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Ryan White Planning Council Quality Improvement Committee 
2:00 p.m., Tuesday, August 13, 2024 

Bering Church, 1440 Harold Street, Houston, Texas 
 

Transcription of Public Comments 
 

GEORGINA GERMAN (Needs Assessment Survey Interpreter):  Yes, I have a public comment.  
This is something that I witnessed and I experienced.  Two months ago, it was actually in May, I 
was a what you do to help other Ryan White Planning Council to do that customer survey at one 
of the clinics.  Actually, I’m going to say the clinic:  Thomas Street on Quentin.  I was able to do 
two days.  It was on a Tuesday and a Thursday.  One of those days, I encountered, while we were 
encouraging some of the clients, the patients they attend the clinic, to complete the survey, I 
know almost going to the end of the day, one of the clients, that he was a monolingual, Spanish-
speaking person.  I’m not going to get into detail what the person looked like or anything like 
that, but we offer, along with completing the survey, we offer food to the people that we’re 
completing, right?  And also, an incentive. 

 So one person came with a case manager.  I wouldn’t have had it like that.  The case 
manager was an English monolingual person.  This client expressed that it was his first time to 
attend the clinic.  It was a newly diagnosed person, and the client had his kids with him, as well.  
You know, when it’s a first appointment, going through the whole process, it takes usually like 
hours, right?  The client asked for extra food.  We give him extra food for his kids.   

 What I observed in the moment, it was:  The case manager was a really nice person, but 
the way he/she was communicating with the patient, the client, he was using Google Translate.  
At the moment I saw that, how can I say?  He expressed to be confused on the process but also 
appreciated that the case manager was helping him, you know, like even though that the case 
managers, what you see, this Google Translate, that is not the appropriate way how we 
communicate or we provide services to our clients or to our patients, and I would say especially, 
especially when it’s your first appointment, when you have been newly diagnosed and you 
require way more information to (audio dropout).  So it was kind of confusing.  He showed 
confusion, but was more eager to go through the process and just, you know, like doing the labs, 
continue what he needed to do.  Like I said, the case manager was very nice.  I saw how they 
were interacting.   

 But using a Google app to translate, my observation was:  not correct at the moment, 
because it’s more than really translating to our client.  It’s being able to communicate, educate, 
explain what is going to be the process so they can continue with their care.  And I think that I 
witnessed in person, as a previous, being a prevention manager, the same experience as my team 
had encountered; that it was difficult for them to find bilingual people in the clinics.  

 Did I finish my time?  Okay, sorry.  Thank you.  
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* * * * * 

STEVEN VARGAS:  I’m going to start my public comment.  I hope you-all can catch it.  Three 
minutes.  I’m here essentially just looking at the data we’ve been looking at for this entire year, 
when it looks like when it comes to Latinos, just newly diagnosed, increasing our numbers of 
people living with HIV, as well, those numbers have been spiking across the country.   

 Pete (the Committee Chair), I’m sure you’re probably aware of this, also, just of your 
travels and helping out other areas.  It’s what I’ve seen, as well.  And we know that here in our 
own state of Texas, Latinos, led the pack of late diagnoses since the beginning of this century, 
and now we’re seeing young Latino MSMs becoming positive at an alarming rate across the 
country and in our own city, not just our state.   

 I think it’s about time that we start redoubling our efforts to focus in on Latinos, to help 
them realize their HIV status and capitalize on the treatment advances when it comes to getting 
to viral suppression.  Right now, I am going to be trying to push for folks to redouble our efforts 
to duplicate what we did about a quarter century ago.  When we saw the numbers of African 
Americans living with HIV, our city created a state-of-emergency response and put monies from 
our own city’s coffers and health departments to address the issue.  Well, I’m going to be doing 
the same with our own city, and I’m calling on this council to basically do what you can.  We’ve 
done what we can to address this inasmuch as we can.  And at this point, I think we need to do 
what we need to do and not just what we can.   

 I know that the grant administration has mentioned that we encourage and prefer to hire 
folks that are bilingual to help with our Latinos that are monolingual speaking, to help them with 
their facilitation and access the maintenance in care.  But we know, just from what we just heard 
from this first public comment, that is not meeting the mark.  We did what we can.  Now we need 
to do what we need to do.  We need to demand that bilingual staff be hired at every CBO and 
clinic that the Ryan White Planning Council funds in Houston.  Not recommend.  Not would be 
nice to have.  Demand.  Make it mandatory that everyone receiving any funding from Ryan 
White-funded services — care or support — needs to have people that are bilingual so that we 
can get this under control when it comes to Latinos living with HIV.  And so we’ll be repeating 
the same information with the city and the county judge’s office.  My hope is that we can follow 
suit, and that’s the end of my comments.   

 Thank you. 

* * * * * 

ADRIANA DIBELLO (AAMA, Inc.):  Hello, good afternoon, everyone.  I definitely echo the 
message Steven shared a few minutes ago:  increasing job opportunities for individuals who are 
bilingual and making it almost mandatory for many of these funded Ryan White locations. 
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 I, myself, have been at AAMA now for — I’m going on 19 years, you guys.  So 19 years, 
and throughout this time frame, we’ve had a lot of programs around HIV prevention services or 
HIV early intervention services.  And throughout the time that I have been here and working also 
with the City of Houston Health Department, our Latino population has always needed a little 
extra support because they face maybe twice to three times the challenges that any other 
individual may have.  And needless to say, there are also — you know, there’s a lot of fear 
factors involved with this specific population.  And so, many times it’s navigating the system:  
what documents to bring, what services they can utilize and what they can’t.  Being able to 
educate a lot more.  I’ll tell you that if we do not have that type of what we call intensive, 
supportive case management service, then you’re going to continue seeing an increase amongst 
this population, and it’s just going to evolve even greater.   

 Thank you. 

* * * * * 

ELIA CHINO (FLAS, Inc.):  Good afternoon, everyone.  Nice to see you.  Thank you for the 
opportunity to let me speak on behalf of the Latino community.  We’ve been challenging forever 
this problem.  The Latino community in Houston, it’s still the stigma is a huge barrier that we are 
facing.  As I expanded the organization, we are celebrating this year be 30 years.  And I’ve been 
involved with Ryan White for all these years, and you know what?  FLAS never received any 
support from Ryan White whatsoever.  But I also think we need to — acting as Steven and 
Adriana, they already mentioned about all the needs.  I think we need to allocate money from the 
City of Houston and Harris County to provide more support for the CBOs, because we are 
challenges.  Our community needs transportation.  Our community, they need food to bring to 
the tables.  They need to do whatever they have to do to continue surviving, to continue facing 
the discrimination, the transphobia, the homophobia across all the clinics.  We need to have more 
bilingual people that are work and to have empathy for the population that we serve because that 
is not happening nowhere, and we need to address these issues because we need support.  We 
need more funding.   

 Thank you. 

* * * * * 

GLORIA SIERRA (Chair, Latino HIV Task Force):  I am the chair of the Latino HIV Task Force, 
and this has been an issue since as long as I’ve been in HIV, which has been at least 30 year now.  
What I see, the continued issue, is that while we have monies to do testing and things like that, 
it’s always our HIV providers that are getting this money, and yes, they target certain 
populations, and that’s always been a somewhat unspoken rule that they do testing, they stick to 
their own, they go to the gay communities.  But as our Latino communities, they’re never out 
there.  They’re never testing there. 
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 Why not look beyond the usual HIV — the five to seven clinics that get funding all the 
time?  To look beyond and look at some other clinics that are in the communities, to get some 
testing money for the ones that do visit these clinics, and maybe we can get some more people 
onboard and not just the same five or six.  And I’m counting Texas Children’s Hospital in there, 
as well.  I’m not avoiding that we don’t do the same thing, but we get people to come to us.  But 
as the chair of the Latino Task Force, this has been an issue.   

 I mean, about seven years ago, we did a micro mystery shoppers, where we didn’t have 
any agencies that are out there with monies that had Spanish speakers.  And then they treated us 
terrible.  This is just not okay, and we continue to have this same issue, and it hasn’t gone away.   

 When is the City of Houston, the Ryan White Planning Council, going to look at all of 
this and really do something about it and get us some assistance, get us some help?  And I’m not 
talking about avoiding the African-American or the young gays or whoever, but let’s all work 
together and try to get everyone to do whatever it is we need to do for everyone to get tested so 
we can all know what our status is.   

 Thank you. 

* * * * * 

DANIEL RAMOS (ViiV Healthcare):  Thank you, and thank you, committee members, for your 
time and your work today.  My name is Daniel Ramos.  I am a community engagement specialist 
with ViiV Healthcare, but I’ve been living here in the Houston area and working here for a few 
years. 

 I used to be a planning council member at the Austin TGA Planning Council between the 
years 2019–2021.  There, we had very similar conversations with regard to providing 
interpretation and translation services to clients with limited English proficiency.  So this is 
absolutely something that I believe is not unique to the Houston EMA, but absolutely something 
that’s very ubiquitous in planning councils all over:  How do we provide services, again, to our 
clients who have limited English proficiency?   

