups with limited English proficiency and other
diverse communication needs. These disparities have
a significant impact on the quality of care and
healthcare outcomes. This paper describes the in-
stitutional efforts of the H. Lee Moffitt Cancer
Center and Research Institute in responding to the
diverse language and communication needs of its

patients and their families. Information is presented
on Moffitt’s approach to the development and im-
plementation of comprehensive language and com-
munication services in a hospital-based setting.
Moffitt’s Language Services Program is designed
to improve access to and care of patients with
diverse language and communication needs by
offering high-quality, culturally competent and
professionally delivered interpretation and translation
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services, in a centralised and consistent manner. The
programme includes face-to-face and telephone
medical interpreting, video remote interpreting
(VRI) (verbal and signed), and translation (written)
at no additional cost to the patient. This Language
Services Program provides an example to other
healthcare institutions, particularly cancer centres,
with regard to building the necessary critical struc-

Introduction

tures and implementing promising strategies to
meet the language and communication needs of
all patients and family members.

Keywords: communication, disparities, interpret-
ation, language, limited English proficiency, trans-
lation

Legal and policy issues

Members of groups with limited English proficiency
(LEP) and/or other diverse communication needs
experience high levels of health disparities which have
a significant and negative impact on quality of care,
patient safety, cost of care, risk and liability, patient
decision making, and healthcare outcomes (Betancourt
et al, 2006; Hawley et al, 2008, 2013; Flores, 2005, 20065
National Health Law Program, 2010; Lindholm et al,
2012; Kagawa-Singer et al, 2010; Napoles-Springer
et al, 2007; Napoles et al, 2009; Schyve, 2007;
Regenstein et al, 2013). LEP populations often have
more difficulty communicating with and understand-
ing their healthcare provider, feel treated with disre-
spect, suffer more medical errors with greater clinical
consequences, and are less likely to receive the most
effective evidence-based care (Collins et al, 2002;
Betancourt et al, 2012).

Factors that increase the effectiveness of language
and communication programmes and services in-
clude the utilisation of face-to-face qualified medical
interpreters, which significantly increases patients’
and providers’ satisfaction with communication (Bagchi
et al, 2011). This can also ensure confidentiality, prevent
conflict, increase understanding of medical terminology
and reduce medical errors (National Health Law Pro-
gram and the Access Project, 2004; Betancourt et al,
2006). In addition, the use of interpreter services in-
creases the percentage of recommended preventative
services for patients, the number of office visits, and
the number of written and filled prescription orders.
Interpreter services provide a viable, cost-effective ap-
proach to the delivery of care because they help to avoid
more costly services and procedures due to the increased
use of preventative services (Jacobs et al, 2004). LEP
patients tend to experience disadvantages when being
treated by English-speaking providers. Misunderstand-
ing, confusion, lack of information and other problems
often result in less dialogue and in blatant disregard of
patients’ efforts to communicate when they do choose to
engage in dialogue (Rivadeneyra et al, 2000). This leads
to lower adherence, unnecessary use or overuse of
services, and poorer medical outcomes.

There are key US federal and state laws, health system
accreditation standards and national policies that
provide legal protection for healthcare recipients with
diverse language and communication needs, as well as
guidance for healthcare providers and institutions in
delivering language and communication services. In
the USA, healthcare providers and institutions that
receive any type of federal financial assistance must
abide by Title VI of the US Civil Rights Act, which
prohibits discrimination based on race, colour or
national origin (US Civil Rights Act, 1964). In 1974,
the US Supreme Court ruled that language-based
discrimination equates with discrimination based on
national origin (US Supreme Court, 1974). The US
Americans with Disabilities Act (ADA) of 1990 en-
hances these protections for individuals with physical
or mental impairments, including visual, speech and
hearing impairments, mental retardation, emotional
illness and specific learning disabilities (i.e. dyslexia or
dysgraphia), regardless of receipt of federal financial
assistance (Americans with Disabilities Act, 1990).
In 2000, President Clinton set forth Executive Order
13166, which requires federal agencies to examine the
services that they provide, identify service needs for
those with LEP, and develop and implement a system
to provide those services to ensure meaningful access
(Executive Office of the President, 2000). In addition,
each US state has its own set of statutes and regulations
to enhance and localise the legal requirements for
delivering care to individuals with language and com-
munication needs (Perkins and Youdelman, 2008).
The Joint Commission, an independent, not-for-
profit organisation, accredits and certifies health-
care organisations and programmes in the USA. The
Commission accreditation programme is recognised
nationally as a symbol of quality and safety in the
provision of care; it is widely accepted in developing
the standards for the healthcare system. The Com-
mission has included accreditation standards address-
ing language and communication since 2003, but
instituted new and revised standards in 2012. These
require more accessible and effective communication
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for patients and their families who have language and
communication needs (Joint Commission, 2009,
2010).

