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ABSTRACT 

I 

This report examines the.issue of barriers to health and social services created by 
Limited English Proficiency. Because of its immigrltnt roots, the United States 
has always had a substantial population that, afleast for some period of time, pos
sessed limited understanding ofEnglish. During its/early development, clashes 
were common concerning language. Although English eventually became the . 
dominant language, it hasnever been designated as the nation's official language. 

The Office for Civil Rights in the Department of Health and Human Services I' oversees the connection between aeliv~ry of servicbs by recipients ofDHHS 
funds and free access to those services 'by the popJlation. The major question 

I they seek always to answerwith regard 10 serviCes lfunded by the Department is: 
"are the services freely available to all sectors of t~e population, without regard to 
race, creed, color, or national origin?"
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This report outlines the range ofcurrent practices regarding the provision 
of language appropriate services to persons with Li)"ited English Profi
ciency. Information is reported from site visits and interviews in three major 
urban areas: Seattle, Boston and Los Angeles. The, interviews yielded' 
information concerning legislative and executive branfh interventions, pri-:
vate andpublic sector initiatives andresponses to the tide ofimmigrants and 

I 
refugees in needofservices and the relative costs and benefits derived from 
operation of alternative models of delivering care 'when language is a 
barrier to effective communication. 

1. Problem Statement 

Physician: "M, wouldyou ask her ifshe is 
allergic to any medications?" Communicati?ns between doctor and pa-
Aide (in Navajo): "Does the white man 's tient are fraught with difficulty, often be

cause of the gteat disparity in knowledge medicine make you want to vomit?" I 
about medicine. Physicians sometimes Patient (in Navajo): "No." 
ask a leading huestion that the patient 

Physician: "Did you ask her if the white does not und~rstand,' patients respond 
man's medicine makes her vomit?" I 
Aide: "Yes." with what therv think the doctor wants to 
Physician: "That's not quite what I need to know. If effeftive communication is dif
kn I h kn b It d ficult when hoth parties speak the same 

ow, ave to ow a out a ergies an language, tho~e difficulties become mag-
medications." I 

nified enonn0usly when they speak differ-
Aide: "Well, I don't know about those I lB" 
things . .. what's allergy mean anyway? If ent anguages. ecause commUnicatIOn 
you know so much Navajo, why don't you. between phy~ician and ~atient is Critical. 
ask her?,,1 ,tothe outcoie of a medical encounter, It 

1 Robert W. Putsch, M.D., Cross-cultural communicati4n: The Special Case of 
Interpreters in Health Care, JAMA, Dec. 20 1985-Vol Q54, No. 23. ' 
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is vital that the process be brought within 
nonnallanguage boundaries for this type 
of interaction. Increasingly, within Amer
ica, this process has become complicated 
by language differences. When language 
becomes a barrier, who is responsible for 
bridging the barrier? 

One of the primary functions of the Of
fice for Civil Rights (OCR) within the 
U. S. Department of Health & Human 
Services (DHHS) is oversight of the pro
grams administered by the Department 
with reference to the laws established to 
guarantee the civil rights of all citizens. 
At issue always is the extent to which in
stitutions or individuals who receive De
partment funds follow civil rights laws in 
their use of those funds. For at least the 
past 25 years, a major issue has been the 
rights of citizens and recent immigrants 
with Limited English Proficiency (LEP) 
to receive the same type and quality of 
services available to the population at 
large. Title VI of the U.S. Civil Rights 
Act of 1964 states: 

"No person in the United States shall, on 
ground ofrace, color, or national origin, 
be excluded from participation in, be de
nied the benefits oj. or be subjected to dis
crimination under any program or 
activity receiving Federalfinancial assis
tance. ,,2 

What is it that constitutes effective com
pliance with these laws as it concerns 
services to LEP population groups? Does 
language constitute a barrier to services 
as effective as a policy that denies access 
to service by, for example, a specific ra
cial group? At issue are the respective re
sponsibilities of the service providers and 
the consumers of their services with re
gard to language. This basic question has 
prompted calls for a specific regulation 
that would define the basic responsibili
ties of service providers. Largely, these 
calls for regulation argue that responsibil
ity for language appropriate services rests 
with the service provider and not with the 
consumer or those services. The main is

. sue that would be addressed by such a 
regulation is of relatively recent origin in 
h· 3t IS country. 

Although non-English speaking immi
grants in the United States have always 
faced a language barrier, it is only in the 
past 25 years, beginningwith the waves 
of immigrants from Southeast Asia fol
lowing the Vietnam War that we have 
had to address the issue of large numbers 
ofLEP persons who needed immediate 
access to the nation's health and social 
services. The paragraphs below discuss 
the changing environment in which 
providers of health and social services 
find themselves in contemporary Amer
ica. That environment poses special prob
lems to the services sector, in which 

2 	 42 U.S.C. § 2000d. 

3 	 The involvement during the past 15 years oflegal and advocacy organizations, such 
as the Mexican American Legal Defense Fund (MALDEF), the National Health 
Law Center, the Congressional Hispanic Caucus, Japanese American Citizen's 
League, National Council ofLa Raza, and the Asian and Pacific Islander Legal 
Center, has prompted OCR to explore regulatory alternatives. 
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speak two languages. Instead, the popula
tion consists of people who speak Eng
lish and people who speak Spanish. In 
such cities, we may be witnessing the 
growth of segregated systems of health 
and social services, in which market 
forces are beginning to drive the develop
ment of bilingual provider systems 
aimed, in the case ofLos Angeles, at His- . 
panic communities. In this approach, 
providers recruit profe~sionals who are bi
lingual, thereby finessing the entire issue 
of interpreters. Even in areas such as Los 
Angeles, in which Spanish is a major lan
guage group, dozens of other languages 
exist whose members will not be served 
by such bilingual systems. The basic 
problem remains and continueS to grow 
with immigrants arriving from all parts of 
the globe associated with the continuing 
balkanization of fonner nations and.em
pires. 

3. LEP in the Context of Health 
& Social Services 

The dramatic shift in demographics cou
pled with the emergence of a multilingual 
society have significant implications for 
the provision of health and social services 
throughout the United States. Nearly all 
service delivery systems are likely to be 
affected, although some more profoundly 

than others. In a 1983 article, Muecke as Iserts" ... Some 90 percent of[recent 
refugees from Southeast Asia] are under 
45 years ofage. Consequently, their first I:
contacts with our health care system are 
usually through obstetriqs, pediatrics, ,and emergency rooms. ,,) A 1985 study 
ofMexican immigrant utilization of U.S. 
health services in San Diego found that, 
" ... In general Mexican immigrants ap
pear to have rates ofhealth service utili
zation below those ofthe general U.S. 
population. ... Compared to the general 
U.S. population, Mexican immigrants, 
particularly the undocumented, utilize 
hospitals and clinics as a source ofcare 
to a much greater degree, relying less 
upon private doctors.,,6 A recent study \1\of 83 public and private teaching hospi
tals, conducted by the National Public 
Health and Hospital Institute, reported IIthat, "Overall, more than 1 J percent of 
patients . .. required interpreter services. 
One-third ofthe responding institutions 
reported that on average, 27% oftheir 11'· 
patients required interpreter services:,7 
A recent national survey of minority ,Ihealth care conducted by Louis Harris 
and Associates found that language barri
ers in health care present problems for 21 
percent ofAmericans. Within this LEP 
population, 26 percent ofHispanic adults 

5 	 M.A. Muecke, Caringfor Southeast Asian Refugee Patients in the USA. American 
Journal ofPublic Health. April 1993, Vol. 73, NoA. p.431. 

6 	 L.R. Chavez, W.A. Cornelius, O.W. Jones, Mexican Immigrants and the Utilization 
ofu.s. Health Services: . The Case ofSan Diego. Social Science Medicine. Vol. 
21, No.1. p.101. 

7 	 D. Andrulis, C. Ginsberg, V. Martin, C .. McGregor, Y. Shaw-Taylor, I 
Interpretation and Translation Services in Health Care: A Survey ofUS Public and 

Private Teaching Hospitals. AN ational Public Health and Hospital Institute 

Report, March 1995. p.viii. 
 I: 

I 
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and 22 percent of Asian American adu'lts 
require the use of an interpreter in health 
care services.8 

With respect to the provision of health 
and social services, what are the conse
quences associated with the inability to 
communicate for the LEP individual? for 
the provider? for society as a whole? 
The implications for the LEP individual 
are perhaps most obvious. But the conse
quences for providers and society are con
siderable and should not be dismissed. In 
arecent issue of the Journal of the Ameri
can Medical Association, Woloshin, Bick
ett and others, physicians themselves, 

. state, " ... whenjindingan interpreter is 
difficult or means long delays, physicians 
or patients may attempt to communicate 
by using inadequate language skil/s.,,9 
The following example illustrates the 
ramifications offaiJed communication 
during a service encounter for the LEP in
dividual, the provider, and soCiety. A 
Russian refugee, distressed at having a 
sore throat he could not shake, com
plained of "urgina" to staff at social serv
ices agency in New York City. They 

treatment for the LEP patient and in-
d 

. I 
curre exceSSive, unnecessary costs to the 

f h ' .1 re ugee or IS IAsurer. Even when the 
LEP client is a~le to access the service 
system, the lan~uage barrier can result 
easily in a misdiagnosis, or the provision 
of inappropriat~ or inadequate services. 
The inability td communicate in English 
may. also resultl.in the denial of needed 
services for wHich the LEP individual is 
eligible and entitled. The case of the Rus
sian refugeeal~o illustrates the problems 
faced by provi~ers, In the example, the 
doctor could not accurately take a medi
c~l history ,and! was thus unable to fulfill 
hiS profeSSIOnal responsibilities. The in
ability to comrhunicate with LEP clients 
poses ethical, frofes~ional, and legal di
lemmas for the proVider, For the Russian 
patient, failed ,bommunication led to a bat
tery of expensive medical tests that were 

. 1 

completely unnecessary, These costs are 
eventually pa~sed on to society in the 
~orm of risi~glhealth care costs. Addi
tIonally, socle~ has a vested interest in 
ensuring that ~ll individuals who are in
fected with a bommunicable disease are 
diagnosed an1 receive proper treatment. 

'I, 
I, 

i,
I, 
I 
I 

referred him to a local hospital for care 
and were quite surprised some weeks . 
later when he received a bill in excess of 
$5,000 for hospital services. A call to the 
hospital revealed that a well-meaning 

4~ Factors that Affect Language 
Access in Different Service 
Areas 

'1, 

Ii j' 

emergency room physician had misunder
. stood the refugee's condition as "angina" 

and had ordered a series of tests for a 
heart problem. Iri this example, failed 
communication resulted in inappropriate 

As mentioned earlier, the huge numbers 
f 

. . I 
o Immigrants and refugees entering the 
U.S. have hah a major impact on local 

• I
service systems. There are many factors 
involved in s~rvice delivery to the LEP 

I 


I 
 8 Lo~is Harris and Associates, Inc. "News Release," The Commonwealth Fund . 


'1 
NatIOnal Comparative Survey ofMinority Health care'IMarch 20, 1995, 

9 S. W,ol.osh.in, N. Bickell, L. Schwartz, F. Gany, and G. iWelch, Language Barriers in 
Medlcmem the United States, JAMA, March 1, 1996, Wol. 273, No.9. . . 

I 
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,',INTRODUCTION 

population that must be considered in 
planning and providing appropriate serv
ices. The status ofLEP individu
als-whether immigrant, refugee, 
undocumented alien, or foreign visi
tor-must be considered bY'profession
also Although stereotyping should be 
avoided, there are certain issues associ
ated with each status that would affect 
language access. Some LEP individuals 
are highly educated and are aware of in
terpreter and translator services, while 
other LEP patients may be illiterate in 
their native language and lack an aware
ness of the service systems available to 
them. Cultural factors can be equally im
portantin examining behaviors that will 
affect health access. Many cultures pro
mote use of alternative medicine and 
have difficulty accepting treatment or ad
vice from physicians trained in Western 
medicine. Some cultures provide limited 
medical services to their populations, . 
while others offer a broad range of serv
ices. The culture from which the'LEP in
dividual originates will often determine 
how aggressive LEP persons are in seek
ing appropriate treatment. Educational 
and cultural differences lead some LEP 
clients to demand language services and 
others to accept the status quo with com
placency and obedience. 

The degree to which any particular ethnic 
or racial group is.able to assimilate into 
the larger society is also a determining 
factor in providing language services. 
First generation refugees and immigrants 
pose the greater burden on society in 
terms of language assistance services, 
while second generation citizens usually 
become proficient in the English lan
guage. In many cases, second and third 
generation family members speak only 
English, or have a very limited knowl
edge of their native language. 

The level ofEnglish acquired by refugees I,. and immigrants can greatly affect socio
economic status, which, in turri, affects 
their insurability. There are few opportu Inities in the job market for individuals 
who have difficulty speaking English, 
and often those jobs lack insurance and ,,'other benefits. 

The sense of community among different J' 
LEP groups can also affect the overall ac

cess. Often, when large nu mbers ofLEP 
 ,I,individuals exist in a community, there 
are enough community members avail
able to serve as interpreters. There, the 
issue is not whether interpreter services I' 
are available in the community, but the 
quality of interpretation provided by IImembers of the community. Without 

screening, training, and monitoring of 

community interpreters, serious concerns 
 ,t
exist about the effectiveness of the com
munication provided to LEP clients .. 

'I: 
The numbers ofLEP individuals living 
within an area canaJso affect service de ',j,livery, as the study team discovered in 

Los Angeles. Yet,even more significant 

than sheer numbers, is the effect that state 

and local politics and local philosophies 
 ,I' 
can have on the service delivery system. 

Whether a commitment is given to ade
 ,Iquate language services ultimately de
pends on the decisions made by those 
governing and providing services in state 
and local communities. 