 Now, keep in mind that any healthcare organization that receives federal funding is 
regulated.  It is required to offer translation and interpretation services to any clients of limited 
English proficiency.  And let me just rattle off three:  Title III of the Americans with Disabilities 
Act does speak to this need.  Section 1557 of the Affordable Care Act also has information 
related specifically to healthcare providers needing to offer these services.  And last but not 
least — there are others — but Title VI of the Civil Rights Act, as well.   

 So with that in mind, keep — I know that you are all very well savvy with regard to Ryan 
White funds being funds of last resort.  We’re only using our funds to provide services as need 
be.  Keep in mind that all of the contracted agencies that are providing services under Ryan 
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White have to be able to provide services for translation and interpretation from clients with 
limited English proficiency, out of their own funds.  Out of their own funds.   

 Yes, I think it’s important that if we do need to oversee and support rollout of better 
interpretation services at all Ryan White grantee spaces, that some funds be allocated for that.  
But keep in mind, these agencies have — it’s imperative that they provide services, and not only 
through apps or through phone lines, but actual live, in-person interpretation.   

 Now, I want to mention and corroborate kind of what Georgina had mentioned earlier.  I, 
myself, was at Quentin Mease a couple of months ago, waiting for an appointment with one of 
my customers, and I overheard a case manager, in the hallway, using a Google app, Translate, on 
their phone, speaking in English to their phone, and it spouting out Spanish to the client, in a 
hallway.  Absolutely, patient confidentiality was out the window.  That’s unheard of.   

 Aside from hiring people that are bilingual, organizations need to provide services by 
certified translators and certified interpreters.  Now, I’m more than happy to share the American 
Translators Association information, atanet.org, and I know people in Austin and around the state 
who can connect us with more information if that’s necessary.   

 Thank you so much for your time today. 

* * * * * 

KIMMY PALACIOS (FLAS, Inc.):  Good afternoon.  My name is Kimmy Palacios.  I’m a 
project director here at FLAS.  I’ve been here close to 13 years, and I’m just going to share a 
story. 

 A couple of years ago, I’m going to talk about 11 years ago, I had to provide 
transportation and translation services — I am not certified — to a transgender client.  This 
particular person had to have a breast exam with a very specific machine, and the doctor, from 
the very beginning, was very, very rude to her.  He did not use she/her pronouns.  He was very 
rude, and when he had to use the machine on her breast to see the size of the ball that was 
growing in her breast, he was very, very aggressive.  He was pushing on the machine very — I 
could tell that he was doing it in a mean way.  He not a caring person, you know, and very softly.  
No, he was like pushing down on the thing and hurting her breast.  And I could not say anything 
to the doctor.  I was just there holding her hand as she was getting this procedure done.   

 She cried in the vehicle, and I cried with her too, because I thought in Houston, we’re a 
melting pot.  There are so many Latinos.  How dare we stay in the shadows?  How dare we stay 
in the damn shadow?  We have to speak up for our people because this is not fair.  They’re 
making money out of our people when they go to every single appointment.  And it’s not fair that 
they get the trust here at FLAS, where we have to send them out for these other services that we 
don’t have in-house.  And for what?  So you can get mistreated?  They’re not getting their 
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pronouns correctly?  They come with trauma:  escaping cartels; escaping their small villages; 
from their hometowns, getting burned alive just because of who they are and their sexual 
orientation or for who they love.  Do you think that’s fair?  They don’t cross one border.  They 
don’t cross two.  They cross up to five damn borders to get here.  And for what?  The American 
dream?  To get mistreated when they’re looking for services?  We have to demand better services 
for our people. 

* * * * * 

OMAR TOIRAC (FLAS, Inc.):  Hello, good afternoon.  My name is Omar Toirac, and I’m 
employed here at FLAS for almost 10 years.  All this mistreating our clients has been going since 
I’ve been here, and I’ve always been an advocate for them.  When I got the opportunity to be a 
case manager for people that were getting diagnosed with HIV and they were only Spanish 
speakers, we will go to mainly St. Hope Foundation, and we were able to be the translators for 
them.  But all of a sudden, they stopped us and say if we were certified to be translators.  And the 
reason why we were translating to them, because many of the uncertified translators were not 
speaking whatever the doctor was telling the patient, and we were just stopped.  They just 
stopped us to be their translators.  They were not using the medical terms that they were 
supposed to.  If they’re going to be hiring these big companies that translate for them, they need 
to make sure they hire the right people to translate in the proper medical language that they need 
to be using.   

 A week ago, I got a call from one of my clients, and he was literally crying because at 
St. Hope, he was scheduled an appointment on a day that they were closing early.  He was there 
early for his appointment, and they just told him that they were not going to be able to see him.  
You know, these people come from other countries and they find little jobs that can pay them the 
minimum wage and abuse them.  And when we have all these big clinics that are making 
mistakes on their appointments, I don’t think it’s fair.  They need to do their job properly.   

 Like I once told one of the supervisors there, they need to treat our people, especially our 
Latino people, they need to treat them right, how they treat — I’ve seen firsthand how they treat 
black Americans.  That’s the same treatment we deserve.  We deserve better treatment.  That day, 
I told the supervisor that she needed to talk to my people the way she talks to their people 
because it’s not fair that they’re receiving all this money for what?  Just to make them bigger and 
not giving good service to our Latino community?  I think we need to get funding to the right 
clinics and make sure, do inspections or whatever it takes, for them to give the right and proper 
treatment to our clients.   

 Thank you so much for letting our voice heard, and I really appreciate it.  Thank you. 

* * * * * 

OMAR NAVARRO (FLAS, Inc.):  Hi, good afternoon.  I’m Omar Navarro. I’m the program 
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manager at FLAS.  I’ve been here 10 years, and I’m also an HIV navigator, so I’m with Omar 
Toirac on everything he said. 

 We go to the appointments with the clients, especially on the first appointment, which is, 
I guess, like the most important appointment because they have to go through eligibility and then 
the medical, so it’s like three hours to four hours.  Recently, it was this year, where in one of the 
clinics — I don’t know if I can mention the name, but I’ll go ahead — it was Avenue 360 where I 
went, and the provider asked me, “Are you certified to translate?” 

 I said, “No.” 

 So she said, “Okay.”  Well, she just turned around, made the call, and they were doing the 
translation, but it was not the correct one.  The client didn’t really understand what the person 
was telling him, so I had to still be translating.  And I feel like the service is not the same because 
they just do it, but it’s like they don’t care.  Case managers, as well.  And it’s not only in that 
clinic.  It’s in other clinics, like they mentioned St. Hope.   

 So I feel, like Steven Vargas mentioned, we need to hire people that are bilingual so they 
can have a better service.  They’re not using the medical terminology.  They really don’t care 
about our patients.  So I just wanted to address that, as well, and thank you. 

* * * * * 

ESMERALDA OREGON (FLAS, Inc.):  Again, my name is Esmeralda.  I’m with FLAS.  I’m 
the housing support coordinator here. 

 I have worked as a HOPWA case manager for 11 years now, and just as everyone has 
been saying, the number one barrier is language.  Navigating the system, even calling to make an 
appointment, to set a doctor appointment, to set a dentist appointment, the pharmacy, there’s no 
way of them communicating because there’s no one there that speaks Spanish. 

 I’ve had a client, a previous client, went to pick up her medication at the pharmacy, and 
she was given somebody else’s medication because they didn’t understand, I guess, her birthday 
or her full name.  Maybe her name was common.  I don’t know.  But she received somebody 
else’s medication, and she reached out to me.  I was in the same building, and I tried to assist.   

 But yes, I mean, it was difficult even to help them within the same agency that I was 
working at, which was Avenue 360, but it was even difficult for me to try to help them 
sometimes, or if I wasn’t available.  So yes, we need more Spanish speakers because there’s a lot 
of need for them in the community.   

 Thank you. 

* * * * * 
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EVELIO SALINAS ESCAMILLA (Latino Commission on AIDS):  Hello, my fellow colleagues 
on this committee.  Of course, I’m making a public comment as a private citizen. 

 We have had this conversation ever since my first tenure on the planning council, which 
was, I don’t know, more than 10 years ago.  I’ve served in different capacities with prevention 
agencies at U of H, and then I’ve also worked in a Ryan White serving agency, and this 
constantly comes up all the time.  I’m a firm believer of language justice, and it’s not just about 
translation, but translation is very important.  But when you have a client and they come into 
your office, they need to make sure that that client has an increased level of health literacy, and 
whether a Google app or a translator or whatever, but the idea is that the client really has to know 
how to manage his care.   

 Hispanics are great at managing their care if you give them an opportunity.  At six 
months, most Hispanics exceed their white counterparts in reaching viral suppression.  They fall 
behind after one year.   

 These are things that we have to talk about, about quality improvements.  The service 
categories that we always have, have always a little loophole.  That loophole has to be closed.  I 
am very sorry, but they have to be closed.  They have to be.  They have to have staff.  We have to 
see what the performance measures are for these service categories.  We have to see what — if 
there’s an MAI service category for Hispanics, people that are using that service category better 
be Hispanic, and there better be, as well, not Hispanic, but at least there better be 
Spanish-speaking staff, bilingual Spanish-speaking staff.   