In 2004, the US Department of Health and Human
Services (US DHHS) published guidelines to clarify
the provisions of Title VI affecting LEP persons; these
specifically require all recipients of federal financial
assistance to provide meaningful access to LEP per-
sons (US Department of Health and Human Services,
2004). It is crucial to note that, in the USA, medical
malpractice insurance typically does not cover dis-
crimination or civil rights violations in the provision
of healthcare with regard to discrimination based on
race, colour or national origin (Hunt, 2010). This is
despite the fact that communication problems ac-
count for a major number of claims filed by patients
whose language and communication preferences differ
from those of their healthcare providers (Betancourt
et al, 2012).

In 2013, the US DHHS strengthened the National
Standards for Culturally and Linguistically Appropriate
Services in Health and Health Care by providing a
blueprint for healthcare providers and institutions to
implement the revised standards to improve quality of
and access to care, advance health equity and eliminate
health disparities and inequities (US Department of
Health and Human Services, 2013). Regrettably, it is
not well understood in the US healthcare industry that
to deny these services to patients with language and
communication needs may constitute a violation of
their civil rights (Perez, 2001; Smith, 2005; Chen et al,
2007).

The purpose of this paper

The H. Lee Moffitt Cancer Center and Research
Institute (Moffitt) recognises the effects of health

disparities experienced by members of LEP popu-
lations and the legal ramifications of care provision.
Therefore Moffitt implemented a comprehensive Lan-
guage Services Program to respond to the diverse
language and communication needs of its patients
and their families. The purpose of this paper is to
describe this programme as an example of the building
of institutional critical structures and implementing
promising organisational and patient-level strategies
to meet the unique needs of these populations. The
paper includes a brief overview of Moffitt, an in-depth
description of Moffitt’s Language Services Program,
and lessons learned during the implementation of the
programme.

Addressing language and
communication needs at Moffitt

Opened in 1986, Moffitt is the third largest cancer
centre by patient volume in the USA, with over 9200
inpatient admissions, 320 000 outpatient visits, 9200
surgical procedures per year, and 206 inpatient beds.
Moftitt is designated as a US National Cancer Institute
Comprehensive Cancer Center, one of only 41 in the
USA, and the only one in the state of Florida. Moffitt
serves about 20% of the entire patient population with
cancer in Florida. State and local demographic data
forecast that populations with higher percentages of
LEP individuals will continue to experience a steady
increase in their numbers (Motel and Patten, 2013; US
Census Bureau, 2013). This will significantly increase
Moffitt’s already growing diverse patient population
(see Table 1). In the USA, about 20% of households
report not speaking English well or not speaking it at
all (Shin and Kominski, 2010). Across Florida, this
ranges from about 25% to over 40% in some areas.
Within Moffitt’s local service area, about 26% of the

Table 1 Race/ethnicity trends for new patients at Moffitt Cancer Center in 2007 and 2011

Race/ethnicity 2007 2011

Asian 100 (0.6%) 304 (1.8%)
Black 843 (5.3%) 1119 (6.5%)
White 12 887 (80.8%) 13 829 (80.7%)
Hispanic 1064 (6.7%) 1560 (9.1%)
Other race 750 (4.7%) 583 (3.4%)

Unknown race* 1370 (8.6%)

1303 (7.6%)

* Unknown includes missing, patient not present, prefer not to answer, refused, and unknown.
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population do not speak English at home (US Census
Bureau, undated). One in seven patients at Moffitt
speaks a language other than English, primarily
Spanish.