5. Summary of OCR study 

The Office for Civil Rights has been in

volved in the LEP controversy for over 

15 years. The central office in Washing

ton has been pressed to issue strong regu

lations that would define the 

responsibilities of providers in providing 

language appropriate services. Regional 
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OCR offices have had to work with both 
public and private provider communities 
and with the many activist organizations 
that have sprung up locally to press for 
more effective and equal treatment of per
sons with limited proficiency in the Eng.:. . 
lish language. 

A. The Role of OCR in LEP 

The Office for Civil Rights is a central ac
tor in any issue that involves basic rights 
of Americans. The Office is cQarged with 
the responsibility and the authority to ex
amine compliance with civil rights laws 
and regulations, although the Department 
of Justice is the lead agency involved in 
enforcing Title VI. OCR has been consid
ering the need to regulate this area for 
some time. In 1979, a set of proposed 
regulations were promulgated for public 
comment by OCR within the then Depart
ment ofHealth, Education and Welfare 
(DHEW).l0 OCR's role, though, goes be
yond the issuance of regulations. Its re
gional offices receive complaints and 
work with providers and with state and lo
cal government agencies to reduce barri
ers where they appear to exist. Often, 
negotiated settlements of disputes or 
agreements can resolve complaints well 
before the disputes move into the courts. 
In some cases, OCR regional offices have. 
induced an entire geographic region to 
shift to a new approach, based on their 
work with providers and public agencies. 

This negotiated lpproach has many ad
vantages, but al~o at least one disadvan

. I 
tage. Itclearly reduces cost and produces 
results beneficidl to individual claimants. 
The State ofWJshington is an instructive 
illustration of h6w much progress can be 
made, in part dJe to the efforts of the 
OCR regional of£ice. In Washington, 
however, the substantial progress made in 
providing langJage-appropriate services 
must be attributbd at least as much to 
state officials ~ho agreed with the basic 
premise and with providers who took 
steps to develo~ appropriate systems that 
produced the in!tended results, rather than 
surface steps th~t might have satisfied 
minimum legal requirements without pro
ducing any real change. 

On the other hand, a negotiated approach 
eliminates the ~ossibility of producing 
landmark precJdents that can be used in 
regions lacking the enthusiasm of areas 
like Washingtdn. Cases like Lau v. 
Nichols11 hav~ been useful traditionally 
in establishingllegal rights in a way that 
minimize the n,eed for subsequent individ
uallaw suits. Unfortunately, the Lau deci
sion applies odly to educational services 
and no clear c6urt test is available in 

I 

health care, a1t~ough there is consider
able support iti both education and social 
,Id' 	 dservices, acco~ mg to a recent stu y com

pleted by the National Health Law Pro
gram. 12 

f 

10 	 Office for Civil Rights, Office of the Secretary, Health E~ucation, and Welfare. 
Draft Proposed Rules for Part 80-Nondiscrimination Uhder Programs Receiving 
Federal Assistance Through the Department of Health, E;ducation, and Welfare: 
Effectuation of Title VI of the Civil Rights Act of 1964, lTune 4, 1979.· 

11 414 U.S. 563 (1974). 

12 Yolanda Vera and Jane Perkins, "No Hablo Ingles"-Ensurillg Linguistically 
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The central issue facing OCR is what can 
be done when neither providers nor state 
or local governments are willing to move 
aggressively to provide language services 
for LEP persons? One option clearly, is 
to develop and issue a regulation that de
fines in unambiguous terms the responsi
bilities of providers that receive Federal 
funding. Other options include the devel
opment and promulgation of policy guid
ance to regional offices (both OCR and 
other Federal administrative offices such 
as the Health Care Financing Administrat 
ion). Before deciding whether to move 
more aggressively in one direction or an
other, the Office for Civil Rights decided 
to collect information about what was 
happening in different parts of the coun
try. OCR requested Macro International, 
Inc. to study this issue and to report back 
on its findings. 

B. What questions does the Macro 
study attempt to answer? 

Macro International, Inc. was commis
sioned to conduct an exploratory study 
examining two basic issues: 

, • 	 What models were being used by 
providers of health and social serv
ices to deliver language appropri
ate services to LEP persons? 

• 	 What were the relative costs and 
benefits of using these alternative 
service delivery modes? 

Macro was asked to study these questions 
by visiting several major metropolitan ar I 
eas and by colleC!:ing data from health 
and social service providers. 13 The study I,'design is discussed below. Lists of the in
dividuals and institutions consulted dur
ing the study can be found in the -j
Appendix G. 

C. Macro Study Design ,I 
The basic issue to be examined through 
the study was the extent to which persons ~I,with limited grasp of the English lan
guage gain or fail to gain access to health 
and social services as a consequence of ;1'the availability of cost-effective language 
services. The intent of the study was to 
determine the extent to which service IIproviders adapted their outreach and serv

ice protocols to meet the needs of clients 

who seek access to the services. It was 

assumed that alternative approaches had 

" 


been adopted by various service provid

ers and that, through the study, it would 
 II: 
be possible to define and compare the 

relative costs and benefits of these alterna

tive approaches in different types of serv

" 


ices and involving different language 

groups. 


The fundamental design of the study in

cluded a literature review, interviews 
 ,Iwith a sample of service providers (in
cluding providers oflanguage services), 
advocacy groups, and policy individuals ,I'and organizations. Several sources of lit
erature were examined during the study: 

I 

13 

Appropriate Health Care. National Health Law Program. p. 26, 1995. In Press. 

The stu'dy design proposed by the Government suggested two cities; Macro 
eventually selected and visited three cities. 

I 
,I' 
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I 	 • On-Line infonnation services-' 
i' 	 DIALOG, MEDLARS, ERIC, 

ASPE's PIC, and other on-line ,I! sources were searched for poten
tially productive literature, 

I, • Interviews with key officials and 
stakeholders were used to obtain 
additional literature sources, ':1 

• 	 Advocacy groups and policy analy
sis organizations that are included 

I, 

" in the study were asked for refer


ence works, 


A current list of studies/articles that have 
been obtained and are included in the re
view is attached. The final bibliography 

IIII is attached as Appendix D. 

I' 
 An initial round ofintelViews was con

ducted in Washington, DC to obtain a be
ginning base of infonnation, from which 

I, 

i, the study team completed the project de


sign, including the selection oflanguage 

groups and cities to be included. The fi

nallist of people intelViewed during the 


ill 

study is attached. 

The study design also included provision 
for collecting data in three geographic ar
eas, not including Washington, D.C.,: 

• Seattle, Washington - On the ba
sis oflimited intelViews with pol
icy individuals in Washington, 
Seattle was recommended as a city 
that might be viewed as a model 
for dealing effectively with the 
problems encountered when per

I sons with limited English profi
ciency attempt to gain access to 
the health and social service sys

I tem. 

,I 

I 

I 

, ' 

I,
I 

I• 	 Boston and surroundi ng area 
the Bostdn and the Worcester area 
of Massabhusetts were suggested 
also as a :region in which substan
tial inforlnation could be obtained 

'1on alternative approaches to pro
viding lahguage services intended 
to impro~e,access to health and so
cial services, 

• Los AnJ.les, California 	 Los 
Angeles/was selected on the basis 
of its wHie range of language 
groups Jnd the very substantial 
number bf selVice providers. 

At the outset of the study, it was unclear 
whether specific languages posed unique 
problems not ~~perienced by other lap
guage groups. ~he study design assumed 
that potentiallx substantial differences 
might exist in tenns of access to care de
pending on thJ relative size of the popula

i 

tion group within a geographic region. 
That is language groups with large num
bers ofmemb~rs in an area (Spanish in 

I 

Los Angeles, for example) might pose dif
ferent problerris and might even give rise 

I 

to different solutions than low population-
density langu~ge groups. Initially, the 
study was airJed at two Asian lan
guages-Chirlese and Vietnamese-two 
European lan~ages -Russian and Pol

, ish were earl~ candidates-and Spanish. 
As the study progressed, specific lan
guages merged, with no single language 

. I.assummg greater Importance, except fior 
Spanish in L~s Angeles. In that case, 
providers exIiibited a fundamentally dif
ferent appro~ch-bilingual staff provid
ers in contra~t to the interpreter model 

i 

obselVed in the other cities. The concen
tration of Sp~nish in Los Angeles had cre
ated a suffici!ently large market that 
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health providers were competing on the eluded, but the great concentration of dis " ,Ibasis of their language competence. 	 cussions centered about health services. 
The problems seemed larger and the solu
tions more comprehensive in the health .The site visits provided first-hand in
sector.sights into the problems and the methods 

being used by various types 0 f providers. " 
During the site visits, different types of I. 
seIVices, both health and social were in

',' 
I, 

I 
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1. Summary 

The study findings are organized into 
nine sections. Section 2 discusses the ex
tent to which there is a legislative frame
work that governs the need to provide 
language-appropriate services to LEP per
sons. This section draws heavily on a 
study completed by Yolanda Vera and 
Jane Perkins of the National Law Health 
Program and the study team is indebted 
to them for permitting use of their draft 
study report. Section 3 examines the cata
lytic agents that appear to affect the devel
opment and use oflanguage services. 
The report then goes on to define the al
ternative models the study team found as 
a result of examining the literature and 
conducting site visits to three major met
ropolitan areas. The models are reviewed 
and their costs and relative benefits are 
discussed. Other sections then discuss 
ways to integrate language into a service 
provider's daily operations so as to pro
vide the most effective basic services pos
sible. The systems aspect can disable 
effective language services, even when in
stitutions have reasonable language re
sources. Language systems are generally 
linked to a decision by top management 
to assume primary responsibility for ef
fecting language-appropriate services. 
Other organizations may provide serv
ices, but consider those services as an 
"extra" or special service, believing that 
basic language services are the responsi
bility of their consumers. In multi-lingual 
environments, a system is needed to as
sure that language services are connected 
effectively and efficiently to the clients 
who need such services. Only in strictly 
bilingual environments, in which only 
two languages are required (often English 
and Spanish) and in which the provider 
staff are all or mostly all fluent in both 
languages, can the provider deliver the ba-

Macro International, Inc. 

sic services (eJ health care) without re-
Icourse to a managed language system. 
I 

2. Legislati~e Framework 
Governing Services to LEP .. 
Populations 

A. Federal Llgisla~ive Initiatives 

Although ocJ has been inves~ed in this 
issue over a 15~year time period, other 
Federal and state agencies have supported 
service deliverY to the LEP population 
through regulatory or programmatic initia
tives. The study team was able to iden
tify several prdgrams visited that were 
recipients ofF~deral, state or local fund-

I 

ing; or were inttiated in response to state 
regulations. This section describes how 

I 

various Federal and state agencies have 
participated in shaping the service deliv
ery system. A more detailed discussion 
on Federal programs is provided in Ap
pendix H. 

The Federal Department ofHeaIth and 
Human Servicbs is organized into several 
different comdonents, each focusing on 
specialty area~ of service, research and 
policy. Althoiligh Title VI would appear 
to affect all setvices provided within and 
for DHHS, he~lth and social services his-

I 

tori cally have been managed separately. 
As a result, pdlicies concerning services 
for LEP popul1ations have not been devel
oped for the ebtire Department, but rather 
for separate a~encies. Separation of 
health and sodial services is not unique to 
the Federal gdvernment, however, for 
most states ha~e been structured in a simi-

I 
lar fashion. Many DHHS efforts have 

I. . dpromoted sel"\pces to support Increase 
health access to minority populations, but 
it is only recebtly, within the past few 

I 
years, that efforts to remove or address 
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cultural and linguistic barriers have been 
.initiated. 

This section examines legislation within 
DHHS, beginning with agencies located 
in the Public Health Service (PHS). Re
moval of language and cultural 'barriers 
from health care has been a stated goal 
within PHS and, although all of its agen
cies share responsibility for this goal, the 
Office ofMinority Health has been desig
nated as the leader within PHS in spear
heading a movement towards changing 
an existing system. 

1. Minority Health Improvement Act 
of 1990 ' 

Section 1707 of the Public Health Service 
Act (otherwise known as the "Minority 
Health Improvement Act of 1990") ex
pands the scope of the Office ofMinority 
Health's efforts to target the LEP popula
tion by the following activities: (1) estab
lishment of an advisory committee that 
would provide advice, assistance, and 
oversight~ (2) interagency agreements 
with other agencies to support work in re
search, demonstrations, and evaluations 
to test innovative models ofdelivering 
services, (3) contracts with health care 
providers to develop or increase provid
ers' capacity to provide bilingual or inter
preter services, (4) establishment of the 
Center for Linguistic and Cultural Com
petence in Health Care, and (5) estab
lishment of individual offices ofminority 
health within agencies ofthe Public 
Health Service. 

2. The Hill Burton Act (Hospital ISurvey and Construction Act of 1946) 

The Hill Burton Act spurred development 
and construction of many public and non I 
profit community hospitals, health cen

ters, and nursing homes. A "community 

service" stipUlation was attached to all " 


grant funds, which required providers to 

serve all persons living in the service area 

WithOUt discriminating. Along with Ti
 I' 
tle VI, OCR Regional offices have been 
able to use Hill Burton as a source of I,guidance in seeking to enforce civil 
rights complaints against facilities. OCR 
has consistently interpreted "community 
service" to require that Hill-Burton hospi I 
tals serve LEP patients.} 

I,
3. The Refugee Act of 1980 

Since 1975, the Office ofRefugee Reset
tlement (ORR) has been the major fund I 
ing agent of services to refugees newly 

entering the country. The Refugee Act of 

1980 (section 413(a) of the Immigration 
 I 
and Naturalization Act) grants compre
hensive authority to ORR for the domes
tic resettlement program. ORR is I 
responsible for carrying out those activi
ties that provide for effective resettlement :1
of refugees and for assisting refugees to 
achieve self-sufficiency. Their primary 
focus is to integrate refugees into the serv
ice system, prepare them for job readi
ness, and promote full-time employment. 
As such, various programs that are 
funded by ORR, and through ORR, that 

involve the provision oflanguage serv

. ices to new refugees are designed specifi

cally to meet this goal. 