 These are very important issues.  We need to increase the literacy of our population not 
only within our Hispanic community, but also in our black and African-American communities, 
too.  We need to help motivate them to really reach better health outcomes.   

 And so I’m just seeing that there’s way too many gaps, way too many loopholes, way too 
many, you know, sometimes excuses.  And so we really need to think about, then, figuring out 
ways to having good performance measures that are health-outcome-based.  Not just money 
being spent.  Not just unduplicated clients.  I want to see where they’re really becoming healthier 
individuals.  That’s what quality improvement is.  It’s not just throwing money at a problem and 
see whether it works or not.   

 So we really need to think about this, and I’m hoping that we all can work together on 
this committee to be a lot more scrutinizing about the services that we are looking at as a quality 
improvement committee because health outcomes are what provides better quality of life. 

* * * * * 
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WRITTEN PUBLIC COMMENT SUBMITTED ON 08/13/24 

Sent: Tuesday, August 13, 2024 2:49 PM 
Subject: S.Vargas Public Comment 
 
I am here to provide Public Comment to help offset the disturbing trend in rising numbers of 
Latinos with HIV. Back in 2008, Latinos in Houston comprised about 20% of the newly 
diagnosed individuals. That percentage was increasing about a percentage point a year. However, 
we reached about 25% of newly diagnosed individuals being Latinos a year earlier than 
anticipated. We are continually underestimating the effect of HIV on Latino communities. It 
shows up in the number of Latinos who receive a late diagnosis of HIV, already having reached 
Stage 3 HIV, or what we called AIDS. Latinos have led the pack in late diagnoses this entire 
century in our state and city. 
 
Today, though we see a decrease in overall numbers of new cases of HIV, we still see an increase 
among young Latinos who have sex with men. We have done what we can to address this, and 
we still see this trend. We need to do what we need now. That means no longer recommending 
hiring bilingual staff, but mandating bilingual staff be hired. This I recommend for our Ryan 
White Planning Council, Houston Health Department, Harris County Commissioners Court and 
Houston City Council. 
 
About a quarter century ago our city recognized a need to address the rising numbers of African 
Americans living with HIV by declaring a state of emergency response. Today, we need the same 
commitment to be demonstrated on behalf of Latinos in Houston. We need specific funds to be 
allocated to help Latinos in Houston in their attempts to avoid acquiring HIV, and for Latinos 
living with HIV in their attempts to access and maintain their life-extending care.  We demand, 
not recommend, the hiring of bilingual staff of various educational backgrounds to help our 
communities.  
 
I'm available for continuous dialogue on this, 
 
Steven Vargas, 
HIV Advocate and Long Term Survivor 

 

 

END OF PUBLIC COMMENT 
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HCPH Priority Public Health Issues for 2013-2018
Selected for the magnitude of the issue and our ability to make progress in Harris County

Reminders
�Ryan White A does not fund Linguistic Services

�Client Satisfaction Survey (CSS) captures indirect indicators for 
language barriers (i.e., Cultural humility questions)
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Selected for the magnitude of the issue and our ability to make progress in Harris County
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HCPH Priority Public Health Issues for 2013-2018
Selected for the magnitude of the issue and our ability to make progress in Harris County

The Tool
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HCPH Priority Public Health Issues for 2013-2018
Selected for the magnitude of the issue and our ability to make progress in Harris County

Question #1 What linguistic (translation) services or apps do CM/frontline use at your organization for bilingual clients?

Agency A MasterWord and Globo services are ordered for English/non-Spanish Bilingual patients. 

Agency B We schedule interpreters for all languages except Spanish from MasterWord and Crabtree GLOBO agencies. We have the state services 
grant that allows us to order interpreters for all RW agencies. A 3-day advance notice is required to request interpretation services along 
with submission of eligibility documentation.  One of our case manager receives the requests and places the order to MasterWord or 
GLOBO depending on the language of the client.

Agency C Frontline staff utilizes multiple robust linguistic services to ensure that bilingual clients receive the care they need without language 
barriers. The services include over-the-phone on-demand interpretation available 24/7 in over 250 languages, Video Remote Interpreting 
(VRI) for critical languages like Spanish, Vietnamese, and Mandarin, and In-person Spanish interpreters available at all locations. These 
services ensure that language does not hinder effective communication between staff and clients.

Agency D Translation Line, we also have a bilingual MCM who provides mental health services. 

Agency E Boostlingo’s interpreting services expand language access and improve communication with innovative technology. The solutions include 
on-demand Video Remote Interpretation (VRI) and Over-the-Phone Interpretation (OPI), interpreter management, simultaneous 
interpretation, remote simultaneous interpretation, and AI captioning and translations.

Agency F
A language line for phone appts and use a virtual interpreter for in clinic appointments. 
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Question #2 What process does CM/frontline follow at your organization when assisting Spanish speaking clients? How is 
this process different or the same for monolingual Spanish speakers?

Agency A Spanish-speaking medical staff are used for medical and Spanish-speaking CM Team staff are utilized for case management appointments. 
Process is the same but utilizes in-house staff instead of translator agencies.

Agency B All of our front desk staff are bilingual and assist all clients equally with our eligibility documentation. Our eligibility forms are in both English and 
Spanish. Half of our Clinical Case Managers are bilingual as well as our Lead Case Manager who assists with assignment of clients.

Agency C For Spanish-speaking clients, frontline staff utilizes the over-the-phone on-demand interpretation service line or in-person interpreters as 
needed. Additionally, Video Remote Interpreting (VRI) is employed for a more immediate and visual interaction. A dedicated team of qualified 
bilingual staff members who can directly communicate with Spanish-speaking clients, ensuring that monolingual Spanish speakers receive the 
same level of care and service as other clients. The process remains consistent across the board, whether the client is monolingual or bilingual, 
to ensure that all communications are clear and effective.

Agency D Process is the same, we have bilingual staff. Specifically for mental health side, patients referred for services that are Spanish speaking are sent 
to the Spanish speaking clinician. 

Agency E A diverse staff with at least 90% of the front-end staffing being bilingual in English and Spanish. For those staff members who do not speak 
Spanish or clients who speak an alternative language, we are using Boostlingo for any translation needs.

Agency F Utilizing cultural competent forms, reading out loud so the if the client can’t read successfully, utilizing 
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HCPH Priority Public Health Issues for 2013-2018
Selected for the magnitude of the issue and our ability to make progress in Harris County

Question #3 What barriers have you identified, or observed, at your organization for bilingual speaking clients accessing 
quality services efficiently?

Agency A In-house, we do not have enough Spanish-speaking Medical Case Managers. External agencies, we rely on interpreter translation but have 
found medical information can often be misinterpreted as interpreters may not have full medical understanding. We have also seen 
difficulty securing interpreters for several languages. 

Agency B Documentation in Spanish can be a barrier as flyers describing outside services or referral forms to outside agencies are not frequently in 
Spanish. Bilingual staff often have full caseloads so clients may have to wait a short time for on-going case management. Our Lead Case 
manager will call clients to assess for immediate needs and offer resources as needed while clients wait to for assignment to a clinical case 
manager. 

Agency C No significant barriers have been identified at this time, we are committed to providing comprehensive language services to all clients. 
The organization continuously educates and reinforces the importance of utilizing available interpretation services among staff. However, 
a potential area for improvement could be increasing the availability of iPads for Video Remote Interpreting (VRI) to further streamline 
access to interpretation services, including American Sign Language (ASL) for hearing-impaired clients.

Agency D None identified, services are provided if requested by patient. 

Agency E Prior to the usage of Boostlingo barriers that we experienced with translations included either the patient not attending the appointment 
and more so the patient attending the appointment and the translator not attending. With the implementation of Boostlingo, our team 
can obtain virtual and phone translation assistance within 60 seconds of the request.

Agency F No barriers that I have experienced. 

Page 17 of 65



HCPH Priority Public Health Issues for 2013-2018
Selected for the magnitude of the issue and our ability to make progress in Harris County

Question #4 If your organization has a Community Advisory Board/Group, what percentage of the group identifies at 
Hispanic and/or Spanish speaking?

Agency A There is a CAB, but statistical information is not available to case management team. 

Agency B We are currently in the process of forming a Community Advisory Board and are accepting applications. The board is set yet so I am 
unable to provide data at present. 

Agency C Three out of seven members of the Community Advisory Board/Group identify as Hispanic and/or are Spanish speakers, reflecting the 
organization's commitment to inclusivity and representation in its advisory processes.

Agency D Unknown

Agency E We are currently in the process of establishing a community advisor in which the goal would be to have a percentage of Hispanic and 
Spanish Speaking members to match the percentage of our Hispanic population. 

Agency F N/A
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HCPH Priority Public Health Issues for 2013-2018
Selected for the magnitude of the issue and our ability to make progress in Harris County

Question #5 What percentage of frontline staff, at your organization, are bilingual?

Agency A For Case Management, 60% of staff are bilingual in Spanish & English. Percentage unknown for our frontline staff. 