The Language Services Program

Moffitt’s Language Services Program works to im-
prove access to and care of patients with diverse
language and communication needs by offering high-
quality, culturally competent and professionally deliv-
ered interpretation and translation services, in a
centralised and consistent manner. The programme
includes face-to-face and telephone medical interpret-
ing, video remote interpreting (verbal and signed),
and translation (written), all of which are offered at no
additional cost to the patient. These services have been
available at Moffitt for over half of its existence.

Moffitt’s efforts in language and communication
demonstrate its unique and innovative status. Unlike
hospitals in the USA with multiple specialties, Moffitt’s
only focus is cancer treatment, prevention and re-
search. It is one of only a few hospitals in the state of
Florida that provide qualified professionals for face-
to-face interpretation services (Spanish and American
Sign Language [ASL] ) and translation services (Spanish)
onsite. In the case of data collection, like many US
hospitals, Moffitt has mechanisms for identifying
patients’ language preference and communication needs
(Wilson-Stronks and Galvez, 2007). It provides edu-
cation and training on the appropriate use of in-
terpretation and translation services, and has hosted
events at the Cancer Center and in the community on
the impact of language and communication services
on patient safety, quality of care, and healthcare out-
comes. This is significant, because many US hospitals
do not provide ongoing training for staff on accessing
language services (Wilson-Stronks and Galvez, 2007).
With regard to institutional policies on the provision
of language and communication services, a recent
large cohort study of US hospitals found that few
hospitals had policies about the use of family mem-
bers, minors and/or non-qualified clinical and non-
clinical staff as interpreters during medical-related
encounters (Wilson-Stronks and Galvez, 2007). Moffitt
has policies in place that address these important
issues and outline the processes and procedures for
accessing and utilising interpretation and translation
services.

Development of the language services
department
Responding to the diverse language and communi-

cation needs of patients has long been a focus at
Moffitt (see Table 2). In 1999, appointment requests

from international patients rose steadily at the Cancer
Center. Leadership and key staff forged an initiative to
address this growing need, which resulted in the
creation of the International Relations Department
and the hiring of a bilingual manager. The continued
influx of international patients increased the need for
interpretation services, and led to the development of
the Interpreter Services Program (ISP). During this
period, Moffitt also made Telephone Interpretation
Services (TIS) available. Interpretation services over
the telephone are provided by an outside company;
qualified medical interpreters of over 180 languages
are available by phone 24 hours a day. A concerted
effort was made to ensure that TIS was available in key
locations in which medical-related patient encounters
occurred. Training was provided simultaneously to
inpatient and outpatient staff to enhance their aware-
ness of and skills in utilising ISP and TIS.

In 2003, Moffitt hired its first certified professional
translator to translate consent forms from English into
Spanish. The translator’s role expanded to coordin-
ating the translation of vital and non-vital documents.
Consequently, the Translation Services Program (TSP)
was established. A second certified professional trans-
lator was later hired in 2006. In 2011, ISP and TSP
merged to form the Language Services Program.

Interpretation services

At Moffitt, interpretation is recognised as the process
of understanding and analysing a spoken or signed
message, and restating that message in another lan-
guage (National Council on Interpreting in Health
Care and the American Translators Association, 2010).
In the Language Services Program, a Certified Medical
Interpreter (CMI) is a professionally trained inter-
preter who has undergone specific healthcare inter-
pretation training (see Box 1).

There are currently six Spanish and one trilingual
(English/Spanish/American Sign Language [ASL])
CMIs at Moffitt whose services are offered during
extended weekday business hours (Monday to Friday
from 7.30 am. to 8.00 p.m.) and at weekends
(Saturday and Sunday from 8.30 a.m. to 1.00 p.m.).
To request a CMI, Moffitt employees call an internal
dispatcher who then assigns a CMI to the patient.
After hours, staff members are directed to use TIS.
Staff members document the use of interpretation
services in the patient’s medical record. This provides
a mechanism for monitoring when and where Moffitt
CMLIs or TIS are utilised. In addition, Moffitt utilises
video remote interpreting (VRI) to provide interpret-
ation with CMIs at Moffitt’s offsite clinics. VRI is a
remote visual telecommunication service that uses
technology (e.g. web cameras, tablets) to provide spoken
or ASL interpreting with a CMI in real time. The use of
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Table 2 Language Services timeline