Vera, p.l0-12 
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B. State Level Legislative Efforts 

As will be discussed in the next section-: 
on catalytic agents, state and local laws 
or policies have served to propel the issue 

. oflanguage services for the LEP into a 
larger arena and have acted as a catalyst 
to promote service delivery. According 
to the National Public Health and Hospi
tal Institute Survey, 12 out of 27 states re
sponding had statutes or regulations that 
related to the provision of interpreter serv
ices.2 All three of the states visited by the 
study team had regulations around inter
preter services. 

Table 1 on the following page summa
rizes information on state legislation.3 

Many of the State laws around language 
services have thresholds included guid
ance for when a service must be offered. 
Other laws are written in language too 
vague to be enforced. The authors of the 
NP:mn study conclude that only Califor
nia, Maryland, New York and Vermont 
have laws that specifically mandate that 
hospitals must provide interpreter serv
. 	 4
Ices. 

In examining state law, it must be noted 
that phrases such as "as soon as possi
ble," and "if available," provide large 
loopholes for providers who prefer not to 
accept the responsibility for interpreter 

services. In sul cases, compliance en
forcement coul~ become costly and diffi

cult. I 

3. CatalytiC Agents That Spur 
Language Appropriate Services 

What causes sole providers to adopt a 
proactive apprdach to serving LEP clients 
while others refnain unaware of the prob
lem or exhibit Jreluctance to adapt their 

• Iservice systems to ensure Ianguage ac
cess? In the afusence of Title VI regula
tions related to/LEP clients, how do 
providers perceive and act upon their obli
gation to serye the LEP population? 

With some notable exceptions, few 
providers appe~r to have voluntarily initi
ated language ~ervices or adapted their 
service strateg~es to ensure language ac
cess. Small, c~mmunity-based clinics lo
cated in neightlorhoods with sizable LEP 
populations or with a mandate to serve 
specific ethnic groups seem most likely 
to voluntarily adopt language appropriate 

I 

service strategies. Larger facilities typi
cally began dereloping and implementing 
language services in response to pressure 
from the regiohal OCR offices and legal 

I 

services organizations, or state laws and 
departmental +gulations. As illustrated in 
the following sections, some catalysts 
have the poterltial to bring about change 

, I 

2 	 Ginsberg, C., V. Martin, D. Andrulis, Y. Shaw-Taylor, ahd c. McGregor. 
Interpretation and translation services in health care: A ~urvey of US public and 
private teaching hospitals, p.7-9 

3 Much of the information for this table was obtained through these secondary 
sources: Ginsberg, et. a1.; Woloshin, et. aJ.; and Y. Ver~ and 1. Perkins. The study 
team is indebted to the timely release of these studies ana regulatory reviews. 

4 Ibid, p.12. 
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Arizona 

California 

Colorado 

Florida 

Hawaii 

Illinois 

Maryland 

Massachusetts 

I 
Title 9 of the Arizona Administrative Code establishes that written Imaterials for the Arizona Health Care Cost Containment System be 

translated into a second language when that language exceeds 5% or 
200 members. I 

Enacted in 1991, Section 1259 of the California Health and Safety 

Code (or Senate Bill 1840) requires acute care hospitals to (1) adopt· 


and review annually existing policies around providing language 
 ,I
assistance services, (2) develop and post notices for about procedures 

.for obtaining interpreter services and filing complaints, (3) prepare and 


maintain lists of interpreters and bilingual employees who can 

translate body party, symptoms, and other medical information, (4) 


review all standardized written material for decisions around 

translation, and (5) identify and record primary language of all patients 


on hospital documents. 


Part 9 (Patient Rights) of the Colorado Code of Regulations 6 CCR 

1011-1 states that patients have the right to receive informed consent 


for all treatment in a communication understood by the patient. 


Florida's Patient's Bill of Rights and Responsibilities strongly 

recommends that health providers provide patients who do not speak 


English with an interpreter when receiving medical services, ifthe 
 I
providers have individuals "readily' available who can interpret. 

Foreign language interpreter services are required for mental health 

patients only. Programs operated by the Department of Health must 
 I 
have bilingual resources, the use of family or friends as first-choice 


interpreter is encouraged. 


IThe Illinois Health Facilities Language Assistance Services Act (210 

ILCS 87/10) recommends that arrangements be made to provide 

interpreters or bilingual professional staff for patients experiencing 


language and communication barriers to ensure "adequate and 

speedy communication." Other aspects of this legislation are similar to 


the California Code 1259. 


Maryland's Code of Regulations states that each hospital is required to 

have staff or volunteer interpreters available or on call for deal and 

non-English speaking patients and families, who do not otherwise 


have available interpreters. 
 'I 
The Massachusetts's Department of Public Health, through its Office 


of Refugee and Immigrant Health. attaches conditions around 

interpreter services to applications for facilities seeking expansions. 
 I 

All hospitals are required to obtain a determination of need certificate 

from DPH before undertaking major expansions or purchases of 


expensive equipment. DPH assesses, monitors, and provides policy 


i guidance around interpreter services. 

Table 1 State Legislative Initiatives Covering Limited English Proficiency 

I 
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Ohio's Administrative Code 5122-1428 within the Department of 
Mental Health, states that psychiatric hospitals shall ensure that 

patients, families, and significant others Who are non-English speaking 
Ohio shall have access to interpreters at ~o charge. In addition, all 

I 

diagnostic testing services for such patients should be provided by 
qualified and experienc~d interpreter. 

Pennsylvania's Hospital Association ILicensure Regulations for 
General and Special Hospitals, Title 28 Pa. Code Part IV Subpart A 
pertains to Patient's Rights, and states that where possible. patients 

Pennsylvania who do not speak English should havel access to an interpreter. In 
addition, Title 55 Pa. Code states that vbluntary informed consent for 

i sterilization procedures should only be,~ccepted if the individual was 
offered an interpreter. 

I 

Vermont's Patient's Bill of Rights statesl~hat any patient who does not 
understand the "predominant language of the community" has a right 

Vermont ' to an interpreter if a language barrier exists and continues to be a 
problem for the patient's understandi~g of the care and treatment 

I, provided·1 
I 

In 1993, the Governor passed an Executive Order creating a 
I ' 

Department of Interpreter Services within the Department of Social 

and Health Services (DSHS). Administ~ative Policy 7.07 states that all 


persons, regardless of their ability to communicate in English. have 

Washington equal access to services and programsladministered by DSHS. Such 

access is to be provided by bilingual staff or by qualified interpreters. 
I 

DSHS requires all hospitals to provide interpreters who pass a 
certification test and sign a confidentiality agreement. State Medicaid 

will reimburse providers for outpatient use of qualified interpreters. 
I 

New Jersey 

New York 

Macro International, Inc. 

I 
New Jersey's H~,alth Care Facili,ties Plann;in,g Act (Section 26:2H-12.8) 

\ states that hospitals shall "reaSOnablYrI respond to requests for I' 

i ' interpreters if 10% of the service area population speaking that , 
• ',' . language. " 

I 
New York State's Section 405.7, Official Compilation of Codes,Rules

I 

and Regulations, refers to Patient's Rights pertaining to interpreter 
services in the following manner. Hos;pitals shall (1) manage a 
resource of skilled interpreters," and t2) provide translations of 

significant hospital forms, instructions and information. These services 
shall be regularly available for non-Eng lith speaking groups of more 

than 1% of the total hospital service areal population, as calculated by 
the U.S. census data. This regulatio;n also states that skilled 
interpreters are required to be available within 20 minutes for 

outpatient requests and within 1 0 minut~s for emergency department 
requests. I 

I 

" 

I Table 1 State Legislative Initiatives Covering limited English ProfiCIency 

I 

I 

, ' 
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across an entire service system while oth
ers may only impact the internaL policies 
of an individual provider. The relative ef
fectiveness or ineffectiveness of these 
"catalysts" to bring about change, are 
best viewed in the context of the political 
and social climate of the community in 
which the provider is located. A host of 
factors can mitigate or intensify the im
pact of various catalysts on the service 
system. For example, existing racial and 
ethnic tensions, the introduction of policy 
initiatives that are unrelated to language 
access, but affect LEP populations, or the 
presence of a charismatic personality in a 
position ofauthority can have a poten
tially significant effect on promoting or 
obstructing the initiation of language serv
ices. 

A. OCR and Legal Services 
Organizations. 

In Seattle and Boston, OCR and legal 
services have had a notable impact on the 
development of language services in the 
health and social service arena. In both. 
of these cities, legal services organiza
tions worked in partnership with OCR to 
exert pressure on providers to initiate in
terpreter programs. Seattle and the sur
rounding area have been engaged in 
development of language services as an 
adjunct to care since approximately 1980. 
Much of the progress can be attributed to 
pressure from the region's Offices of 
Civil Rights, accompanied by the added 
pressure ofa local legal services organiza- ' 
tion, heralded by some as the "con
science" of the system. In response to 
such pr:"'l.ues, the region organized a 
relative:: \.:;omplete language service net
work that allows health and social serv
ices to obtain interpreters for a very wide 
set of languages and dialects-at least 50 
and perhaps many more. In the Bos

tonIWorcester area, OCR and legal serv Iices have been the driving force behind 
the introduction oflanguage services in 
the social services arena. OCR's impact Ion hospital policies and the health care 
system is less evident. The OCR Re
gional Office successfully negotiated a ,I
voluntary agreement with the Massachu
setts Department of Public Welfare 
(DPW) requiring them to develop de I 
tailed plans for serving LEP clients. The' 
negotiation came about due to legal serv
ices' threat to pursue a class action suit I 
against DPW. Potentially, this agree
ment will result in state-wide changes in ,Ithe DPW system that will make DPW 
services more accessible to LEP clients. 
OCR also negotiated a voluntary agree
ment with a hospital in Maine. This I 
agreement will improve language serv
ices within the Maine hospital but will fl
have little impact on the health service 
system more broadly. 

I
In contrast to Seattle and the greater Bos
ton area, pressure from the OCR or legal 
services agencies has not been the driving I
force behind the development of lan
guage services in Los Angeles County. 
OCR and legal services have had more of I 
an influence in Northern California serv
ice areas. Mention of OCR or legal serv
ices as critical players in the debate I 
surrounding language access was notice
ably absent during the study team's dis
cussions with Los Angeles County 'I 
providers. Legal advocacy on behalf of 
LEP clients in Los Angeles County has 
focused on individual employment dis I 
crimination cases and "English only" 
rules in the workplace. Legal advocates 
are currently directing their attention and I 
resources toward the repeal ofPropos i
tion 187, a California initiative aimed at Iprohibiting individuals who are residing 

I 
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in the U.S. illegally from obtaining gov~ 
ernment services. 

B. State Laws and Departmental 
Regulations. 

The study team identified examples of ' 
state laws or departmental policies explic
itly directing providers to implement lan
guage services. It is not known how . 
many states have adopted this approach. 
An article by the National Health Law 
Program identifies California, Florida, 
Hawaii, Dlinois, Louisiana, Minnesota, 
New Jersey, Ohio, and Pennsylvania as 
states that have enacted statutes address
ing linguistic minorities within health 
care settings.S In addition to these states, 
the study by the National Public Health 
and Hospital Institute identifies Arizona, 
Colorado, Maryland, New York and Ver- . 
mont as states that have laws or regula
tions around language services.6 The 
laws and policies identified by the study 
team during the Los Angeles site visit 
had the effect of galvanizing providers to 
compile lists of bilingual employees or 
design an interpreter program on paper. 
It was not clear that these laws and poli
cies were particularly effective in forcing 
providers to develop and implement inte
grated interpreter programs that ensured 
language access. However, they did 
seem to represent a first step in estab
lishing provider responsibility for ensur
ing communication with an LEP client. 

. I 
In the State oflWashington, Governor 
Lowry in 1993 issued an Executive Order 
that establishe~ clear expectations for 
state agencies ~nd institutions of higher 
education. ThJ Order sets expectations 
for improvinglemployment, customer 
services, comq'lUnity relations and con
tracting opportunities for ethnic minori
ties, persons Jith disabilities, women, 
and gays and Uesbians. The state also cre
ated a positivd incentive approach by 
agreeing to pay for interpreter services 
for social servlces and non-inpatient 

d· I . I 7me Ica servIces. 
. ' I 

The Massachusetts Department of Public 
Health (DPH)I has adapted its internal 
policies regulating hospital expansion to 
effectively fotce hospitals to establish a 
minimum lev~l of interpreter services. 
All hospitals in Massachusetts are re
quired to obta'in a determination of need 
certificate fro~ DPH before undertaking 
major expansions or purchase of expen
sive equipmeht. Beginning in 1987, the 
Office ofReftigee and Immigrant Health, 
within DPH, ~ttached a provision to the 
certification process, requiring hospitals 
to provide intbrpreter services as a condi
tion of approtal. As a result, 26 hospitals 
initiated intert>reter programs. While this 
policy has succeeded in forcing hospitals 
to develop interpreter programs on paper, 
there is wide~pread concern that their true 
ability to serJe LEP patients remains 
grossly inadtuate. . 