Agency B 100% font desk staff and 50% of CCMs are bilingual (and one CCM is actually trilingual English/Spanish/French). 75% of case managers 
from other departments are bilingual. We have one staff who is bilingual in ASL. 

Agency C Approximately 25% of its staff who are Spanish-speaking. At high traffic clinic, about 45% of the staff are Spanish-speaking, ensuring that 
there is adequate bilingual support available for Spanish-speaking clients.

Agency D 1 MCM staff, 3 CMSL. We also have front desk staff at our sites that are bilingual.

Agency E About 90% of our frontline staff are bilingual.

Agency F 40% 

* QMD inserted language to deidentify agency. 
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Selected for the magnitude of the issue and our ability to make progress in Harris County

Question #6 Have you ever experienced turning a client away due to lack of translation services?

Agency 
A

Yes, but for non-Spanish speaking patients. Often this is due to Interpreter Agency unable to secure an interpreter, though sometimes due 
to an interpreter not showing. 

Agency B Monolingual clients who speak Spanish are not turned away as we ask staff (from other departments if needed) who are bilingual to assist 
the client. Staff who meet with monolingual clients request interpretation services ahead of their scheduled appointment. 

Agency C No client has ever been turned away due to a lack of translation services. The comprehensive language access services ensure that all 
clients receive the necessary communication support, regardless of the language they speak.

Agency 
D

No

Agency E We have never experienced turning a client away due to a lack of translation.

Agency F No, not at all. 
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Question #7 What best practices does your organization do well when servicing monolingual clients? What could improve? 

Agency A MasterWord and Globo services are ordered through partnered agency for English/non-Spanish Bilingual patients. 

Agency B 
TMC

We operate in an integrative care approach and collaborate with other departments to ensure all of our clients receive services. This team 
approach is helpful when monolingual clients are receiving services. Staff frequently consult with each other about unique resources for our 
monolingual clients and for clients who do not have legal documentation/residency. Increasing the number of bilingual staff would allow us to 
serve monolingual clients quickly for CCM services. 

Agency C Agency excels in identifying and tagging clients in the Epic system who need an interpreter, specifying the language required. This tagging 
ensures that language needs are immediately recognized and addressed. The system also supports a wide range of translation services, 
including American Sign Language (ASL) for the hearing impaired. For non-common languages, the Interpreter Services team arranges for in-
person interpreters to assist patients directly. Additionally, the organization offers an 8-week Spanish class to all staff members interested in 
improving their language skills, further strengthening their ability to serve monolingual clients. One area for improvement could be securing 
more iPads to enhance access to interpretation services, including ASL. 

Agency D We provided services mental health and case management services to our monolingual clients with a bilingual staff. We have also offered in 
the past Spanish speaking support groups. Marketing materials have provided in Spanish to market services to the clients. 

Agency E Best practices used when serving monolingual clients include through communication with clients and/or representatives prior to the visit to 
best prepare for the visit.

Agency F We have staff that speaks a variety of languages including English, Spanish, French, mandarin, ASL and Portuguese. 

* QMD inserted language to deidentify agency. 
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Question #8 How can the Administrative Agent support your organization with identified barriers for monolingual 
Spanish speaking clients?

Agency A Funding for additional resources and securing longer appointment standards. 

Agency B Recruiting bilingual LMSWs is difficult as the salary we are able to offer is below what a bilingual social worker can earn at other agencies. 
A unit rate increase for salaries is essential in securing bilingual LMSWs. 

Agency C The Administrative Agent can support us by providing additional funding to secure more iPads, which would enhance access to Video 
Remote Interpreting (VRI) and American Sign Language (ASL) services. Moreover, the Agent could share barriers identified by other 
organizations and disseminate this information to all Ryan White-funded organizations, along with educational resources to address these 
barriers effectively.

Agency D None identified at this time

Agency E No support is needed currently.

Agency F Have more RW funded agencies that have Spanish speaking clients. 
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Question #9 Please share any addition comments for the Administrative Agent to consider in the improvement of the 
overall quality and satisfaction for bilingual and monolingual clients.

Agency A N/A

Agency B Ensuring that all Ryan White forms are in Spanish such as the CPCDMS registration and update forms. 

Agency C To improve overall quality and satisfaction for bilingual and monolingual clients, Ryan White could consider including language access as a 
core component of patient care and confidentiality standards. Additionally, offering a differential incentive for frontline staff members 
who are bilingual certified, funded by Ryan White, could encourage more staff to become certified, thereby improving language access 
services across the organization.

Agency D None at this time

Agency E Over time and through much review, we have implemented systems and feel we are in a good place to provide services to monolingual 
clients. 

Agency F No comments at this time.
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• Includes:
• Front Desk Staff
• Medical Case Mangers
• Non-Medical Case Mangers (SLW)
• Clinical Case Managers 

• (*include one trilingual)

19%

32%

8%

28%

13%

Percentage of Bilingual Staff

Agency A

Agency B

Agency C

Agency E

Agency F
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Selected for the magnitude of the issue and our ability to make progress in Harris County

Themes

1

Every Part A agency 
has at least one 
bilingual frontline staff 
member, and at least 
one clinician

2

No consistency of 3rd 
party translation 
services/organizations
•Boostlingo
•MasterWord
•GLOBO
•Video Remote Interpreting 

utilized for ‘critical’ 
languages (Vietnamese, and 
Mandarin)

3

Larger institutions have 
stronger infrastructure 
to support language 
services including, but 
not limited to RW.

4

1/6 agencies have 
turned away a client 
due to lack of access to 
translation services Barriers

• Not enough Spanish speaking MCMs

• Documentation/resources not printed 
in Spanish

• Two of four agencies does not have
a CAB
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Climate change, conflict, economic and political crises, 
and other events have led to markedly increased 
migration and forced displacement in the past decade. 
By 2020, 280·6 million people were considered 
international migrants, refugees, and asylum seekers 
(henceforth, migrants and refugees), with the majority 
in low-income and middle-income countries (LMICs).1 
Some migrants and refugees arrive in their destination 
country living with HIV, but stereotypes that they 
spread HIV are inaccurate and have led to harmful laws, 
regulations, and public health responses. Migrants and 
refugees are at risk of acquiring HIV and of experiencing 
treatment delays due to social vulnerabilities, insufficient 
protections, and exclusionary policies in transit and after 
arrival to their destinations.2 3 The global community 
should urgently and collectively invest in strategies to 
mitigate these risks, not only as a moral obligation, but 
also as a pragmatic and proactive approach to public 
health in the face of continued displacement for the 
foreseeable future.

Two Series papers by Claudia P Cortes and colleagues2 
and Alena Kamenshchikova and colleagues4 focus on 
access to HIV services among international migrants 
and refugees. The Series identifies key challenges for all 
populations on the move, regardless of the impetus for 
migration, and highlights social and structural issues 
that impede access to HIV diagnostics, prevention, and 
care.2,4 The main recommendations from the Series 
broadly include ensuring access to confidential HIV 
testing and services without deportation or refoulement, 
providing health care regardless of migration status, and 
involving migrants and refugees in the planning and 
delivery of HIV services to ensure they are culturally and 
linguistically appropriate, affordable, and accessible.2,4

The right to health for migrants and refugees is 
protected by international humanitarian and human 
rights laws, which have been almost universally 
ratified (appendix). However, governments have often 
adopted a restrictive approach to migration under 
the pretext of preventing cross-border transmission 
and reducing potential health expenditures.5 Despite 
insufficient public health justification, many of these 
discriminatory policies continue today.5 Furthermore, in 
2024, the HIV Policy Lab reported that most (114 of 194) 
countries had only partial policies or had not adopted 

national policies ensuring that migrants receive similar 
access to HIV services and primary care as citizens.6 
Countries with the largest numbers of migrants and 
refugees are least likely to have such policies. The 
discrepancy between commitments to the right to 
health and actual implementation reflects anti-migrant 
and anti-refugee sentiments, as well as insufficient 
funding, political will, and accountability for human 
rights and humanitarian law.

Universal health care that is inclusive of migrants and 
refugees is fundamental to addressing HIV. Very few 
countries, however, integrate migrants and refugees 
into government health programmes, including in 
terms of health insurance.7 Short of universal health 
care, other strategies can be implemented to ensure the 
right to health for migrants and refugess. In Thailand, 
for example, where national health coverage is restricted 
to nationals, regular migrants are eligible for health 
coverage under the Social Security Scheme or Migrant 
Health Insurance Scheme.8 In other countries, changes to 
migration policies have indirectly provided such access. 
At the height of a period of increased migration from 
Venezuela to Colombia, the Colombian government 
created a 10-year temporary protection status for 
approximately 1·8 million Venezuelans, ensuring access 
to health coverage through a contributory employment 
scheme or a subsidised scheme for those not formally 
employed.9 The same occurred for Ukrainian refugees 
in the EU.10 Although these models have limitations, 
they provide examples for settings where migrants and 
refugees are unable to access health care.