Activity/programs Outcomes Timeline
International Relations Department Interpretation services and translation 1999
services outsourced; bilingual manager
hired
Telephone Interpretation Services (TIS)  Contracted with TIS provider 2002
Language and Communication advocacy Diversity Taskforce Initiative established
American Sign Language interpretation ~ Hired American Sign Language 2007
interpreter
Translation Services Translation Services Program formed; 2003
Institutional priority for diversity and translator hired
inclusion Office of Institutional Diversity (OID)
established
Translation Services Program Translation Services Program under OID 2006
Second translator hired
Interpretation Services Seven interpreters hired 2000-2008
OID reorganisation Renamed Moffitt Diversity Department 2008
Language Services Program Interpretation and Translation Services 2011
merged to form Language Services
Program under Moffitt Diversity
Department
Incorporation of Video Remote
Interpreting
Policy development Organisational-wide Language and 2012

Communication Assistance Policy

Box 1 Situations in which a Moffitt CMI
ensures thorough and accurate
communication

e Obtaining medical/social histories

Obtaining informed consent

Requesting financial and insurance infor-
mation

Explaining a diagnosis and treatment plan
Explaining changes in regimen, environment
or condition

Explaining medical interventions and/or sur-
gical procedures

Explaining potential side effects

Explaining discharge plans

Patient care conferences

Health education sessions

Reviews of legal documents

this technology has been demonstrated to be a suc-
cessful alternative interpretation method with positive
outcomes (Gany et al, 2007).

Translation services

Translation is widely recognised as the written con-
version of text into a second language equivalent in
meaning (National Council on Interpreting in Health
Care and the American Translators Association, 2010).
In the Language Services Program, a Certified Trans-
lator (CT) is a professionally trained translator who is
qualified to translate with consistency and accuracy, in
line with standards of practice and a code of profes-
sional ethics. The translation service is currently staffed
by two CTs. The need for non-Spanish language
translations is determined at the time of inpatient
admission or outpatient registration, and communi-
cated to the Language Services Program promptly. To
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minimise delays, non-Spanish translations are out-
sourced to reputable outside companies because they
generally take several business days to complete. With
regard to the translation of key patient care-related
documents, Moffitt differentiates between vital and
non-vital documents to ensure that LEP individuals’
needs for written materials are met (US Department of
Health and Human Services, 2004) (see Table 3).

Policy development

It was essential to develop a distinct and comprehen-
sive institutional policy to ensure consistency and
continuity in language and communication services.
A small group was convened by the Language Services
Program to research local, state-wide and US popu-
lation demographics, Moffitt patient demographics,
satisfaction scores, and policies, LEP health dispar-
ities, and language and communication health ser-
vices’ laws and regulations. Individual interviews were
conducted with US legal experts and administrators of
effective language services programmes throughout
the country. The knowledge gained from these inquir-
ies provided the foundation for the business case for a
language services policy at Moffitt.

The Moffitt Language and Communication Assist-
ance Policy has several important elements: an organ-
isational policy statement; the science-based rationale
for language and communication services; utilisation
procedures; important definitions. Implementing this
policy and procedures involves the following:

1 All patients, family members and others significant
to the patient must declare their right to receive
medical information, in their preferred language or
communication preference, at no additional cost,
when the patient registers as an outpatient regis-
tration and/or at inpatient admission.

2 They must be asked to identify their preferred
language for communicating verbal and written
medical information.

3 If the patient is a minor, is incapacitated or has a
designated advocate, the communication needs of
the parent or legal guardian, surrogate decision
maker or legally authorised representative will be
addressed and assistance provided.

4 Moffitt CMIs and CTs serve exclusively as in-
terpreters and translators only for Moffitt patients,
family members and staff, and not for other indi-
viduals and entities, including, but not limited to,
law enforcement, governmental administrative
personnel and non-Moffitt attorneys.