5 Vera. 

6 Andrulis p.9-10 . 

7 Their assumption is that inpatient interpreter services arre reimbursed by third-party 
payers. 
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In Los Angeles, a state law related to the 
provision of language services has had a . 
direct impact on the deveJopm~nt oflan
guage services in area hospitals. Califor
nia state law (section 1259 of the Health 
and Safety Code), enacted in 1991, re
quires acute care hospitals to establish a 
policy for "providing language assis
tance services to patients with language 
or communication barriers". The intent 
of the statute is to "ensure that patients 
with limited English proficiency and 
those who are deafare not denied access 
to basic health care services." The law 
requires acute care hospitals to take spe
cific actions to ensure that their services 
are language accessible to LEP groups 
comprising a minimum of 5 percent of 
the population in the geographical service 
area. All of the hospital representatives 
interviewed for this study were keenly 
aware of the state's legal requirements re
garding interpreter services. The law ap
pears to have been effective in 
galvanizing hospitals to assess t heir in
ternal language resources, but has had 
less impact in forcing hospital administra
tors to develop systems for deploying 
.those resources. Depending on how indi
vidual providers perceived their responsi
bility for compliance, actions taken to 
respond to this law vary from a fully inte
grated systemto simply a list of bilingual 
employees and an action plan for imple
menting further work towards compli
ance. Providers and advocates also ' 
indicated that there was minimal enforce
ment provided around Section 1259. 

c. Market Forces 

Another factor influencing the develop
ment of language services in Los Ange
les, is the increased competition for 
patients among HMOs, hospitals, and 
other health care providers as they at

tempt to offset rising health care costs. In 
Los Angeles, fierce competition for new I 
patient "markets" has resulted in HMOs 
and other health care providers taking a Isecond look at LEP groups who histori
cally have not been part of their target cli
ent populations. Marketing efforts have Ifocused on the dominant LEP language 
groups: Spanish in Los Angeles, and Chi
nese in the San Francisco Bay area. For Ithese language groups, increased competi
tion may result in better access and lin
guistically appropriate care. However, I
there is reason to be skeptical concerning 
whether bilinguallbicultural marketing. 
strategies will translate into more broadly 'Iavailable language-accessible health serv
ices. It is important to note that smaller, 
though still sizable, language groups have I 
not yet become the focus of marketing ef
forts. I 
D.·Medi-Cal Managed Care 
Initiative. ICalifornia's Medi-Cal Managed Care in
itiative has the potential to have a signifi
cant impact on the development of Ilanguage services although its effects are 
only beginning to surface. The State of 
California plans to shift all Medi-Cal re I 
cipients into a managed care health plan 
by 1996. State-wide there are approxi
mately 2.5 million Medi-Cal recipients, 'I 
roughly one million of whom reside in 
Los Angeles county. California's Depart
ment ofHealth Services (DHS) plans to I 
contract with commercial HMOs to serve 
30-40% of the Medi-Cal population. The 
remainder will be served through a new I 
entity called the Local Initiative Health 
Authority which is currently being estab ,Ilished in each county and that will func
tion like a non-profit HMO made Uj of a 
network of"traditional providers". I, 


I 
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DHS has established cultural and linguis
tic requirements for the Medi-Cal man
aged care program. The requirements are 
fairly detailed and include several provi
sions of special interest to OCR including: 

• 	 interpretation of the provider's re
sponsibility to serve LEP patients 
under Title VI of the Civil Rights 
Act of 1964; 

• 	 required 24-hour access to inter
preter services for all members; 

• 	 provision of linguistic services to 
LEP population groups residing in 
the proposed service area who 
meet a numeric threshold; and 

• 	 required assessment of linguistic 
capability of interpreters or bilin

gual employed and contracted 

staff. 
DHS released the first request for applica
tions, which included these provisions, 
and was directed at commercial HMOs in 
September 1994. There is intense inter
est among HMOs to enter the Medi-Cal 

. market, particularly in Los Angeles 
county where nearly 40 percent of the 
state Medi-Cal population resides. The 
study team observed that many HMOs 
are already attempting to incorporate 
some level of Spanish language capabil
ity into their service systems as part of 
their effort to market to Medi-Cal recipi
ents. For example, one HMO described 
outreach activities aimed at the Medi-Cal 
population which included hosting school 
health fairs in predominately Spanish-

Macro International, Inc. 

'k' 	 B'l' lISI .,~pea 109 comm,unttIes. I In,gu~ pa~-
Ish staff from tHe HMO also inVite resl-

I . 
dents to attend an open house, held at the 
community clirtic, where the IIrv10 plan

I 

is described in both Spanish and English, 
Currently, 26 cbmmercial HMOs are ap
proved to acce~t Medi-Cal clients. 

Traditional prJiders are also watching 
I

the developmepts closely to see whether 
DHS will monitor and enforce provisions 
related to ling~istic requirements. It was 
not clear at th~ time of the study team's 

I 
. visit whether the Local Initiative Health 
Authority willi be held to the same linguis
tic and cultural requirements as the com
mercial HMo's although it seems likely 
that it will be./ 

E. 	Malpractice
I

The study team hypothesized that the po
tential threat bfa malpractice suit, result

ing from fail6d communication, might 
serve as a caialyst to initiating interpreter 
services amohg some health care facili
ties. An attetnpt was made to ascertain 
whether heaI~h providers perceived the in
ability to corhmunicate with LEP patients 
or the poten~ial for miscommunication 
with LEP p~tients as a potential malprac
tice risk. The study team uncovered lit-
tie eVidence/to suggest that 
language-related malpractice cases have 
been succes~fully filed against provid 
ers. Legal ~dvocates maintain that those 
LEP Clients/ most likely to receive inap
propriate o~ inadequate care due to their 
inability to ,communicate with the health 
provider are least likely to pursue legal 
action as a beans of recourse Even 

/ 	 . 

I 	 8 Telephone interview with Mr. CastaIo de la Rocha, Lbcal Initiative Health 
Authority for Los Angeles County, January 5, 1995. 
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when LEP patients do come forward, the 
financial responsibility associated with 
obtaining legal services is a huge burden 
for most plaintiffs, and legal advocates 
sunnised that the ideal counsel would be 
a large finn desiring to try such a case 
pro bono. . 

F. Assumption of Responsibility 

The key to unlocking the door to effec
tive language-appropriate services ap'" 
pears to be an assumption by providers of 
primary responsibility for assuring lan
guage access to their services. In some 
communities, providers announce that it 
is not their responsibility, whereas in oth
ers, such as Seattle9 and Boston, provid
ers largely accept the responsibility. 

4. Models of Language Services 

Providers have adopted a variety of ap
proaches to bridge the language gap and 
facilitate communication with LEP cli
ents. This report does not attempt to 
evaluate the relative effectiveness of one 
method in comparison with another:. In 
fact, few providers relied on one method 
to meet all their interpretation and com
munication needs. Most providers use a 
combination of methods in order to ex
pand their coverage, reduce response 
time and adjust the stanc;iard of interpreta
tion to best meet the needs of the situ
ation. It was observed that a specific 
method may be more or less appropriate 
given the circumstances of a particular 
service setting. To some extent, the meth
ods adopted by the provider are related to 

the type of service being provided, but 
mainly the methods are selected out of I 
economic considerations, or asthe "de
fault" option, because no other options 
are available. I 
The size of the LEP language group was I 
also a detenninant of the method adopted. 
On a systems level the study team ob
served two phenomena: (1) in Los Ange I 
les the dominance of the Spanish 
language resulted in the development of a 
bilingual (SpanishlEnglish) service sys I 
tem with an emphasis on the bilingual. 
provider model~ (2) in Boston and Seattle 
where several major language groups ex 'I 
ist, providers adopted a more comprehen
sive approach to serving all language . 
groups regardless of size. On the pro I 
gram level, dominant languages are more 
likely to be served by bilingual staff or 
staff interpreters; frequent but smaller lan I 
guage groups by contract interpreters, 
and infrequently encountered languages 
by the AT&T language line. I 
As discussed in a subsequent chapter of I 
this report, the actual method adopted by 
the provider.may be less important than 
whether or not a provider has a system in I 
place to assure that the LEP individual 
will be linked with the appropriate lan
guage resource at all key contact points in I 
the service encounter, and ensure a stand
ard level of quality in interpretation. The 
various methods of communication ob I 
served by the study team are described be
low along with a summary of their 
respective strengths and limitations. I 

9 Appendix E contains a discussion of the strategy used in Seattle during the early I
1980s to get health care providers-mainly hospitals-to assume primary 

responsibility for language-appropriate services. The paper, by Sherry Riddick, RN, 

MPH, was presented at a language conference in Los Angeles in 1991. 
 I 
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, • Bilingual-Bicultural Provider 

• Bilingual Provider 

• 'Volunteer Staff Interpreters 

• Paid Staff Interpreters 

• Volunteer Community Interpreters 

• ' Contract Interpreters 

• AT&T Language Line 

• Language Bank 

• Family and Friends 

A. Bilingual-Bicultural Service 
Providers ' 

In this model, services are provided di
rectly by professionals who speak the,pri
mary language of the LEP client. Staff 
members are recruited and hired to reflect 
the basic ethnic composition of the LEP 
client population. This model was most 
frequently encountered in community
based service settings in which a limited 
number of language groups were being 
served, the size ofthe facility was rela
tively small, or the guiding mission of the 
facility was to serve a defined community 
or ethnic group. Throughout the Los An
geles area, the study team observed a 
heavy reliance on the bilinguallbicultural' 
provider model as opposed to interpreter 
services. This phenomenon may be ex

'I .' 	d . I 
p ame , m part, by the multi-ethnic char-

I 	 ' 
acter 0 f Los Angeles, In 1990,37.8 per
cent ofLos AJgeles residents were 
Hispanic; 10.2\ percent Asian, 1 0:6 ~er
cent Black, an? 40.8 percent White. 0 

Over 340,000 Spanish-speaking persons 
:vere reported ~s "linguistically isolated" 
m the area during the 1990 census. 
These statistid illustrate that while Los 
Angeles' ethnip diversity presents a chal
lenge to providers who face the need to 
develop servicf systems that can respond 
to perhaps fortr language groups, there 
are also potentially greater bilingual re
sources availathe in Los Angeles than in 
many other citiles. In contrast, the bilin
guallbicultural model was encountered 
infrequently in Boston and Seattle. This 
may be due to a philosophical preference 
for interpreter ~ervices or to the fact that 

• I 	 ' 
neither city contains a large enough pool 
ofbilinguallbidultural professionals to 
meet the servicb needs of the existing 
LEP populatiok 

Main StrengthJ 

This approach ~rovides the maximum op
portunity to cotnmunicate effectively 
with the client, Isince both culture and lan
guage are accommodated. Numerous ex
amples are giv~n of service providers 
who do not understand the cultural sig
nificance ofw~at they are being told orI 	 ' ,
perhaps as importantly, do not under
stand the cultur~l importance of what 
they are attempting to communicate to 
their client~, In lone case cited by Linda 
Haffner, Director of Interpreter Services 
at Stanford Uni~ersity Medical Center II 

I 	 ' 
an 18-year old Mexican patient was hav

I 

10 	 As hley Dunn, In Califor~ia, the Numbers Add Up to Aliety, NEW YORK 
TIMES, October 30, 1994, E3. 
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ing regular birth contractions, but was di
lated only 4 cm. She was becoming ex
hausted, and the medical staff wanted to 
give her an epidural block, but the patient 
had refused. The patient had misunder
stood the difference between an epidural 
block and a spinal block and was fearful 
that she might become paralyzed. She 
had associated spinal blocks with severe 
complications, plus her husband kept re
minding her that, without real pain, she 
would not be a "real mother," a common 
belief among Mexican patients. Here mis
understanding about the nature of the pro
cedure had combined with cultural beliefs 
to jeopardize the delivery. After a compe
tent explanation, the woman and her hus
band agreed to the procedure and the 
delivery·process proceeded nonnally. In 
this case, the interpreter filled the role of 
cultural understanding. Had the physician 
or the nurse been of the same culture, the 
procedure could have proceeded satisfac
torily and more quickly. In many mental 
health settings, LEP patients speaking di
rectly with their provider rather than 
through an interpreter, is the preferred 
model. 

Another strength of the bilingualtbicultu
ral provider model, which may be obvi
ous, is cost effectiveness. The 
Association of Asian Pacific Community 
Health Organizations (AAPCHO) con
ducted a study of language access in 
seven health centers across the country 

serving the Asian and Pacific Islander Ipopulation. One of its findings, sup
ported by preliminary process data col
lected on site, indicates that interpreter Iencounters for physicians tend to be only 
slightly longer in length, while those for 
nurse practitioners and physician assis Itants are much longer. Cost savings 
could be substantially realized in the bilin
gualtbicultural model, especially when I
providers maximize staffing arrange
ments. AAPCHO authors note, however, 
that the hidden costs and activities in I
volved in recruiting bilingualtbicultural' 
professional staff can offset some of 
these savings. 12 ' I 
Main Limitations IThis model becomes increasingly im
practical as the size of the facility (and cli
ent population) increases and the number Ioflanguages climbs above three or four. 
Fairly quickly, economics dictates that 
providers adopt an interpreter model. If Iall communications between service' 
providers and service recipients could be 
provided by people who were not only bi I
lingual but culturally'knowledgeable, the 
chances for consistently safe andeffec
tive communication would be almost al I 
ways assured. However, most service 
providers whom we contacted during our 
site visits will virtually never be able to I 
satisfy this standard. In both the Seattle 
and the Boston areas, many languages are 
encountered, with any'singie facility I 

11 Linda Haffner, Cross-cultural Medicine A Decade Later. Translation is Not I
Enough: Interpreting in a Medical Setting, West J Med 1992 Sep: 157:255-259. 

12 Association of Asian Pacific Community Hea~~h Organizations. The Language I 
Access Project, Draft Final Report. Developn:·:nt ofModels and Standards for 

BilinguallBicultural Services for Asian and Pacific Islander Americans, October 

1993, p.84. 
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likely to encounter 20 or more different 
languages or dialects. The chances of be
ing able to staff a large facility-a hospi
tal for example-with physicians and . 
nurses who satisfy the cultural and lan
guage requirements of their patient popu
lation approaches zero. SelVice providers 
that selVe a limited number oflanguages 
can employ this approach, so long as 
their clients remain limited to a few lan
guages. 