Acknowledging the challenges that increased migrant 
flows create in transit and destination countries, 
most of which occur in LMICs, is crucial.1 However, 
integrating migrants and refugees into HIV prevention 
and care benefits both migrants and refugees and 
host communities by reducing HIV transmission, 
lowering health expenditures, and promoting a healthy 
workforce.7 Although the inclusion of migrants and 
refugees into social insurance schemes requires early 
investment, it can lead to substantial economic growth. 
A 2022 analysis showed that early investment in 
integration of Venezuelan migrants and refugees costs 
countries (ie, Brazil, Chile, Colombia, Ecuador, and Peru)  
up to 0·5% of their GDP but is projected to increase in 

Ensuring the right to health for migrants and refugees

See Online for appendix
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their GDP by as much as 4·5% by 2030.11 Furthermore, 
integrating migrants and refugees into efforts to achieve 
universal health care might improve the quality of 
health services for both nationals and displaced people 
by streamlining national and international financing 
into a single health system.12 Avoiding parallel health 
systems might also dispel the perception that migrants 
and refugees receive better or lower-cost services 
than do local populations.12 Ultimately, integrating 
migrants and refugees into government-funded social 
services requires strong political leadership to address 
concerns from underserved host communities. All 
donors, including HIV-specific funders, should prioritise 
supporting the needs of all vulnerable people, not just 
migrants and refugees.

Migration and forced displacement will inevitably 
continue and probably increase, intensifying the need 
for substantial funding to achieve universal health care, 
particularly in LMICs. Achieving universal health care 
includes the provision of HIV services for all populations 
within their borders. The call for renewed adherence 
to human rights and humanitarian law,2,4 increased 
funding from non-traditional sources, and innovative 
financing strategies has never been more pressing. 
Although the recommendations for addressing HIV 
among these populations might not all be new, the 
time to implement these solutions is now, before the 
opportunity is lost.
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Tremendous successes have been achieved in 
treating and caring for people living with HIV and 
in developing HIV prevention technologies such as 
pre-exposure prophylaxis (PrEP) and post-exposure 
prophylaxis (PEP).1 However, this progress has not 
been distributed evenly among key populations.2 In 
fact, migrant populations have experienced great 
disparities despite their increased vulnerability to HIV 
acquisition.3

Existing research in migrants mostly focuses on 
access to the HIV continuum of care, whereas research 

on primary HIV prevention is comparatively scarce. 
Minoritised and racialised populations are easily 
labelled as hard-to-reach, but researchers might have 
insufficiently innovative strategies for sampling, 
identifying, recruiting, and interviewing them. As 
a result, minoritised and racialised populations are 
under-represented in HIV research. For instance, few 
studies have investigated peer-led and community-
based outreach activities to promote HIV combination 
prevention, including HIV testing, despite the 
promising results of such approaches.

Addressing HIV prevention and the PrEP gap among migrants
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Strategies for overcoming language barriers in healthcare

Allison Squires, PhD, RN, FAAN [associate professor, member]
Rory Meyers College of Nursing at New York University in New York, N.Y, National Council on 
Interpreting in Health Care.

Language barriers between nurses and patients increasingly affect nursing practice, 

regardless of where care is delivered. In the United States, a language other than English 

is now spoken at home in one of five households, the highest level since just after World 

War I.1 Patients with limited English skills are referred to as patients with limited English 

proficiency (LEP).

This article provides background information about language barriers between nurses and 

patients, and how these barriers affect patient outcomes. Practice-based strategies are offered 

to improve outcomes and reduce readmissions. Although this article doesn’t address barriers 

to communicating with patients with hearing loss, many of the same principles apply to 

these patients.

Sources of spoken language barriers

Globalization means more people move around the world for work and educational 

opportunities.2 When people migrate, they tend to follow immigrant networks and start 

recreating communities in their new country.3 People also migrate and become refugees due 

to wars and civil conflicts.3 Countries that accept these refugees place them in communities 

where they can recover from the trauma of their migration experiences while seeking work 

and learning about their new country. Structured refugee resettlement has been going on 

in the United States since after World War II.4 With the exception of Native Americans, 

just about everyone in this country is descended from immigrants. When patients have a 

language barrier, it’s often related to when they migrated to the United States.

The largest group of migrants in the last 30 years speaks Spanish.5 With only 5% of U.S. 

nurses identifying as Hispanic or Latino, it’s very common for patients in this group to 

encounter a language barrier.6 (No publicly available record of language skills of U.S. nurses 

exists.) Mandarin and Cantonese Chinese speakers are the next largest group.1 They’re also 

underrepresented in nursing.7 The number of Russian-speaking people in the United States 

is growing quickly. However, for many Russian-speaking patients, Russian is their second 

or third language. In many countries under Soviet rule in the latter half of the 20th century, 

people continued to speak their original languages as well as Russian. With the dissolution 

of the Soviet Union, their preferred language may be the language of their home country.8

In some parts of the United States, some older immigrants still face a language barrier. 

For example, many Italians who migrated to the United States in the early 1900s never 

developed English language skills and may still need interpreter services.9 Language 

demographics depend on who’s moved into your organization’s service area. As people 
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age, some may lose skills in their second language due to how the brain changes with 

aging.10 Even those who developed strong fluency in English as adults can lose those skills 

if they have significant age-related neurologic events. Some of these older adults may end up 

needing interpreter services.

Another trend involves adults who migrated to the United States and then brought their 

parents over to join the family.11 Although the adult children who brought their parents to 

the United States may speak English well, their parents may not speak English well enough 

to communicate effectively with a healthcare provider.

How migration dynamics affect nurses

Patients with language barriers change how nurses work and organize patient care. These 

changes are needed not only to meet communication needs for the patient, but also for 

legal reasons. In 1964, the U.S. Civil Rights Act helped ensure that a lack of English 

language skills wouldn’t be a source of discrimination.12,13 U.S. law requires that healthcare 

organizations provide interpreter services to patients with LEP.14 Regulations implemented 

as part of the Affordable Care Act place new restrictions on the use of family members and 

validating language skills of healthcare workers.15

Much evidence shows how language barriers impact patient outcomes and healthcare 

delivery. (See Table 1.) Patients with LEP have longer lengths of stay than English-speaking 

patients, even if they have a higher socioeconomic status.16-18 They also have a higher risk 

of 30-day read-mission, by as much as 25%.18,19

How nurses and other healthcare providers respond to the communication needs of patients 

with LEP also has a significant impact on patient satisfaction, with effective use of 

interpreter services or bilingual healthcare professionals contributing to higher patient 

satisfaction ratings.20-26

A closer look at medical interpreters

Aside from facilitating communication between patients and healthcare providers, medical 

interpreters can also serve as cultural brokers.27-30 The medical interpreter helps bridge 

the cultural divide between patients and clinicians. The translation process ensures that 

what a nurse says is delivered not only with technical accuracy, but also with culturally 

specific phrasing. Nurses can assess the quality of medical interpreters’ cultural brokerage 

by observing how the patient responds to the interpreter through his or her body language.

Medical interpreters have a professional code of ethics that binds them to the same patient 

confidentiality requirements as every other healthcare team member.31 Most interpreters 

hired by healthcare organizations have undergone some kind of medical interpreter 

training because healthcare has its own language.32 According to the National Council on 

Interpreting in Health Care, no minimum number of course hours is required for interpreter 

training at this time, but it recommends that programs adhere to its curriculum standards, 

which were developed in 2011.33 Implementing a course that meets the standards usually 

requires a minimum of 40 hours of study and successful live demonstration of the ability 
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to interpret a medical encounter. Participants receive a certificate after they’ve completed 

the course. They can then take a national exam to become a board-certified medical 

interpreter.34 Board certification is voluntary at this time.

Improving care quality and outcomes

How can nurses help improve outcomes for patients with LEP? These evidence-based 

strategies can help nurses better organize their care to improve outcomes and meet The Joint 

Commission requirements for bridging language barriers.

Use the organization’s interpreter resources.

Interpreter resources typically include in-person interpreters employed by an organization, 

in-person interpreters contracted through external agencies, and telephone- or technology-

based interpreter services. (See Table 2.)

Some organizations deal with language barriers all of the time and have excellent resources. 

They may have an interpreter services department to manage the demand for language 

interpretation services. Some locations have experience with certain language groups and 

need interpretation for only a few languages. However, many healthcare organizations are 

seeing more diversity and have a greater need for interpreters. Most organizations begin 

with interpreter phone services and, if the demand becomes high enough, hire fulltime 

interpreters.

Telephone interpretation can work if implemented well. A good telephone interpretation 

session requires minimal waiting time for the phone interpreter, adequate sound quality so 

that everyone can hear clearly, and an outcome in which both the patient and provider obtain 

the information needed.35

Nonetheless, both nurses and patients have reported problems with interpretation quality, 

expressing dislike for the depersonalization of the patient encounter when using the 

interpreter phone.20,36-39 However, when no other option is available, telephone interpreter 

services are the best way to bridge the language barrier. New options with live video 

interpretation are also coming onto the market and may replace telephone interpreters.