Table 3 Examples of vital and non-vital documents for Translation Services

Examples of vital documents

Examples of non-vital documents

Consent forms
Grievance/complaints forms

Other forms scanned into the patient’s medical
record

Procedure or diagnostic testing instructions and
results

Discharge instructions

Patient health questionnaires

Patient education materials

Genetic testing and result letters

Eligibility criteria benefits or services
Billing and charity care information
Medication labels and medication profiles
Legal documents

Patient letters

Information about free language assistance

Patient death certificate

Newsletters
Informational and promotional materials

Community-based educational materials

Third-party documents
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5 Patients are encouraged not to rely on family
members, especially minors, to serve as interpreters
or translators.

6 The Moffitt workforce is not permitted to request
or require a patient’s family member or other non-
qualified individuals to interpret during medical
encounters.

7 Itisrecognised that being bilingual does not make
one qualified to function as an interpreter or a
translator, or to provide care in the patient’s
preferred language and/or communication pref-
erence.

8 If the patient, the patient’s authorised representa-
tive, or others significant to the patient refuse the
services of an interpreter, they must be notified by
the provider that it is the policy of the Cancer
Center that the interpreter remains to assist the
provider with the delivery of accurate communi-
cation for the patient’s safety and to ensure the
highest quality of care, and that the interpreter will
remain present and intervene as needed to ensure
accurate and faithful interpretation of informa-
tion.

9 In emergency situations, where an immediate
response is required, or during certain non-med-
ical communication, the use of non-qualified
interpreters is acceptable, but reverting back to
using CMIs should take place as soon as is prac-
ticable.

10 Automatic translation tools must not be used to
translate healthcare documentation given to patients,
including, but not limited to, medication lists,
discharge instructions, patient education materials,
consent forms or legal documentation of any type.
The policy also outlines the procedures for
accessing and utilising interpretation and trans-
lation services.

The impact of Language Services

Interpretation and translation

The Language Services Program’s sphere of impact
reverberates throughout Moffitt. From 2011 to 2013,
Language Services completed a total of 18 318 face-to-
face medical interpreter encounters (primarily in
Spanish and ASL), with a monthly average of 508.
Each encounter typically lasted for about 38 minutes.
In addition, 6318 telephone interpreter encounters
were completed, with a monthly average of 175; each
encounter typically lasted for about 30 minutes.
Lastly, during this same period, a total of 1462 trans-
lation projects were completed, with an average of 40
projects per month, and an overall total of 8752 pages
and 1 889 357 words translated.

Patient satisfaction

Language discordance between patients and their
providers is associated with less health education,
poorer interpersonal care and lower patient satisfac-
tion (Ngo-Metzger et al, 2007). Conversely, the use of
trained interpreters commonly results in better health
processes, outcomes and service utilisation (Flores,
2005). In addition, the use of professional interpreter
services greatly increases satisfaction with patient—
provider communication for both patients and pro-
viders of various disciplines (Bagchi et al, 2010).

From 2000 to 2012, Moffitt used an internal process
for conducting patient satisfaction surveys. As part of
this internal process, patients were contacted within 1
to 2 days of a clinic visit or discharge from the hospital,
and a survey was administered by telephone. For
Spanish-speaking patients the survey was administered
in Spanish by a bilingual staff member, but only if the
patient preferred this. The goal was to survey every
patient admitted to the hospital, but at the onset the
sample sizes were smaller than desired. For outpatient
settings, surveying was conducted in every Moffitt
clinic once every 6 months until 100 patients per clinic
were reached, and a total of 200 patients per clinic per
year.

Moffitt’s internal patient satisfaction survey asked
patients to rate a question regarding the quality of
service provided by a medical interpreter using a scale
of 1 to 5 (where 5 = most satisfied). The average
inpatient satisfaction score was 4.8 from 2008 to 2009.
In response to the same question for outpatients
during the period from 2007 to 2010, the average
satisfaction score was also 4.8.