B. Bilingual Service Providers 

Only slightly more common than employ
ing staff who are both ethnically and lin
guistically akin to their clients is a model 
in which staff are fluent in the language 
of their clients but not necessarily from ' 
the same ethnic background. In this 
model, staff are recruited with language 
competence as one of a number of skill re
quirements. Allor most client encounters 
are engaged by staff members who speak 
the language of the clients. It is dif ·fer
ent in that regard from mixed models in 
which some staff members speak a client 
language and are used at varying times as 
staff interpreters. In a truly bilingual 
model, staff physicians and nurses, social 
workers, counselors, etc., would be em
ployed who speak the dominant language 
of the client group. In at least one such 
model in a rural area in Georgia, staff 
physicians were provided language train
ing until they became sufficiently profi
cient that they could conduct routine 
patient contacts in the client's language 
(Spanish). 

Main Strengths 

This model has similar strengths to the bi
lingual-bicultural model, but language is 
the key element. It implies that staff can 
be hired who are not from the cultural 

Macro International, Inc. 

I " 
group being seljVed, but that they must be 
fluent in the language. 

Lf : 't ,. IL' .IVlam Iml a lOllS 
This model suffers from the same prob-

I 
, lem as the bicultural model, but it opens 

the possibility Jf added problems, unless 
strict language bompetence standards are 
employed. In sJveral discussions with 
staff interpreter~, for exam pi e, we were 
told that their f~cility tried to avoid using 
physicians who: had studied the language 
of their patient (generally Spanish) in 
high school or ctollege, because their level 

Iof language competence was often flawed 
and introduced ~he possibility ofmiscom
munication with all of the attendant possi
ble complicatiobs. ' ' 

C. Volunteer Staff Interpreters 

In this model, staff members who speak a 
language other than English are asked to 

I 

selVe periodically as interpreters in addi
tion to their notmaljob duties. The con
cept of the "volhnteer" interpreter is 
somewhat mUdaied by the fact that in 
some cases biliAgual individuals receive 
additional com~ensation for their lan
guageskills. I~ many cases, bilingual 
staff assume interpreting duties without 

I 

.supplementary financial compensation. 
This model typi1cally is adopted by institu
tions that are inlan early stage of provid
ing language services-perhaps the first 
stage after the ihstitution realizes that a 
language barrie~ is affecting its ability to 
provide competbnt selVices. In some vari
ants on this model, institutions formally 
• • I • .
mcorporate mterPretmg mto an em
ployee's job de~cription, while in others 
interpreting becfmes an added burden 
without supplementary compensation, or 
recognition. Jaditors, receptionists, techni
cians, and othe~ clerical workers have all 
been used by institutions for this purpose. 
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In many cases, such staff carry beepers 
which are used to summon them to emer
gency situations. Institutions that employ 
this model typically treat language serv
ices as an "extra" service rather than as a 
normal part of their service system. Such 
treatment suggests that the administrators 
and managers within such an institution 
do not believe that they are obligated to 
serve Limited English Proficiency per
sons. 

Main Strengths 

The main benefit of this model is that it 
allows organizations to capitalize on their 
existing internal resources-the bilingual 
capabilities of their staff A secondary 
benefit is increased voluntarism within 
the institution. Many hospitals began 
more structured interpreter services pro
grams through efforts within departments 
of volunteer services, and hospital admin
istrators point with pride to the work of 
their volunteers. When this model is in
stitutionalized as a professional service, it 
can be an efficient method for ensuring 
communication with LEP clients. 

The study team encountered one hospital
based program where this model had 
been adopted successfully to augment 
the interpreter program which included 
full-time staff interpreters for dominant 
languages. "Voluntt'er" staff interpreters 
were used to accommodate less com

monly encountered languages or to fill in 
the gaps for more common languages. In I 
this situation, the "volunteer" staff model 
was effective because "volunteer" staff 
were required to complete the same I 
screening and training process as paid 
professional interpreters (thus assuring a· Istandard level of quality of interpretation 
throughout the institution). Additionally, 
the hospital established a system where Ithe supervisors of the "volunteer" staff in
terpreters had to approve staff acceptance 
of interpreter requests. This reduced the 
potential for conflict over competing job 
priorities as bilingual staff struggled to 
balance interpreter requests with the de
mands of their daily work. 

Bilingual staifparticipating in the hospi I 
tal's interpreter program were initially re
cruited during a hospital-wide effort 
initiated by the President and CEO of the 
hospital, demonstrating commitment at 
the highest level of management. In this 
model, volunteer staff interpreters re
ceived entertainment, gift, and food incen
tives for each encounter. Although this Imethod of compensation was clearly 
working in this situation, other intrinsic 
incen tives were visible. Staff who inter Ipreted on an ad hoc basis would fre
quently provide positive feedback on th e 
value of the experience and often thanked I
the interpreter services staff for sending 
them on such assignmen ts. 

I
Main Limitations 

Frequently, this model is adopted by insti Itutions in a cavalier manner. Bilingual 
staff are asked typically to self-declare 
their bilingual capabilities and little or no Ifollow-up is done to assess their linguis
tic skill level. In addition, staff often re
ceive little or no training on how to serve Ias interpreters. Untrained interpreters pre-

I 
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sent unknown risks to the service, since 
they may not understand their role, or· 
how to perform the duties of an inter
preter. This problem is especially diffi
cult in medical settings, wherein 
knowledge of medical terms and proce
dures is vital in communicating with the 
client and the medical team. Untrained in
terpreters often collapse several ques
tions, or several responses into a smaller 
number, without realizing that they may· 
be hiding important information inadver
tently. The limitation of using staff inter
preters is most acute potentially in 
institutions that do not recognize lan
guage services as part of their formal re
sponsibilities to their clients and their 
community. Such institutions typically do 
not exercise the same type of control and 
care as institutions that have integrated 
language services into their service proto
cols. There is also a hidden cost in
volved in diverting staff resources to 
interpreting. As will be discussed in a 
later section, the hidden costs include the 
cost of lost work time when staff are 
taken away from their primary job duties 
to fill interpreter requests as well as the 
compensation paid to the "volunteer" 
staff interpreter during the time served as 
an interpreter. The hourly rate of most 
health care professionals (e.g., nurses, 
physicians, and medical technicians) is 
most likely higher than what the institu
tion would pay for the hourly services of 
an interpreter. 

D. Paid Interpreter Staff 

In this model, the institution hires staff in
terpreters, i.e., staff whose primary or 
sole duty is interpreting in one or more 
languages other than English. Many of 
these individuals are employed full-:-time 
at the institution and receive the same 
benefits as all other staff employees. 

Macro International, Inc. 

I 
Generally, institutions that adopt this 
model recognite a legal responsibility to 
provide servicJs in the language of their 
clients. In most cases, the hiring process 
and requiremehts for staff interpreters are 
similar to thosb used to hire nurses, medi
cal technicians1, or other professional 
staff. Generally too, hiring full or part
time staff intefreters reflects an eco'" 
nomic decisiof.l that staff interpreters are 
more cost-effeftive than contract inter
preters. Designated interpreters are usu
ally hired whe6 the volume of patients 
speaking a pa¥cular language is consid
ered too great ~o be accommodated by 
either "voluntary" staff interpreters or 
part.,time conttact interpreters. This . 
model has bedn adopted widely in Seattle 
and to a lesse~ degree in Boston .. The 
study team observed a general reluctance 
on the part ofbany providers in the Los 
Angeles area to hire full or part-time staff 
whose sole re~ponsibility was interpret
ing. The conJept of a professional medi
cal interprete~ who possesses a specific 
set of skills, in addition to bilingual capa
bility was notlobserved to have been 
adopted widely in the Los Angeles area. 

I 
Main Strengtrs 

The central s~rength of the staff inter
preter model1s that scheduling is facili
tated and quality control is easier to . 
manage, sinc~ the staff competence level 
is a known q~antity. In addition, staff in
terpreters bedome increasingly proficient 
over time in ~orking with other staff pro
fessionals, e.~., staff physicians or nurses. 
It is possible ito form professional teams 
of people, each of whom knows hislher 
duties well a~d knows the appropriate 
role to play ih assuring that a competent 
service is prdvided the client. This con
cept of a teath, with provider (physician), 
patient, and i!nterpreter defined as the 
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"tearn," is seen as important because of 
the need to work together to facilitate 
communication. According to Dr. Eric 
Hardt, a physician at Boston City Hospi
tal and author of a training program guide 
for physicians working with interpreters, 
the ideal medical encounter is one in 
which the interpreter and physician are 
partners and communicate effectively, in
corporating cultural beliefs and explana
tions into the session. Problems could 
arise in situations where the interpreter 
acts as the interviewer or when the physi
cian merely regards the interpreter as a 
tool .. A professional triadic relationship 
promotes respect between the physi
cian/provider and the interpreter, ensures 
confidentiality between the interpreter 
and the patient, and ultimately fosters 
bonding between the physician and pa
tient, resulting in effective communica
tion and appropriate health care. 13 

Main Limitations 

The main limitation.ofthis modelis a 
limitation inherent in all of the models de
scribed throughout this section. In the ab
sence of a system for screening and 
training there is no quality control that as
sures a standard leve I ofinterpreter coin
petence. 

E. Volunteer Community 
Interpreters 

In many large cities across the country, bi
lingual residents in a community, often 
associated with a voluntary agency work
ing with refugee resettlement, or a mem
ber of a hospital's volunteer service 

group agree to serve as interpreters. IThey may accompany the patient from 
the community or may be supplied by the 
provider. Although both cases rely on Ivoluntarism to provide a needed service 

to LEP patients, in one instance, the 

health provider assumes responsibility for 
 I
providing and engaging the service, and 
in the other, the patient or agency work
ing on the patient's behalf assumes that I 
burden. Volunteers who work within a 
formal hospital program !'ire accountable 
to the hospital and, thus, enter into a rela- I 

. tionship that is similar to that of employer 
and employee. Hospitals provide supervi
sion and scheduling of assignments. I 
Many teaching hospitals regularly recruit 

residents and students from the university 

community as volunteer interpreters, who 
 I 
maybe eligible to participate in an intern

ship through the interpreter services pro

gram. 
 I 
Main Strengths I 
The major strength of a volunteer model 
is that it engages the resources of a com
munity in a joint effort to provide a I 
needed service that might not otherwise 
be provided. A hospital might be able to 
tap the resources of its general volunteer I 
pool toidentify bilingual individuals who 

could serve as volunteer interpreters. In 

this instance, the model could work effec
 I 
~ively if the following professional stand
ards were applied. I 

• Formal personnel approaches: 
volunteers need to "hired" and Ishould be subject to being "fired." 

I 
13 	 Eric J. Hardt, M.D., Discussion Leader's Guide for the Bilingual Medical Interview 

I and the Bilingual Medical Interview IT: the Geriatric Interview, Boston Area 
Health Education Center. 1991.. I 
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• 	 Job descriptions: volunteers need 
to have and to understand their job 
duties and responsiQilities. 

• 	 Qualification standards: volun
teers need to pass the same type of 
qualifying standards as paid inter
preters. 

• 	 Training: volunteers need to be 
trained in the essentials of the serv
ice they are providing. 

• 	 Availability: volunteers need to be 
available throughout the same 
range of operating service hours as 
the main service. 

• 	Management: volunteers need to 
be managed just like paid staff. 
They need direction and they need 
quality feedback. 

The strengths of the other type of vol un
teer model are that the provider assumes 
no responsibility and no cost for provi
sion of services, and thus, services to 
LEP clients provided in this manner are 
always "free." But, as will be discussed 
below in the limitations section, provid
ers using this model will usually get what 
they pay for in terms of service, exper
tise, and a:vaiIability . 

Main limitations 

Frequently, the volunteer model is 
adopted in situations where the service 
provider has not acknowledged its obliga
tion to provide a language service. The 
provider maintains that it cannot (or will 
not) afford to pay for ancillary interpreter 
services. When this occurs, the burden 
of providing interpreter services is shifted 
to a voluntary agency or to the LEP cli
ent. 

Macro International, Inc. 

When the volunteer program is organized 
I 

within the institution (usually a hospital) 
the volunteer ketvices program may fail 
to meet the ne~ds of the organization for 
whom they wdrk, because the organiza
tion itself fail~ to organize and manage 
the volunteers Iproperly. Organizations 
often assume that volunteers will organ
ize themselveJ, when they would never 
make such an kssumption about paid 
staff. VolunteJrs are simply unpaid staff 
and must be ~anaged accordingly. A vol
unteer interPreter model could be'as effec
tive as a paid ~nterpreter model if the 
volunteer program is established accord
ing to professilonal standards. 

·· I d'ffi I .Sorne services are 1 ICU t to orgamze 
precisely beduse the highest quality re
sources are erlgaged in the activity as a 
way of earning a living. Thus, the 
needed expe~~se may not be available in 
the region and it would be necessary to 
rely on less qJalified people to provide 

I . 

the service. The issues then raised are: 
a) have the m~nagers in charge recog
nized that the~ may not be obtaining the 
same level oflquality; and b) is the qual
ity they are getting adequate to their 
needs? 

The major limitation to using community 
volunteers is the inadequate level of serv
ices they are ~ble to provide to physicians 
and other health care professionals. 

I •.•
When a commumty mterpreter runs out 
of time, he o~ she may simply leave, and 
the LEP client is stranded. When a com
munity intertireter does not understand 
medical termfnology or procedures, there 
is no mechanism for the physician to 
know this anh mistakes can be made out 
of pride or ighorance that would not oth
erwise be tOlbrated in a medical setting. 
When a comfuunity interpreter advocates 
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too strongly for a patient, there is usually 
no supervising il1fluence involved to cur- . 
tail advice or monitor performance. In 
many cases where physicians are obliged 
to use this model, they are not fully com' 
fortable with the triadic relationship es
tablished, but profess that they want to 
treat LEP patients and some co mmunica
tion is better than none. 