Inappropriate interpreter use, including nonvalidated translation apps on a nurse’s 

smartphone, puts the organization at legal risk. Many apps for interpretation are available 

for smartphones, but their accuracy can be poor and most aren’t compliant with the Health 

Insurance Portability and Accountability Act (HIPAA). The quality of translation is rarely 

evaluated systematically or using rigorous approaches. Many of these apps are also designed 

for translating only basic sentences, such as how to order dinner when traveling. Most 

computer programs don’t yet have the sophistication needed to translate the language 

of healthcare. Use only those apps sanctioned by your employer that have undergone a 

thorough internal review and are HIPAA-compliant.

As a general rule, family members, especially children younger than age 18, shouldn’t 

serve as interpreters, except under extenuating circumstances such as an immediate threat 

to life.40,41 Using a family member to interpret increases the risk that something won’t 

Squires Page 3

Nurs Manage. Author manuscript; available in PMC 2021 December 23.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Page 30 of 65



be translated correctly. For instance, a family member may not feel comfortable conveying 

some sensitive types of information to the patient, such as about sexual health, substance 

abuse, or a terminal diagnosis. Using a family member also increases the risk of medical 

errors.35 Depending on the situation, it may also violate patient confidentiality protocols. Err 

on the side of caution: Don’t use family members for interpretation.

Get your professional staff members who speak other languages fluently certified for their 
skills and help them obtain medical interpreter training.

It’s inevitable that staff members who speak other languages will get pulled in to interpret 

at the last minute or when an interpreter isn’t available. Help reduce the risk of adverse 

outcomes related to poor quality translation by getting your staff certified and trained.

Use care when other staff members provide interpretation.

Staff members who speak the same language as the patient are a common resource for 

interpretation, but this practice has its own set of risks. Use coworkers with language skills 

appropriately, but only when necessary. The Agency for Healthcare Research and Quality 

(AHRQ) has developed guidelines for how to better utilize staff members with language 

skills.27 According to the evidence, choosing a nurse or other healthcare professional who 

speaks the patient’s language and who’s had his or her language skills professionally 

evaluated by a language assessment expert is best.32

Unlicensed assistive personnel or housekeeping staff members, who are commonly asked to 

interpret, may not have the medical vocabulary needed to accurately translate for the patient 

and family. If they become certified as medical interpreters or the organization assesses their 

language skills, however, they can then be used to translate.

Organizations that are implementing the AHRQ guidelines use name badges that designate 

the staff member’s language skills. Those employees have had a formal language skills 

assessment, understand medical terminology in the languages they speak, and speak the 

language well enough to safely communicate with patients and families.27

Every time you ask professional staff members to interpret, you take them away from their 

own patients and add to their overall patient case load.30,39,42,43 Consider developing an 

agreement for the patient care unit so that nurses with other-than-English language skills, 

with their permission, can be assigned to language-matching patients. Even if this means the 

staff member doesn’t have a “geographically efficient” assignment, it will help to streamline 

his or her work.

Document the use of medical interpreter services.

Documenting interpreter use is just as important as documenting wound care or any other 

clinical intervention. Document not only when an interpreter was used, but also the type of 

interpretation. For example, state whether it was at admission or discharge, or for informed 

consent or patient teaching. Then document whether the interpretation was done by a 

medical interpreter on staff by telephone or with a computer, and the interpreter’s name. 

In some cases, depending on the organization’s policy, the interpreter will be required 
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to document the encounter as well. The interpreter will include information such as the 

patient’s unique identifier, time and duration of the encounter, and any other information 

required by the organization.

When a nurse has to rely on a staff member to interpret, either because no interpreters were 

available or because of technologic difficulties, documenting the decision making behind 

that choice will also help protect the nurse. Showing that every effort was made to adhere to 

organizational policy means the nurse has done what’s legally required.

Time interpreter use strategically.

Research shows that the three critical times when nurses should use interpreters are at 

admission, during patient teaching, and at discharge. Using interpreters at these times 

decreases the risks of medical errors and hospital readmissions.18,36,44-46

How will it help? During admission, using an interpreter will provide more accurate baseline 

information. That, in turn, will help the healthcare team create a more accurate care plan. 

An interpreter can also help nurses tailor patient teaching to the needs of patients and their 

educational level. At discharge, having an interpreter present is equally critical, even if it 

delays discharge by a few hours. A good patient discharge process with an interpreter will 

decrease the risk that patients will be readmitted because they didn’t understand how to take 

their medications or other discharge instructions.18,46

An idea for a clinical ladder project is to have discharge instructions and patient education 

materials translated into languages spoken by many patients. Bilingual discharge instructions 

also ensure that when patients are referred for home health services, home healthcare nurses 

who don’t speak their language can also read the discharge instructions. The more resources 

that can be used for teaching and facilitating discharge for patients with LEP, the less likely 

they are to be readmitted or visit the ED.18,46

Prioritize patient understanding of medication management.

Medication adherence is complex when patients speak English, but even more so when 

patients have LEP.47,48 First, medications may have different names in other countries, 

even in other English-speaking countries, and may require translation. Second, whenever 

possible, medication instructions should be in the patient’s preferred language. Remember 

that even when someone speaks some English, he or she may not be able to read it. A review 

of medications using teach-back techniques helps promote adherence, reduce readmissions 

related to failure to take new medications or understand changes to the old regimen, and help 

with care coordination with community-based providers.27

Prioritize hiring professional staff members who speak the languages of your patients.

If you have professional staff members who speak the language of your LEP patients, you 

have an excellent chance of improving patient outcomes and satisfaction. You can determine 

the demand for these nurses by looking at the census of your non-English-speaking patient 

population. It’s also worth paying them at a higher hourly rate because their language 
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skills will reduce interpreter costs, improve outcomes, and reduce the risk of costly adverse 

events.43

Speaking up

These evidence-based tips for bridging language barriers between nurses and patients with 

LEP help nurses provide optimal patient care. They can apply to nearly every healthcare 

delivery setting, with some modification. Remember: Nurses have the responsibility to do 

their best to bridge language barriers with their patients to adhere to practice standards and 

improve patient outcomes.
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Improve patient outcomes by speaking their
language
April 5, 2024
By Nic McMahon

Blog Article

Medical practices can choose from a wide array of tools to enable communication with
patients from diverse backgrounds

Patients with limited English proficiency (LEP)
face poorer health outcomes due to low health
literacy and language barriers.

In a recent systematic review, 75% of studies
showed that LEP patients experienced better
outcomes when they spoke the same language
as their providers.Written translation also
supports connection. In a recent study 91% of
Spanish-speaking parents preferred to receive translated copies of their
children’s written discharge instructions to improve comprehension.

How can health care professionals build the trust they need to
successfully treat culturally and linguistically diverse patients? A language
access plan offers a roadmap to help practitioners build cultural
competence to connect with patients. Planning ahead allows for efficient
use of resources and effective communication.

Here's how to create an effective, patient-centered language access plan

Choose Specialty
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for your practice:

Assess community needs

The first step is to understand the population you serve. To determine
which languages are spoken in your community, refer to the U.S. Census
Bureau’s language tables. For greater precision, artificial intelligence
tools can fill in missing data based on the known demographics in your
practice area. Once you understand your patients’ needs and
preferences, you can begin to meet those with communications that
connect.

Keep in mind which points of contact these patients are likely to have
with your practice team. Whether they’re telephoning, using an online
portal, or visiting the office for an appointment, ensure that your team is
offering meaningful language access at each touchpoint.

Create your connection toolkit

Next, create a comprehensive language services toolkit. Consider the
following questions when creating your plan:

Which types of interpreting will you offer? A review by the Wellesley
Institute found that providing trained interpreters improved health
outcomes and increased preventative care.

There are several ways to provide this service, and your practice will
probably want to offer a mix of options. On-site interpreting and video
remote interpreting (VRI) both offer face-to-face interaction for
improved communication, allowing both the patient and interpreter to
respond to important non-verbal cues like facial expressions and body
language. VRI may provide a quicker, more cost-effective way to provide
access to an interpreter in a patient’s preferred language, allowing you to
provide service to more communities.

Over-the-phone interpreting is the best fit for follow-ups or non-
emergency situations when there isn't enough time to arrange for an on-
site interpreter.
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Remote simultaneous interpreting (RSI) is rapidly gaining popularity due
to the recent increase in remote care. RSI is concurrent, which means the
interpreter interprets while the other patient speaks, so there's no delay.

With RSI, the interpreter is in another location, so communication is
handled through video and headsets. Although the interpreter is not in
the room, patients often find the immediacy of RSI reassuring. Children’s
hospitals have used It to assess children in a global clinical trial. There’s
also evidence that RSI is the most effective interpreting method for
reducing the rate of clinically significant medical errors.

How will you translate documents? Providing professionally translated
documents helps ensure that patients fully understand their health care,
insurance, and billing options. This is not only practical but also a matter
of compliance: regulations like Section 1557 of the Affordable Care Act
require specific documents to be available in the patient's preferred
language.

But truly meaningful access requires not only making translated material
available but going beyond minimum compliance mandates. A culturally
competent approach to communication promotes equity and patient
satisfaction by ensuring your patients understand their health status and
treatment plan.

