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Local Service Category:  Linguistics Services 
Amount Available: To be determined 
Unit Cost:  
Budget Requirements or 
Restrictions (TRG Only): 

Maximum of 10% of budget for Administrative Cost. 

DSHS Service Category Definition Support for Linguistic Services includes interpretation (oral) and 
translation (written) services, provided by qualified individuals as a 
component of HIV service delivery between the provider and the 
people living with HIV (PLWH), when such services are necessary to 
facilitate communication between the provider and PLWH and/or 
support delivery of Ryan White-eligible services. 
 
Linguistic Services include interpretation/translation services provided 
by qualified interpreters to people living with HIV (including those 
who are deaf/hard of hearing and non-English speaking individuals) for 
the purpose of ensuring communication between PLWH and providers 
while accessing medical and Ryan White fundable support services that 
have a direct impact on primary medical care. These standards ensure 
that language is not barrier to any PLWH seeking HIV related medical 
care and support; and linguistic services are provided in a culturally 
appropriate manner. 
 
Services are intended to be inclusive of all cultures and sub-cultures 
and not limited to any particular population group or sets of groups. 
They are especially designed to ensure that the needs of racial, ethnic, 
and linguistic populations severely impacted by the HIV epidemic 
receive quality, unbiased services. 

Local Service Category Definition: To provide one hour of interpreter services including, but not limited to, 
sign language for deaf and /or hard of hearing and native language 
interpretation for monolingual people living with HIV. 

Target Population (age, gender, 
geographic, race, ethnicity, etc.): 

People living with HIV in the Houston HIV Service Delivery Area 
(HSDA). 

Services to be Provided: Services include language translation and signing for deaf and/or 
hearing-impaired HIV+ persons.  Services exclude Spanish Translation 
Services. 

Service Unit Definition(s) 
(TRG Only):  
 

A unit of service is defined as one hour of interpreter services to an 
eligible PLWH. 

Financial Eligibility: Income at or below 500% Federal Poverty Guidelines. 
Eligibility for Service: People living with HIV in the Houston HSDA 
Agency Requirements  
(TRG Only): 

Any qualified and interested agency may apply and subcontract actual 
interpretation services out to various other qualifying agencies. 

Staff Requirements: ASL interpreters must be certified. Language interpreters must have 
completed a forty (40) hour community interpreter training course 
approved by the DSHS. 

Special Requirements 
 (TRG Only): 

Must comply with the Houston HSDA Linguistic Services Standards 
of Care.  The agency must comply with the DSHS Linguistic Services 
Standards of Care.  The agency must have policies and procedures in 
place that comply with the standards prior to delivery of the service. 
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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.
ALW receives funding from ViiV Healthcare to her institution for unrelated 
observational research. All other authors declare no competing interests. 
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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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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

Improve patient outcomes by speaking their language https://www.physicianspractice.com/view/improve-patient-outco...
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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.

Improve patient outcomes by speaking their language https://www.physicianspractice.com/view/improve-patient-outco...
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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

Improve patient outcomes by speaking their language https://www.physicianspractice.com/view/improve-patient-outco...
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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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CONTACT US

�6&��)���A��������	

�
�

$
'

��
�

�
��

�
�K

�
I

j
��

�
�

��
)�

�
��

��
��

�
�	

��
�

	
�

�&
�



)�

��
�

)�
�

;
j

/I
/I

�
)K

�
I

j

Page 27 of 27


	01 25 TRG Houston Linguistics ServCatDRAFT
	Linguistics Services
	Services include language translation and signing for deaf and/or hearing-impaired HIV+ persons.  Services exclude Spanish Translation Services.

	02 Ensuring the right to health care for migrants
	Ensuring the right to health for migrants and refugees
	References


	03 Improve patient outcomes by speaking their lang
	04 The value of communicating with patients in their first language
	1.  Introduction
	2.  Components of effective communication: all are important
	3.  Linguistic barriers in medical communication: impact and consequences
	4.  Benefits of talking in the patient’s language
	5.  Strategies for learning skills to communicate in the patient’s language
	6.  Expert Opinion
	Funding
	Declaration of interest
	Reviewers disclosure
	Funding
	References

	05 talking-the-patients-language IQvia