F. Contract Interpreters 

In this model, bilingual individuals are 
hired by the service provider on a contrac
tual basis to provide interpretation. Usu
ally, these individuals do not work .at any 
single institution on a full-time baSIS. Al
though they may be fully employed as an 
interpreter working for several different 
facilities. It is generally assumed that 
these individuals have specialized skills 
and training to serve as "qualified" inter
preters although this not always the case. 
Contract interpreters are typically paid an 
hourly wage and do not receive benefits. 
A provider may contract directly with the 
interpreter or may work through a lan
guage bank or language service that pro
vides an interpreter on demand for a fee. 
In most cases, contract interpreters are 
not used for emergency situations, unless 
previously arranged with the provider. 
Contract situations generally involve 
scheduled appointments. 

Main Strengths 

Use of contract interpreters is a cost-effec
tive approach to supplementing the basic 
language capability of the institution. It 
can be useful as a way of initiating lan
guage services, before much is known 
about relative demand, or as a way of sup
plementing an existing capability. For ac
counting purposes, use of contract 
interpreters allows for collection of clear 

cost data for administrators seeking to jus
tify expansion of existing services. I 
When contract interpreters are managed I 
and dispatched through a language bank 
or service, the locus of responsibility for 
recruiting and maintenance of quality con I 
trol is shifted to the language bank. The 
institution does not have to become in
volved in issues of competency or stand I 
ards as long as staff have confidence that 
the language bank is operated according 
to professional standards. I 
Main/imitations I 
One of the main limitations of the con

tract interpreter model is availability. 

Contract interpreters typically are individ
 I 
ual entrepreneurs whose main livelihood 
revolves around language services. Thus, 
the ready availability of any single inter I 
preter is always in doubt. As interpreters 
become better known, their availability 

. may become increasingly difficult, short I 
of engaging them in some form of"re
tainer" agreement. In addition, if the in
stitution contracts directly with I 
interpreters this places an added work
load on the host institution. Quality con
trol, scheduling, and cost management I 
are now work elements that must be man
aged internally. Some providers have 
sought to alleviate the availability prob I 
lem of their contract interpreters by work
ing with other providers and combining 
resources. The study team observed that I 
in Seattle and Boston, when many provid
ers are located within a community, a Ipool ofcontract interpreters can exist for 

the shared benefit of several different 

providers. 
 I 


I 
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G. Language Bank Services 

Language "banks" are collective ap
proaches to obtaining the services of inter
preters without hiring them as staff. 
Typically, a language bank is operated in 
one of two forms: (1) an organization has 
its own set of services and decides to inte
grate language services into its service 
portfolio; or (2) a language service organi
zation is formed whose main/only busi
ness is to provide language services to 
various clients. In Seattle, for example, 
the Hospital Interpreter Program is oper
ated as one service of an existing organi
zation, whereas in Massachusetts the 
language bank, operated by an Area 
Health Education Center (AHEC) was 
formed originally to serve the local medi
cal center, but expanded services to in
clude the entire medical community. 

Language banks can be organized into 
specialty areas-medical interpreting, so
cial services interpreting, legal interpret
ing--or as a central service with people 
trained in mUltiple arenas. As the em
ployer and dispatcher of interpreters, lan
guage banks operate similar to any type 
of temporary services company. They as
sume the responsibility for recruiting, 
screening, testing, training, hiring and 
paying the interpreters. In addition, most 
language banks conduct community 
needs assessments to determine future 
language needs and market their services 
to the community. Billing for interpreter 
services generally inciudes similar over
head costs to those for other temporary 
services companies, although most inter
preters generally do not receive extensive 
benefits from language bank employment. 

Macro International, Inc. 

Main strengtJ 

Language banJs are highly useful in cov
ering a wide set of languages, precisely 
because the institutions using the service 
need not use arlY particular language 
provider any ~ore hours per year than its 
clients require.IEven the language service 
itself need not hire full-tiri1e interpreters. 
Indeed, it is unhecessary for any interpret
ers to be hired/full time, or even part 
time, unless the language service deter
mines that suc~ a stl,iffing arrangem ent 
would be mor~ cost effective. Mainly 
such language banks enter into contracts 
with both intert>reters al1d with institu-· 
tions that requ~re interpreter services, act
ing as the broker for the language service. 

1,( • L' . .1 . JV.lam Imrtaturs 

Language services provided through such 
language bankk may be more expensive 
for institutions/in some parts of the coun
try than either staff interpreters, or hiring 
contract interpreters directly. Use of the 
language bankl as an intermediary intro
duces another element outside the control 
of the service i!nstitutions (hospitals, for 
example). In one case, for example, sev
eral institution~ decided to drop the Hos
pital Interpretdr Program as their 
language servife, because they believed it 
to be both too fxpensive and less respon
sive to their needs than they believed nec
essary to maintain an effective health 
care delivery slervice. ' 

H. AT&T L+9uage Line 

The AT&T Language Line is a service 
provided unddr contract by AT&T. Serv
ice providers Jnter into a contract and 
then use and ~ay for the service on an in
dividual call b~sis, being charged by the 
minute. The s~rvice offers to provide in
terpreting serJices in 140 languages in 
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virtually instantaneous response to a re
quest. To obtain access, service providers 
must first enter into a contractual agree
ment with AT&T, although services can 
be provided even without a contract. Sub
sequently, interpreters are accessed by 
calling the Language Line and requesting 
a specific language. AT&T provides a 
"touch" pamphlet to users to assist in 
identifying the language being spoken. 
Clients are asked to scan the pamphlet 
which contains material in different lan- . 
guages to identify their language of 
choice. Once the language is identified, 
the Language Line can be engaged and 
an interpreting session initiated. 

Service providers report generally that 
they rely on the Language Line for their 
backup system, when they cannot other
wise accommodate a client language, and 
for "call-backs," to LEP clients to verify 
appointments or to provide some simple 
information to clients. No service 
provider consulted by the study team 
used this system exclusively. 

Main Strengths 

The AT&T Language Line provides a 
needed service for service providers that 
cannot always be expected to have the 
language service available on staff or 
through a contract service. Given the 
large number of languages and dialects in 
many major metropolitan areas (in excess 
of 100) Language Line or some equiva
lent seems vital to the continued ability of 
providers to deliver quality services to an 
increasingly wide ethnic/cultural popula
tion base. The service's rapid response 
and ability to offer such a wide language 
range are its main strengths. In one case, 
a provider places portable telephones on 
carts throughout the hospital 'so that 
AT&T can be called easily from any

where in the facility without worrying Iabout the availability of telephone jacks. 

Main Limitations I 
Language Line has two major limitations: 
cost, and the inherent limitations of the 
telephone as a method of communication. I 
Although the service is considered reason
able in cost for short encounters, say a 
few minutes, its hourly rate would be be I 
tween three and four times the normal 
hourly rate for high quality interpreting 
services. AT&T charges by the minute I 
and varies its rates by type of language 
and by time of day. Four language "tiers" Iare used, with Spanish being Tier 1, and 
languages such as Farsi, Urdu, and Taga
log being grouped in Tier 4. Peak hours I(S a.m. to S p.m.) are the least expensive. 
Rates vary from $2.20/minute to $4.S0/m
inute. Most of the study respondents Imaintain that they have used the Lan
guage Line and that generally they are sat
isfied with AT&T's responsiveness. I 
Aside from cost, many providers cite limi
tations around the AT&T system pertain I 
ing to its lack ofcultural appropriateness' 
and sensitivity. Although most providers 
appeared to be satisfied with the quality I 
of the service, some tend to prefer using 
community volunteers or friends and fam Iily, citing that many LEP clients simply 
are not comfortable with phone interpreta
tion. I 
I. Family and Friends 

In some instances, family and friends are I 
still regularly relied on'to serve as inter
preters. This practice is most aften seen 
in situations where provider:. :dieve they I 
are not obligated to accommodate the lan
guage needs of their clients. In some 
cases, patients may elect to use a family I 


I 
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member; in other instances, the patient 
may not be aware that he or she is enti
tled to an interpreter or that an interpreter 
program exists. The use of children as in
terpreters seems less common, although it 
still occurs. One coordinator of inter
preter services in Boston indicated that, 
before she was hired, a 12-year-old girl, 
who had been diagnosed with a malig
nant brain tumor, was asked to relay the 
news to her parents by serving as an inter
preter for the physician. This type of in
appropriate use of minors would never 
occur in institutions that employ effective 
language response systems. 

Main Strengths 

The only strength of using friends or rela
tives is the potential comfort brought to 
the client through reliance 0 n someone. 
they know well to intervene for them in a 
potentially frightening encounter with a 
system they do not understand. Most 
providers did not endorse this method al
though they acknowledged that it is used. 
Th ere was a difference of opinion among 
providers as to whether or not patients 
should be allowed to use a family mem
ber when a "qualified" interpreter was 
available. Some facilities had policies ex
plicitly prohibiting the use offamily and 
friends while others would offer the serv
ices of an interpreter but allow the patient 
to use a family member if he or she de~ 
sired. 

Main Limitations 

Several important limitations exist. First, 
use of family members or friends pre
sents potentially dangerous communica
tion breakdowns, when an untrained 

individual fails lo understand the mes
sage being combunicated. Also the po- . 
tentiat for a bre~ch of confidentiality is 
high. Patients thay be reluctant to reveal 
information of ~ personal nature that 
might be vital t6 an effective diagnosis, 
for fear of reve~ling such information to 

I 

family or friends. A case is cited of a So-
year old peasarit woman from Mexico 

I 

who had visited the hospital several 
times, with vag~e symptoms being re
ported each tirtie. The physician began to 
believe that shd was not truly ill. When 
the woman waJ finally questioned 
through a com~etent interpreter, she ad-

I 

mitted that she Ihad been afraid to discuss 
her real symptqms-a fistula in her rec
tum-because her (3S-year old) son had 
been interpretirig for her and she was 
ashamed to adthit her condition in front 
ofhim.14 The idynamics between indi
viduals who have a personal relationship 
often distorts the content of the communi-

I 

cation. Overall, providers were adamant 
that minors sh6uld not be used as inter
preters under ahy circumstances. Never
theless, there Jere reports that this 

, , I 
practice conttnres. 

5. Cost of Uanguage Services 
.Th f· 1I'd'·· 
 t:'t"e cost 0 proVl tng cost-euectlve an-

I 

guage appropriate services depends sub
stantially on tHe model selected and on 
how costs are bounted. Many providers 

I
do not track such costs, because they use 
one of the models involving in-house 
staff who fun+on in other capacities and 
do not compensate for the language serv
ice. Some pr9viders were reluctant to re
veal cost data to the study team. Many 
providers igndre the issue of effective
ness, assumin~ perhaps that anyone who 

I . 

14 Haffner, Cross-Cu/tura/ Medicine. 
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is apparently bilingual 1 5 is competent to 
serve as an interpreter. The data outlined 
below combines information supplied by 
different providers and is based almost 
exclusively on Seattle and Boston site vis
its, supplemented by data from the Na
tional Public Health & Hospital Institute 
report. 

A. Cost Analysis of Alternative 
Models 

There are three main cost components in 
providing language appropriate services: 
(1) direct interpreter costs; (2) overhead 
and benefits; and (3) interpreter manage
ment costs. All models can be examined 
by including and aggregating the costs as
sociated with each component. 

Direct Interpreter Costs 

Certified interpreters are paid between 
$10 and $25 per hour16

, depending on 
geographic region and employment status 
of the interpreter. In Seattle, the rate var
ies between $20 and $25, whereas in 
Massachusetts, interpreters earn between 
$10 and $20. The total cost of delivering 
a full language service depends heavily 
on how the system is organized, i.e., how 
much of the service is available through 
full-time paid staffvs. contract interpret
ers, who manages the logistics of the lan
guage service, whether paid or volunteer 
staff are used, and whether provider staff 
are themselves bilingual. 

The National Public Health and Hospital 
Institute survey of public and private 

teaching hospitals estimates that full-time I
staff interpreters earn an average salary of 

$29,618, with a median salary of 

$27,020: The range of salaries is large, 
 I 
with hourly rates ranging from $10 per 
hour to $32 per hour. 

I 
AT&T Language Line costs range from 
$2.20 per minute to $4.50 per minute, de Ipending on the language spoken and the 
time of day. Although ~xpensive on a 
cost per hour basis, it has the advantage Iof charges by the minute. A ten minute re

quirement might cost between $22 and 

$45 by AT&T, whereas it might cost as 
 Imuch as $70 for a contract interpreter 
service (@ $35Ihour) where they need to 
pay for a one-hour minimum, plus trans I
portation time and cost. As the encounter 
time rises, the cost advantage shifts rap
idly in favor of other methods. I 
Overhead & Benefits 

IEmploying a full-time staff member in

creases.the total cost to the extent of bene

fits and overhead. Benefits often increase 
 Isalaries by 25-30% and overhead rates 

. can add another 50% to 75%, which 
could bring the .total cost of an internal Istaff interpreter to $35-$40 per hour. 

In discussions with providers in the state I 
of Washington, $35 per hour was a figure 

quoted frequently as the total cost for in

terpreter services. The State ofWashing
 I 
ton has agreed to compensate providers at 

the rate 0 f$37 per hour for certified in

terpreters. 
 I 

15 Providers who allow employees to'self-declare language status often fail to verify I 
competence. 

16 Rates as low as $8 per hour are reported in Philadelphia. I 

I 
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Management 
Contract1 

Direct Contract2 

II Staff Interpreters 

Volunteer Interpreters 

AT&T 

Direct Costs per Hour 

Included 

$10- $25 

$10- $25 

-0

Included 

I
Overhead & Benefits 

I 

Included I 
NA I 

50%-75%1 

-0 1 

Included 1 

Total Costs per Hour 

$35  $40 

$10- $25 

$15  $45 

-0

$132  $270 

Macro International, Inc. 