Machine translation technology can speed up the process, but only in
tandem with specialist translators who understand the medical field and
thus avoid translation errors that could harm patients or lead to
frustration.

Some patients may have difficulty with written information, even when
it's written in their home language or at or below the recommended
fifth-grade reading level. A medical interpreter may be required to read
the written documents to the patient and assist you with any follow-up
questions.

Provide training

Train your staff so that everyone understands their specific role in
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implementing the plan. This includes training in both cultural
competence and the technology used to provide language access to
patients.

Cultural competence in health care goes beyond language to include
skills such as fostering health literacy for diverse patient populations and
navigating social and cultural differences in communication. To promote
consistency in training and procedures, appoint one person on your
team to the role of language access coordinator.

When everyone in your office can confidently handle requests for
language access, patients will feel more confident in the care you
provide.

Build community awareness

Now it’s time to let your community know that language isn't a barrier to
getting care at your practice through an awareness campaign that
includes the major marketing channels your patients use.

With growing diverse populations, your practice needs a plan that
supports equal access to care. A language services provider has the
expertise to assist with translation, language asset management and
navigating regulations. This partnership increases accuracy, compliance
and overall efficiencies.

The good news is that more language access tools than ever are at your
team’s disposal. Using these tools to connect with patients can ensure
everyone in your diverse community gets the care they need to improve
their health in a culturally relevant way.

Nic McMahon is CEO of�United Language Group, a leading language
solutions provider.
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1. Introduction

In today’s era of globalization, clinicians have to deal with 
a diverse patient population, coming from a varied range of 
cultural, linguistic, and socio-economic backgrounds. Modern- 
day medicine emphasizes shared decision making that man
dates active discussion between the clinician and patients. The 
clinician’s choice of speaking his patients’ language is of para
mount importance in building a healthy clinician-patient rela
tionship and overall better patient experience [1].

Communicating across linguistic barriers is a challenge for 
clinicians and healthcare workers all over the globe. Both clin
icians and patients face problems because of language barriers. 
Sometimes, the patients are unable to understand the language 
of their clinicians and clinicians too find it difficult to gauge the 
extent to which their patients understood what was conveyed to 
them. Not just the use of different languages, but partial lan
guage barriers such as difficulty in finding words, problems with 
pronunciation or understanding of utterances, or just a different 
accent can make a clinician-patient conversation ineffective.

The barriers and challenges encountered in medical inter
actions are highly context-specific. Many clinicians, mainly the 
budding medical practitioners, tend to ignore the patient’s 
level of understanding and their ability to process the infor
mation given to them. They often overlook that ‘How’ infor
mation is being communicated is as important as ‘What’ 
information is being communicated. The ground condition 
and challenges of medical practice and consultations are, in 
reality, quite different from communication models described 
in medical textbooks. As each patient is unique and has his/ 
her way of expressing their health problem, they communi
cate essential information in different ways.

2. Components of effective communication: all are 
important

A clinician’s conversation with his/her patient is not just 
about the choice of words or language. The attention with 
which the clinician listens to his/her patient, along with his/ 
her non-verbal clues such as the body language, posture, 
gestures and para-verbal components such as tone, pitch 

and volume, all convey a strong message. Active listening is 
also a vital component of clinician-patient communication. 
It is essential for patients to feel that the clinician is actively 
attending to them and they should not be interrupted while 
explaining their problems. It is an excellent practice to ask 
the patient if he/she would like to add anything before 
closing the conversation/interview. Patients might not fully 
understand the nature, course or prognosis of the disease 
or the required treatment due to intellectual or linguistic 
barriers. Still, they sense the style of communication, which 
directly impacts their level of satisfaction, adherence to 
treatment and clinical outcomes [2].

3. Linguistic barriers in medical communication: 
impact and consequences

When patients and clinicians speak different languages, the 
whole process of treatment, including the signing of con
sent forms, reading disease-related printed material, under
standing treatment-related expenses etc. becomes even 
more complicated for the patients. It has been seen that 
many clinicians often end up making crucial treatment- 
related decisions on their own without involving the 
patients due to language barriers. If a language barrier 
prevents doctors from ensuring that their patient under
stands the warnings or risks of a medication, those clinicians 
may be liable in tort for breaching the duty to warn [3]. 
Miscommunication due to linguistic barriers has been 
regarded as one of the common precursors for workplace 
violence in hospital settings [4]. A research study done in 
South India shows that one of the significant reasons 
behind patients filing lawsuits against clinicians is due to 
the inability to understand the nature of medical proce
dures to which they gave their consent. This is why so 
much emphasis is given to take informed consent from 
patients in understandable non-medical terms, preferably 
in the local language. The diagnosis, nature of the treat
ment, risks involved, prospects of success, prognosis if the 
procedure is not performed and alternate treatment options 
should all be well explained to the patient, in the language 
that he/she comprehends well [5].
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4. Benefits of talking in the patient’s language

“Patients do not remember the doctor’s prescription; they remem
ber the doctor’s communication” 

- Prachi Keakar. 

Talking to the patient in the language that he/she under
stands increases their confidence in the clinician. Not only 
does a common language facilitate comprehension of med
ical information, but it also allows for better assessment of 
patients’ needs, perceptions, and expectations [6]. The 
patient feels comfortable in sharing his/her personal informa
tion about the disease without the fear of getting judged by 
the clinician. The two-way communication improves the 
diagnostic accuracy of the clinician, as they can extract cru
cial information from the patients. Not just the ease in diag
nosis, even treatment compliance can be significantly 
improved through effective communication with the 
patients. Studies suggest that clinician-patient interactions 
if done in the patient’s language enhances compliance with 
the treatment plan [7].

5. Strategies for learning skills to communicate in 
the patient’s language

Medical aspirants in many parts of the world are selected 
based on national level entrance examinations which score 
them based on their subject-related knowledge. Soft skills like 
language, communication skills, attitude, etc., although impor
tant, are not an essential determinant for admission to medical 
schools in many parts of the world, especially in developing 
countries. Students from one region of the country take 
admissions in medical colleges in far off areas based on their 
ranks and choice. As a result, many clinicians end up working 
in areas where they are not familiar with the mother tongue of 
the local people. In situations like these, it becomes essential 
to train them at a young age, using questionnaire-based 
training modules to pick up the locally spoken language. At 
an individual level, such clinicians should make conscious 
efforts to involve themselves with friends and colleagues 
who belong to that area to be able to learn the key terms of 
the local language.

Not just learning the language, there are many patient- 
friendly communication strategies that clinicians should 
adopt to increase their efficiency in providing patient-centric 
care. It is always better to ask the patient what language he/ 
she is comfortable with. A doctor should not assume that 
a multilingual patient can process his/her language well. 
Even while speaking the patient’ language, the clinician must 
avoid the use of medical jargons. Instead, he/she should use 
simple terminologies/layman language that is well understood 
by the patient. For example, instead of using the term ‘myo
cardial infarction’ the clinician can use the word ‘heart attack’, 
similarly instead of ‘hyperlipidemia’, the term ‘high cholesterol’ 
can be used. A clinician can also use similes to make his/her 

patients understand complex information. It is also a good 
idea to ask the patient to repeat the given instructions. If the 
patient fails to do so, then the instructions should be provided 
in a simpler language.

Along with the delivery of information, it is equally important 
to master the art of active listening. This skill can help a clinician 
sail through the linguistic barriers to quite an extent. With 
experience and training, physicians are often able to understand 
the patient much better just by paying attention and listening to 
them carefully. To further enhance the communication process, 
a clinician should go beyond words. He should make use of 
drawings, pictures and illustrations which may help the patient 
in comprehending complicated health issues better. Visuals, 
models, videos can also be used to make patients understand 
about surgical procedures. A clinician must also acquire the 
knowledge, attitude and skills for meeting the cultural compe
tency of the patient as this would help them resonate better with 
the values, beliefs and concerns of the patient. Hospitals and 
medical colleges must try to have time to time questionnaire- 
based assessments to evaluate the communication skills of their 
clinicians and healthcare staff to ascertain barriers to excellent 
communication and work on improving them [8].