Moffitt now currently collects patient satisfaction
data using an external provider, Press Ganey and
Associates Inc. Press Ganey specialises in healthcare
patient satisfaction, and is a nationally recognised
provider of customer satisfaction surveys. Partici-
pating in this external survey allows Moffitt to estab-
lish benchmarks against all US hospitals that are Press
Ganey clients, as well as a consortium of similar cancer
centres. There are both inpatient and outpatient ver-
sions of the survey. For both surveys, Moffitt sends
Press Ganey a secure electronic file every week for
inpatients, and daily for outpatients. This file includes
codes that identify the patient’s preferred language for
receiving the survey. The survey is only available in
English or Spanish. There is no comparable question
measuring interpreter satisfaction in this current sur-
vey process. An interpreter quality satisfaction ques-
tion is being developed for both the inpatient and
outpatient Press Ganey surveys, and Moffitt will be
able to compare these future results in a more con-
sistent manner.
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Lessons learned

Implications for interpretation
services

Challenges arise when non-qualified interpreters are
used during medical encounters. As was noted earlier,
bilingualism does not make one qualified to function
as a medical interpreter or to provide care in the
patient’s preferred language or communication pref-
erence. This may result in poor interpretation, po-
tentially creating a climate in which errors and
miscommunication can become commonplace (Huang
et al, 2009). Moffitt staff members are not permitted to
request a non-qualified individual to interpret during
medical-related encounters, especially in the case of
minors. In cases where a self-identified LEP patient
refuses CMI or TIS services, staff must inform them of
Moffitt’s policy to provide these services to ensure their
understanding, safety, and receipt of the highest stan-
dard of care. Ultimately, Moffitt will develop a process
for accurately assessing the linguistic proficiency of
bilingual staff.

The implementation of the TIS and VRI has
brought its own challenges. First, training employees
in the use of the technologies has been difficult, due to
individuals’ schedules and time constraints. Secondly,
the accessibility of the technologies has created chal-
lenges because not all areas are equipped. Therefore
one consideration for increasing the use of TIS and
VRI is to incorporate mobile technology capacity
(Locatis et al, 2010; Wofford et al, 2012). For example,
iPads and tablet computers can provide tremendous
flexibility for CMIs, and make it possible for them to
deliver interpretation services from almost any lo-
cation.

Implications for translation services

Key lessons learned about the translation of docu-
ments include the following:

1 using translation services at the outset of all initiat-
ives/projects so that they are integrated into the
overall process

2 avoiding the use of poorly written original docu-
ments for translation, as they will translate poorly

3 eliminating ambiguities in original documents

3 avoiding culturally specific expressions, euphem-
isms, puns, etc., as they translate poorly and do not
maintain cultural meaning

5 avoiding the use of automatic translation tools,
programs or software, as they are often inaccurate
and are not recommended.

Implications for the overall Language
Services Program

There is a lot of inconsistency between US hospitals in
the methods used for collecting data about patients’
preferred language and evaluating the effectiveness of
language and communication services (Wilson-
Stronks et al, 2008). Although Moffitt has a good
system in place for collecting data on patients’ pre-
ferred language, the ability to measure the effective-
ness of the Language Services Program will be a critical
step moving forward. Comparing differences in ac-
cess, quality and health and healthcare outcomes will
be essential in order to measure for potential dispar-
ities, and to ensure continuous quality improvement
(Ramos et al, 2012).

Language Services is implementing more ongoing
institutional training to increase awareness and util-
isation of interpretation and translation services.
Since 2011, the programme has delivered 31 training
sessions to clinical and non-clinical staff representing
a variety of departments and clinics. However, devel-
oping an institutional training programme will increase
awareness throughout Moffitt about the availability of
interpreter and translation services, appropriate util-
isation of these services, and the processes and pro-
cedures for accessing them.

Conclusion

The delivery of high-quality and culturally appropri-
ate interpretation and translation services for popu-
lations with diverse language and communication
needs most often results in good patient—provider
communication (Flores, 2005). Moffitt strives to pre-
vent and eliminate health disparities experienced by
these populations by implementing comprehensive
language and communication services through its
Language Services Program. From making CMIs
available at the bedside to having CTs translating vital
and non-vital documents, Moffitt is working to break
down the language and communication barriers that
may contribute to cancer disparities. Moffitt’s respon-
siveness to the needs of these populations can serve as
an example to other healthcare institutions, particu-
larly cancer centres, in building critical structures and
strategies that are responsive to the language and
communication needs of patients and their families.
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