Table 2: Direct Interpreter Costs 1 

1. Under a managed contract with a language bank, all costs are inclJded within the negotiated rate. 

2. Direct Contracts imply a system in which the provider hires ihterpreters under contract a~ 
ndividuals, rather than using a language bank. I 
In estimating and comparing direct inter
preter costs, providers must also consider 
the need to pay for· transpo rtation, travel 
time and guaranteed minimums for con
tract interpreters, and fringe benefits, 
overhead and potential down time for in
house staff interpreters. 17 Similarly, 
when considering the use ofvolunteers, 
providers still need to include the costs 
for interpreter management discussed be
low. No interpreter approach is cost-free, 
although some providers tend to hide or 
ignore some of the costs. For example, 
providers that use volunteer staff inter
preters often assume that their approach 
carries no cost, whereas they should be in
cluding the cost associated with the time 
spent on interpreting instead of normal 
staff work tasks. Some programs require 
volunteer staff interpreters to complete 
their normal work, in addition to their in
terpreting tasks, presumtively shifting the 
cost of interpreting from the provider to 
the provider staff, creating a possible mo
rale problem. Thus, estimating the cost of 
using staff in a "volunteer' capacity can

not be estimat9d without specifying how 
the staff time will be made up while they 

. . I 
are mterpretmg. 

I . 
"Volunteer Interpreters" are assigned a 
zero direct cost, which is appropriate, 
given that volJnteers receive no direct 
compensation. ITable 2 illustrates the av
erage HOURLr costs associated with al
ternative models. 

I . 

Interpreter Management Costs 

A complete inJerpreter management sys
tem would nee~ to include the following 
set of servicesI 

• Recruitment and Developmeilt: lo
cating dndnegotiating with indi
vidual ibterpreters, including 
assessrrlent of language skills, and 

Idevelop,ment and presentation of 
required training for interpreters 
and pro~ider staff. 

17 Some interpreters report that they are required to pay for parking fees, which could 
be $5-$7 for an encounter, whereas other providers cover such travel expenses. 
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• Logistics: scheduling interpreters in Table 3 below. Iand assuring their availability. 

In calculating costs, it is also necessary to 
• Quality Control: oversight and recognize that many providers employ I 

feedback to assure that provider more than one method, depending on the 

staff and patients are satisfied with 
 language needed. For example, many 

interpreters. 
 providers in Seattle used contracts with a I 

central language bank, individual con
• Cost Management: collection and tracts with outside private interpreters, 


analysis of tota! cost of language full-time staff interpreters, and AT&T 
 I 
service to assure that the system is Language Line, The issue faced by 


. operating efficiently .. providers in Seattle was how a provider 

could accommodate most effectively the 
 I 

This management function would need to 
needs of its clients at the least cost. Albe present, regardless of the model used, 
most invariably, the answer to that quesalthough under a managed contract sys Ition involved more than one method. It istem, using a language bank, the language 
important that, whatever method is to bebank managers assume these duties. It is 
used, all costs are included. It would bedifficult to estimate the management Inecessary to account for the following costs associated with effective services, 
functions:but many of the language services in Seat

tle provider institutions employed one or 
more staff persons to manage the entire 
language service function. Thus, one FTE 
staff person might be associated with 
management in a system in which 5 to 10 
FTE interpreters are involved. For lower 
levels oflanguage services, part-time 
staffwould be used to provide this man
agement. The total cost associated with al
emative models then millht be as sbown 

Direct Costs per 
Hour 

Overhead & 
Benefits 

Managed 
Contract Included Included 

Direct Contract $10-$25 NA 

Staff Interpreters $10-$25 50% -:-75% 

Volunteer -0 -0Interpreters 

Table 3 Total interpreter SelVice Costs 

I 
• 	 Direct salary of interpreter 

• 	 Fringe benefits & overhead I 
• 	 Interpreter. Management I 
• 	 Equivalent contact hours - will 

contract interpreters be paid for Itravel time and cost as well as a 


Management 
 Total Costs per 
Costs per Hour Hour I 

$25-$40Included 

I$12.50' 
$2.50 $27.50 

$12.50 I$2.50 $47.50 

$2.50$2.50 I 

I 

I 
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minimum one hour charge? Will 
interpreters be paid for missed ap
pointments? 

• 	 Are there cost differentials attrib
uted to interpreting requirements 
after normal business hours? 

• 	 Who will pay for costs associated 
with insuring interpreters against 
any liabilities? 18 

• 	 Who will pay for the costs of train
ing, or certification through stand
ardized tests? 

• 	 Expenses for travel, parking, etc. 

Hypothetical Example: 

Ifwe hypothesize a hospital in which 
5,000 encounters are experienced for 
which language is an issue in succ essful 
delivery of the service, we can calculate 
the range of costs associated with alterna
tive methods. Assum e encounters aver
age 69 minutes in length, but with a 
range of 10 minutes to four hours. Con
tract interpreters are paid for a minimum 
of one hour, plus transportation time and 
costs. Further, each contract interpreter is 
paid when appointments fail to show or 
cancel at the last minute. Under such a 
scenario, a 45 minute encounter would re
quire that contract interpreters would be 
paid for one full hour, whereas in-house 
staffwould be used omy for the 45 m
inute encounter. Volunteer interpreters, 
whether they are on staff or are brought 
in would work for one to two hours. In- . 
house bilingual professional staff create 

I 
no additional direct costs. AT&T Lan
guage Line ha~ a high direct cost, but 
charges are in~urred only for the amount 
of time they a~e on-line. AT&T also . 
would not reqiliire a management staff to 

I 

oversee the scheduling and management 
of interpretersJ 

. I 
It should be n~ted that the cost assump
tions used in the model could vary sub
stantially, depbnding on local cost 
parameters antl how interpreter language 
services are nianaged within an institu
tion. In most ~espects, more careful man
agement would yield increased direct 
costs because Iof the need to assign staff 

I • 

to contract management, scheduling and 
• I

quahty control. 

Table 4 i1iust~tes a hypothetical illustra
tion of a.langt:lage requirement facing a 
provider. In tlle example, 5,000 "lan
guage encoun~ers" covering four lan
guages would require approximately 
6,000 interpr~ter contact hours, but with a 
wide range of, 10 minutes to over two 
hours. Ifwe ~ssume that providers have 
available to tllem a wide range of lan
guage modelJ, it is possible to calculate 
potential costk, using the following defini
tions: 

1. A "Managed Contract" is a contract 
C' • I. blor mterpreter servIces etween a 
provider, e.g.!, a hospital, and a language 
bank or servite such as Seattle's Hospi
tal Interpretation Service. Under this 
type of arrangement, the language service 
assumes resp;onsibility for recruiting, 
qualifying, and scheduling specific inter-

I 
18 	 Many interpreters are required to carry "errors and omJsions" liability insurance 

that can run between $300 and $700 per year. 
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preters, whereas the provider is responsi
ble for determining when an interpreter is 
needed and for notifying the language 
service of its needs. 

2. "Contract Interpreters" are interpreters 
who are hired under contract directly by 
the provider, instead of through a lan
guage service. In this case, the direct cost 
per hour is less than for managed con
tracts, but there would be a higher man
agement overhead to account for the 
added work required of the provider in re
cruiting and managing the interpreters. 

3. Staff interpreters could easily carry the 
same or even a higher cost per hour than 
contract interpreters because of the bene
fits and overhead associated with full 
time employees. Staff interpreters are as
sumed to earn $20lhour, inflated by a fac
tor of 1.75 to account for overhead and 
.fringe benefits, with interpreter manage
ment adding approximately 10% to the to
tal cost. Staff interpreters provide a fixed 

I 
I 
I 
I 
I 
I 
I 

Table 4 Encounter Hours in Hypothetical Example I 
capacity, however, so that their effective Iunit cost would decrease as they become 
busier. 

I 
4. Volunteer interpreters have no direct 
costs associated with their use, but they 
would still carry a management cost. Vol I 
unteersare sometimes less responsive to 
management needs. Thus, the manage- . Iment time might actually be considerably 
higher. 

I 
5. AT&T Language Line is clearly the 
most expensive way to obtain language 
services and no institutions used this ap I 
proach for other than a last option, or for 
providing services such as "call-backs" 
which are limited in duration and would I 
be difficult to manage using contract in
terpreters. The great advantage of AT&T 
is its wide range of languages and the I 
fact that its charges are only for the actual 
minutes used to interpret. Because most 
programs that the study team encountered I 
used a range of language approaches, the 

I 
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16-30 

31-45 

46-60 

I 60-120 

120+ 

Total 
Encounters 

Encounter 
Hours 

Spanish 

40 

110 

100 

275 

725 

150 

1,400 

1,680 

Number and Duration of Interpreter Encounters 

Vietnamese Russian Farsi I 

130 40 75 

195 55 175 

175 , 50 125 
. 
350 175 . 350 

675 75 475 

225 55 200 

1,750 450 1,400 

2,100 540 1,680 

. Total 

285 

535 

450 

1,150 

1,950 

630 

5,000 

6,000 

I 
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total cost of their service would vary ac
cording to the proportions of each 
method. As the demand for individual lan
guages increases, for example, many insti
tutions switch from contracts to in-house 
staff interpreters. 

How would a provider staff a language 
requirement such as is illustrated in Table 
4? First, the provider would need to break 
the requirement into languages, because 
of the unlikely ability to find interpreters 
who speak, for example, both Spanish 
and Russian, or Russian and Farsi. The 
staffing decision then becomes a series of 
questions about each language. How do 
we staff the Spanish requirement? How 
do we staff the Russian requirement, etc:? 

The Spanish requirement would require 
slightly less than one FTE interpreter I9, 

and providers could use any of the staff
ing models discussed above, Using the 
cost data illustrated earlier in Table 3, a 
provider might encounter the costs out-
I'Ined'In Table S Iior the I 680 h , ours 0 f 

peeted cost rant is shown, except for 
AT&T which has specific unit costs asso
ciated with varibus language groups. 

' 'II ,I, . , 
I h ustratlOn, USIng contract Interntis 1 

preters who arel managed by the provider 
might be the least expensive alternative, 
except for use df an all-volunteer inter
preter approacH. In that case, there are no 

I 

costs associated with the interpreting 
function; all cOfts accrue because of the 
need to manage the volunteer workforce, 
The cost range: is so relatively large, how
ever, that the most cost-effective solution 
would depend ~ntirely on the re lative 
availability of i~terpreters through the 
various methods and the salary rates that 
can be negotiat~d. Bec ause of guaran
teed minimum hours, the contract inter
preters actuallYl

1 use more hours than the 
encounters sug gest would be necessary. 

1A IS-minute elilcounter, for example, 
would be charied for the full hour for 
contract interpteters, whereas in-house 
staff or AT&Tlwould use just the time re
quired for the encounters. In the case of 

Snanish lamrualle inte nretina:, The ex- I 
. I nterpreter IDirect Cost Total CostManagement 

Table 2 Cost Companson for PrOVIdIng 1,680 Hours of Spanosh rerpretation 

Managed Contract 

Direct Contract 

Staff 

Volunteer 

AT&T 

Included 

$26,500 - $66,250 

. $33,600 - $84,000 

-0

$221,760 

Included 

$4,200 

$4,200 

$4.200 

Included 

I 

I 

I 

$63,000 

$30,700 - $70,450 

$37.800 - $88.200 

$4,200 

$221,760 

.. 

19 A full-time interpreter would provide approximately 192b hours of work. 
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in-house staff, they would be free to go 
onto other. interpreting or to other tasks. 

In-house staff costs increase in large 
steps, since staff are hired generally 
either full-time or half-time to avoid the 
need to pay benefits. Once staff are 
hired, however, they provide a certain 
fixed capacity, in which cost no longer 
rises until the next step increase is re
quired because of exceeding the half-time 
or full-time capacity (with 1,920 hours 
generally viewed as full-time). 

The AT&T service appears to be so ex
pensive that no one would use them, ex
cept that many providers do. Why is that? 
AT&T has certain fixed advantages: (1) 
they are available almost instantly~ (2) 
they impose no added management costs; 
and (3) the service is terminated at the 
end of the encounter. Therefore, the mar': 
ginal cost ofa five-minute AT&T encoun
ter might be $2.20 x 5 = $ ~ 1. The same 
encounter using a contract interpreter 
could be as high as $35-$40. For some 
types of encounters, then, or for certain 
circumstances, AT&T becomes the most 
cost-effective provider. Also, AT&T may 
be the default option when a provider en
counters a language or a combination of 
language and timeliness-need (emergency 
room response) that can be filled in no 
other way. 

The analysis could be extended to the 
other languages, but the point would re
main the same. The choice of method de

pends on the number of encounters, the Irelative ease of finding interpreters for 
the language, the need for rapid response, 
and the relative salary levels commanded Iwithin an area by interpreters. 

Virtually no providers visited by the I 
study team relied exclusively on one 
method. The exceptions were those few 
providers that relied on a bilingual-bicul I 
tural staffing approach, in which all staff 
members spoke the languages of their cli
ents. As was noted earlier, however, this I 
type of approach has limited utility in 
most service settings in which dozens of Ilanguages are faced by the provider. 

B. Other Cost Issues I 
Providers use many methods beyond the 
few discussed above. Many providers 
have attempted to meet their responsibili I 
ties by using existing staff who have lan
guage capabilities. Sometimes, the staff 
are treated as "volunteers", with no added I 
pay, while other providers pay some kind 
ofsalary differential20

. One large HMO 
paid a salary differential to its 2,500 Span I 
ish-speaking staff (who are spread across 
a large number of hospitals and other Ihealth care facilities owned by the HMO 
chain) that approximated one million 
dollars per year. Differential approaches Iused include the following ("volunteers" 
implies that staff have other duties be
yond interpreting): I 

• 	 Volunteer staffing with no pay dif

ferential; 
 I 

20 The survey of public and private teaching hospitals completed by the National I 
Public Health and Hospital Institute reports that 16.9% of the hospitals surveyed 

reported payments of $l.OOlhour pay differentials, monthly bonuses of $40 to $100, 

paid overtime, or other benefits. 
 I 


I 
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• 	 Volunteer staffing with a non~fi
nancial reward (e.g., tickets to 
theme parks); 

• 	 Volunteer staffing with financial 
differential, where interpreting 
subtracts from time available to 
other duties; and 

• 	 Volunteer staffing with financial 
differential, where interpreting is 
additive to existing duties. 