6. Expert Opinion

Effective doctor-patient communication lays the foundation 
for a successful doctor- patient relationship. It is essential 
not only for correct medical diagnosis but also ensures 
adherence to treatment as well as patient satisfaction. 
Doctors all over the world face various hurdles while com
municating in the patient’s first language, which compli
cates the treatment process and sometimes may become 
precursor to violence in the hospitals. Learning the native 
language of the area where the doctor works, helps in 
facilitating doctor patient communication. Active listening 
is a strong pillar that supports communication across lin
guistic barriers. It is important that medical graduates 
appreciate the value of effective communication with the 
patients and invest time and energy in polishing their ver
bal and non verbal communication skills.
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Figure 1: Patients actively participating in their own healthcare can achieve positive outcomes
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Figure 3: Using multimodal design to enhance learning
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Figure 5: Action plans: Applying the theory to patient materials
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Figure 7: The Biopsychosocial Assessment Model
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Figure 8: The Biopsychosocial Assessment Model applied to chronic pain
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INTERPRETATION REQUEST PROCESS 

Date of Referral:     
Client’s first name:     
Client last name:     
Client preferred name:    
CPCDMS Code:     
TCT Code:     
Client phone number: (     )      - 

Is voicemail allowed on the number provided?  Yes  No 

Client’s Email:     
Referring Agency:     
Staff member making referral:     
Staff member contact number:     
Staff member email:     
Check the following boxes: 

I have verified that the client’s CPCDMS is not expired 

 I have verified that client’s eligibility in TCT is not expired 

Please attach the following documents (Failure to provide all documents listed below will 
result in delay of services) 
 Completed Interpreter Request Form §1.5.1.1
 Proof of HIV status
 Copy of ID (if available)
 Copy of insurance card (if applicable)
 Completed copy of Interpreter Services Consent for Services & Release/Exchange of

Information §1.5.1.2
 Completed copy of Consent for Release/Exchange of Information to Verify Eligibility for

Services and for Care Coordination §2.5.4
Please send completed packets through encrypted email to: 
(interpretationrequest@montrosecenter.org) 

Contact Robbin Uwadia (713-529-0037, ext. 351) or William Lopez (713-529-0037, ext. 315) 
with any questions. 
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401 Branard, 2ND Floor • Houston, Texas  77006 • 713.529.0037 • 713.526.4367 FAX • www.montrosecenter.org

1.5.1.1  INTERPRETER REQUEST

Requested by: ______________________________________________________________________________ 
(Name of Person and Agency Requesting service) 

If internal the Center request, note program in which client’s services are funded: ________________________ 

Faxed Date: ____/____/____ Confirmed Date: ____/____/____  By: _________________________________

Client Name/11 Cha Code: _________________________ Apt Type: _________________________________ 
(Medical, Dental, Eye Clinic, Counseling, Please Specify) 

Appt Start Time:  _________   End Time: ____________ Appt Date: ____/____/____ 

APPOINTMENT LOCATION 
Address: __________________________________________________________________________________ 

Contact: __________________________________________________________________________________ 

Language: _______________________Special Instructions: _________________________________________ 
(Country/State/Province/Name of Interpreter) 

the Center USE ONLY
Interpreter Service Provider: __________________________________ Telephone: _____/_______-_________

Date ISP Notified of Need by FAX: _____/_____/_____ By: ________________________________________ 

Confirmed on: _____/_____/_____ By: _________________________________________________________ 

ISP Representative Confirming: _______________________________________________________________ 

Name of Interpreter: ____________________________ Interpreter Level: ______________________________ 

Canceled by: ________________________ Date Canceled: _____/_____/_____ 

Verification Recd Service Provided:  Yes  No  All Documents in File/ OK to Bill:  Yes   No

If No, Document(s) Missing: __________________________________________________________________

Funding:   DSHS-HIV   DSHS-SAS     HHSC      Private 

VERIFICATION OF SERVICE PROVIDED 
Service Provided as described above: Yes  No    If no, reason: __________________________________

Length of Appointment: _____ hours    Verified By: _______________________________________________ 

Signature of Verifying Official: ________________________________________________________________ 

Documents Attained at Appt: __________________________________________________________________ 

Date Documents Delivered to the Center: _____/_____/_____ Method of Delivery:  Fax   Mail 

Comments: ______________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

Note: Eligibility criteria for this service to be funded under DSHS-HIV contract includes: HIV positive; resident of Austin, Chambers, 
Colorado, Fort Bend, Harris, Liberty, Montgomery, Walker, Waller, and Wharton Counties; and income under 300% of the poverty 
level. If this is the first time an interpreter has been scheduled for this client, verify that all eligibility documentation has been received 
before scheduling. If documentation not provided to the Center by Requesting Agency within 2 days following initial appointment, 
Requesting Agency will be billed for interpreter service.  5/09 
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Rights, Responsibilities & Ethics 
Cultural Competency

the Montrose Center  Revised 9/04, 9/15, 11/17

1.5.1.2  INTERPRETER SERVICES CONSENT FOR SERVICES & 
RELEASE/EXCHANGE OF INFORMATION 
                                                                                                   
Name ___________________________________________   
      
Address _______________________________________ Zip _____________ Phone _________
      
Consent for Services:   I understand and have received an explanation of and copy of the client 
rights and grievance procedures. After being fully informed of all of the above, I hereby agree to 
receive interpreter services through the Montrose Center which are underwritten by a grant 
provided by the Texas Department of State Health Services – HIV/STD or others. Interpreter 
services may be provided only in connection with other HRSA approved services. 
      
Release of Information:   I, ____________________________,  hereby request and authorize:

  Client’s Name 
______________________________ to exchange information, including HIV status, with the 
Montrose Center Interpreter Services about my care for the purpose of coordinating Interpreter 
Services.   
 
I understand that my records are protected under the federal regulations governing 
Confidentiality of Alcohol and Drug Patient Records, 42 CFR, Part 2, Section 33 of Public Law 
91 - 616 as amended by Public Law 93-282, HIPAA Privacy Act, §45 CFR 160-164 and all 
applicable state and local laws, rules, and regulations; and cannot be disclosed without my 
written consent unless otherwise provided for in the regulations.  I also understand that I may 
revoke this consent at any time except to the extent that action has been taken in reliance on it 
(e.g.: probation, parole, etc.).  A photographic copy of this authorization shall be considered as 
effective and valid as the original.   
Further, I understand that this consent shall expire one (1) year after my last contact with the 
Montrose Center or one (1) year after the last CPCDMS registration expires whichever is later, 
or ____ other ______________________________________ unless I revoke it as provided for 
above. 
 

___________________________   ____/____/____ ______________________________
Client’s Signature                                                  Date Parent’s, Guardian’s or Authorized  

Representative’s Signature 
 

Return to:  Interpreter Services, 401 Branard, 2nd Floor, Houston, TX  77006  
713.529.0037     713.526.4367 (fax)  
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Continuity of Care
Reporting Databases & Eligibility

the Montrose Center  Revised 11/07, 1/18, 12/21 

2.5.4  CONSENT FOR RELEASE/EXCHANGE OF INFORMATION TO VERIFY
ELIGIBILITY FOR SERVICES & FOR CARE COORDINATION 

Client 11-Character Code TCT Code

            
 
 
By signing the Consent for Services form, you allow the Center to enter the information you give us during client registration into 
a database.  All identifying information will stay on the Center’s computer.  The information that is transmitted to the CPCDMS 
will be identified by the scrambled 11 character code  above.  If you agree to paragraph 2, your case manager or therapist at the 
Center will be able to access information through the database about dates when you attended those services.  They will not receive 
details about the visit.  This form allows your the Center caregiver to access data to coordinate your services.  It does not allow 
other agencies to see information about your services here, however authorized data system administrators may view such 
information stored at the Center site. 
 
I, _______________________________________________, Date of Birth _____/_____/_____, hereby authorize the Montrose 
Center to access the Centralized Patient Care Data Management System (CPCDMS) or  Take Charge Texas (TCT) to verify 
my enrollment at any agency currently participating in the CPCDMS/TCT maintained by Harris County Public Health Services 
and Department of State Health Services and to verify my receipt of Ryan White services, Department of State Health Services  
(DSHS) – HIV/STD or Substance Abuse Services.   

Furthermore, I authorize my Case Manager/Care Director to access the encounters information for any Chemical Dependency Treatment, 
Psychiatric Treatment, and/or Professional Counseling services I have received to verify my receipt of these protected services at any of the 
agencies participating in the CPCDMS/TCT  maintained by Harris County Public Health Services/Department of State Health Services.  I do 
understand that the content of these services will not be accessed without a separate release of information by me. 
 
The purpose of this exchange is to verify my eligibility for Ryan White A or DSHS funded services provided by this agency and  to 
coordinate my service delivery, monitor the service(s) and is limited to the following specific types of information:   
       

 my registration date and client status (open or closed; active or inactive) 
 name of the agency maintaining my client record 
 my eligibility expiration date 
 my HIV/AIDS status 
 my zip code and county of residence 
 my financial eligibility level 

I understand that my records are protected under the federal regulations governing Confidentiality of Alcohol and Drug Patient Records, 
§42 CFR, Part 2, HIPAA Privacy Act, §45 CFR 160-164, §33 of Public Law 91-6161 as amended by Public Law 93-282; Texas Health & 
Safety Code, Chapter 81, Section 81.050 and all applicable state and local laws, rules and regulations; and cannot be disclosed without my 
written consent unless otherwise provided for in the regulations. I am authorizing this release/exchange of information of my own free will 
and with informed consent. I may revoke this consent in writing at any time, except to the extent that action may already have been taken 
in reliance on it. 
 
Further, I understand that this consent shall expire one (1) year after my last contact with the Montrose Center or one (1) year after the last 
CPCDMS registration expires whichever is later, or ____ other ______________________________________ unless I revoke it as 
provided for above. 

A photographic copy of this authorization shall be considered as effective and valid as the original. 
 
 
_______________________________      ____/____/____    _______________________________  
Client’s Signature                               Date                    Parent, Guardian, or Authorized  
          Representative’s Signature           
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