Many providers seem unaware of cost 
shifting that can disguise the actual cost 
of interpreter services. For example, in 
several of the salary differential methods, 
use of existing staff as interpreters is 
often treated as a "cost-free" approach to 
interpreting. In fact, the cost of interpret
ing has been shifted to the department 
that employs the volunteer staffinter~ 
preter, although without any account
ability. Similarly, sometimes when a 
salary differential is added for interpret
ing services, the cost may be borne by the 
department in which the employee works, 
or to the general overhead of the institu
tion. These "hidden" costs not only dis
guise the actual cost of interpreter 
services, but also tend to be accompanied 
by policies that ignore the need for qual
ity .control of the function. When cost be
comes a clearly identifiable component of 
the institution, then accountability for per
formance becomes important. 

C. The Potential Costs of 
Inadequate' Services 

There are other "hidden costs" that can 
become very expensive to an institution. 
These are costs that could be avoided 

. through use of effective language serv
ices. These costs are associated with the 
consequences of providing inadequate 
services. 

Macro International, Inc. 

' . I~ . 	 . 

What IS an mauequate language service? 
It would be a Jervice in which encounters 
between provitIer and cli ent include mis
communicatioh caused by inadequate un

• I • 

de~standmg ofIthe respective languages 
bemg spoke n. It would include also mis
communicatioh caused by inadequate or 
missing translktions when they are need 
ed. For exam~le, a posted notice in Eng
lish carrying in instruction is useless to a 
client who spciaks only Fars L Mainly, 

. . I .
miscommUnications occur through spo
ken forms. Alphysician misunderstands 
what a patiendis saying and orders unnec
essary tests, ok worse, a physician fails to 
order tests beJause of a miscommunica
tion and the ttient's condition worsens. 

Patients, we are told, have died as a result 
of a breakdoJn in language communica
tion, althoug~ virtually no specific exam
ples were cite~ by people interviewed for 
this study. If ~tate or local agencies fail to 
translate docJments sent to their clients 
informing thdm of a change in their 
status, the clibnts mayor may not under
stand the cha~ge. The costs of such mis
communicatibn are hidden currently. 
Does such miscommunication, when it re
sults in inju~,equal malpractice? Few . 
~ases exist ~oltest this issue. When inquir
109 of proViders, especially health care 
providers, th~ study team was informed 
that malpractice is not a driving force 
and, thereforb, is not now recognized as a 
cost of inade~uate language services. 

There is soml, albeit scant, evidence that 
real costs are1being driven by miscommu
nication, maihly in the form of unneces
sary medicalltests ordered because of a 
misunderstanding on the part of the 

'd Iprovi er. Because such costs can be hid-
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den easily in the complex medical ac
counting systems that support claims 
processing, it is perhaps not surprising 
that they do not surface as a major ele
ment that might drive a more serious con
sideration of language as a vital provider 
servIce. 

6. Systems & Coordination 

A. Integrating Language into the 
Service System . 

The degree to which language services 
are fully integrated into the service deliv
ery system is a key factor in determining 
the extent to which LEP clients and' 
providers are able to communicate effec
tively. In many instances, a language re
source may be available (in the form of a 
bilingual staff member, or contract inter
preter); however, access to services and 
effective communication cannot be as
sured unless there is a systematic method 
for linking the LEP client to the language 
resource at critical contact points during 
the service encounter, and ensuring qual
ity standards of interpretation. With sev
eral notable exceptions, the study team 
observed that many facilities had internal 
language resources available but lacked 
the coordinated system to deploy those re
sources in an effective and efficient mari
ner. In the absence of a coordinated 
system, the burden of facilitating commu
nication is shifted from the provider to 
the LEP client. By default the client must 
determine which language resources may 
be available, as well as how and when to 
access them. This increases the potential 
for miscommunication or no communica
tion between the LEP client and the 
provider, and typically results in ineffi
ciencies for the organization .. 

1. Critical Contact Points in the IService Encounter 

Figure 1 illustrates the critical contact 
points during a service encounter when I 
language services may be required to fa
cilitate communication. This diagram il
lustrates three important points. First, I 
the LEP client is likely to require interpre

tation at different phases of the service en

counter. Second, the LEP client may 
 I 
need to communicate with a different 
provider or staff member at each of the 
different phases. (For example, the LEP I 
client must be able to communicate with 
a receptionist in order to schedule an ap Ipointment, or to a nurse to express dis
comfort or pain during an inpatient stay 
in a hospital). Lastly, failure of commu IniCation at anyone of these points can po

tentially jeopardize the LEP client's 

ability to access the service, or compro
 Imise his or her ability to receive the ap
propriate service. The absence of a 
system to manage communication as the I
LEP client moves from one phase of the 

'service encounter to the next increases 

the likelihood that a failure in communi
 I 
cation will occur. 

2. Components of an Integrated I 
Language Service 

The study team observed that facilities Iwithout a systematic approach to lan

guage appropriate services often treated 

language services as a non-essential ancil
 I
lary service. In contrast, facilities that 
openly acknowledged their obligation to 
serve LEP clients were more likely to I
have an integrated system in place. The 
most highly integrated systems were 
found in Seattle and in one hospital in I 

. Los Angeles. Generally, top administra

. tors in these organizations had internal
ized their responsibilities to facilitate I 
communication with LEP clients. 

I 
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Figure 1 Critical Contact Points 

Typically, fully integrated language serv
ices incorporate the following features: 

• Identifies LEP patients at all possi
ble entry points into the service 
system. Some of the hospitals vis
ited by the study team had a proce
dure for identifying LEP patients 
during outpatient registration but 
not during inpatient registration. 
Consequently, the LEP patient's 
ability to access language services 
depended on whether he or she en
tered the system as an inpatient or 
an outpatient. 

• Links LEP clients with an appro
priate language resource at all 

. criticl contact points in the seTVi 
ce enchunter. As described in the 

I 

preceding section, a breakdown in 
I . •

commUnication may occur at any 
nu mbfr of points during a service 
encounter. One hospital, visited 
by thel ~tudy team, h~d. i.nterpret

. ers avaalable for the initial consult
ation ~ith the physician. 
Howerer, when the patient was 
hospitalized there was no system 
in pla¢e to alert the nurses that the 
patient could not communicate in 
EngliJh. Moreover, the nurses 
had r~ceived no education on how 
or whbn to utilize the in-house in
terpreters, so this resource, while 

I 

available, was untapped and a 
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breakdown in communication oc
curred unnecessarily (the problem 
was resolved after a needs assess
ment was completed and training 
provided to the nursing staff). The 
facilities which had the most 
highly integrated language pro
grams: (1) had developed central~ . 
ized systems for arranging 
interpreter encounters; (2) em
ployed full time interpreter coordi
nators on staff; and (3) provided 
a central number to call to request 
interpreter services. 

• 	 Guarantees that language services 
are available, without unreason
able delay during normal service 
hours. Language services should 
be available during regular operat
ing hours. If the facility is a hospi
tal, this means that language 
services should be available 24 
hours a day. Many hospitals rely . 
on a combination of interpreter 
models to expand language cover.;. 
age. For example, a hospital may 
employ in-house interpreters to 
handle the majority of language re
quests during daytime hours and 
rely on the AT&T language line to 
ensure coverage at night. Another 
hospital maintained two portable 
speaker phones on rolling carts 
which were designated for AT&T 
language line interpreter encoun
ters. The portability of these 
phones ensured that interpretation 
in any language could be provided 
in any place throughout the hospi
tal regardless of whether there was 
a phone jack in the room. Without 
a system in place to identify alter
native language resources and a 
protocol for deploying those re
sources, the potential for a commu

nication breakdown or delay is in~ Icreased. The study team found 

that many hospitals maintain lists 

of staffwl10 speak a language 
 I
other than English. These indi

viduals are asked to interpret on an 

ad hoc basis, although problems 
 I
with such an approach can occur 

when these bilingual volunteer 

staff are off-duty or unavailable to 
 I 
serve as interpreters and no back
up system is in place. 

I 
• Maximizes the number oflan

guages that can be interpreted· 
without unreasonable delay, no I 
matter how infrequently the 
provider encounters the specific 
language. An integrated system, I 
enables the provider to identify al

ternative language resources, (both 

internally and in the community) 
 I 
which can be deployed on an as

needed basis to increase the 
 Inumber of languages that can be 

covered. This does not mean that a 

provider should employ an inter
 Ipreter for every language that the 

facility is likely to encounter. 

Generally, providers rely on staff 
 Iinterpreters or bilingual staff to ac

commodate LEP clients who 

speak the dominant language in 
 I
the service area. Less commonly 
encountered languages can be ac
commodated through the AT&T I 
language line, participation in a 

community language bank, hiring 

contract interpreters for temporary 
 I 
assignments, or enlisting the serv

ices ofa volunteer interpreter 

through a formal arrangement. 
 I 

• Ensures uniform standards of 
quality in the interpreter encounI 
ter. There is currently an active 

I 
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I debate surrounding the issue of 
standards for interpretation in the 
health and social service setting. 

I This study does not attempt to de

I 
fine a standard of competency for 
interpretation. However, at a mini
mum, providers should apply the 
same standard to all individuals 

I who engage in interpretation 
within their facility. Frequently, 

I 

individuals whose job title desig

nates them as an interpreter are re


I 

quired to pass an assessment exam 

while bilingual staff in the same fa

cility who serve as interpreters on 

an adhoc basis are not so re
quired. This inconsistency com

I promises the quality of 
interpretation within the organiza
tion. 

I • Monitors language service activity 
levels and associated costs. Only

I a few facilities collected data on 
the number of requests for inter
preter services and the number of 

I associated interpreter encounters. 
Without this information, it is im
possible for any program to effi

I ciently allocate and manage 
language resources in a cost-effec
tive manner. For example, if a fa

I cility receives a few infrequent 

I 
requests for interpretation in Ko
rean, it may be cost effective to 
rely on a bilingual staff member or 
a contract interpreter to fill occa

I sional requests. As the volume of 
requests for Korean language in

I 
creases, it may prove more cost-ef
fective to hire a full-time staff 
interpreter. 

I 

I 


B. commUni~Y Coordination: 
Sharing Resources 

Wh'l d' I. .h' .I e coor matlon Wit 10 an orgaOlza
tion can determ1ine how the LEP client 
can gain access; to services and continue 
to receive appr0priate services, the level 
of coordinationl external to the' organiza
tion or commuAity coordination often 
sets the tone fo~ progress made within a 

• I 
City or town. Tthe study team observed 
that large facilities, such as hospitals and 
medical centerJ, tended to have devel
oped systems df coordination. Smaller 
providers, suc~ as clinics, health depart
ment programsl and private physicians 
professed an in'terest in serving LEP cli
ents, but becau~e of a lack of resources 
could not evenlconsider hiring interpreter 
staff. Smaller provid ers tended to opt to 
provide language services in the form of 
bilingual, usually bicultural, staff, if they 
prov~d ed the sjbrvices at all. Large 
provIders, even those with highly rated in
terpreter servides programs, admitted to 
difficulti:s i~ 9ffering'24-hour coverage 
and locatmg Interpreters for obscure lan
guages. 

In some areas, it was observed that 
providers and fldvocates worked together 
to devise solutions to language problems 
in different pr6vider facilities. In Boston, 
interpreter seryices coordinators at sev
eral hospitals ,re collaborating on a 
shared pool o~contract interpreters, a uni
form way t~ s~reen and train, and a sys
tem to mOOltof performance. In Boston, 
Worcester, ana Seattle, training programs 
for medical interpreters are sponsored by 
local colleges ~nd universities. The 
courses are de~igned by hospital profes
sionals who ~ork closely with interpret
ers, physicians, and educators to capture 
the needs of t~e local community. It was 
also observed that the services provided 
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by language banks are not in demand im
mediately upon implementation, but as 
providers draw comfort in using the serv
ice, business in~reases. After only three 
years in business, the language bank in 
Worcester grew from serving three health 
care providers to well over 25. 

The extent of community collaboration 
around language access services depends 
on a number of factors: caring, motivated 
and charismatic advocates; the local po
litical climate, support from top manage
ment within the medical community; 
academic and educational commitment to 
training programs; the degree of existing 
turf issues for patients; the active involve
ment of legal services; and an interest in 
the greater community. Many advocates 
and providers encountered by the study 
team freely admitted little knowledge of 
what other providers were doing, even 
those that were located within their own 
cities. It is interesting to note that in the 
Boson area, there were several different 
groups that had formed to advocate for 
language services for the LEP, and key in
dividuals in some groups had not even 
met their counterparts in others. . 

The process of establishing community 
coordination is easier to describe than to 
implement. While some of the features 
described in the first part of this section 
could be modified to fit the needs of a 
community, the most difficult aspect of 
community coordination can be bringing 
all the appropriate providers, advocates, 
and interested parties together to discuss 
ways to change a system. Individuals 
from many different organizations may 
need to air problems with the current sys
tem, defend past actions, lament a lack of 
resources, and express their "wish lists" 
before real action can be planned and im

plement. Those behaviors should be an Iticipated and viewed as a healthy intro
duction to systems change. The fact that 
people who come from different back Igrounds can meet together around a com
mon goal-providing language services 
to the LEP residents in a commu Inity-demonstrates some level of com
mitment to the issue. 

I 
Community collaboration has empowered 
advocates and providers to devise pro
grams that not only meet the needs of the I 
LEP citizens, but also enrich the commu
nity environment, strengthen the local 
economy, increase cultural diversity, and I 
foster harmonious relationships. In Los 
Angel es, sadly the site of much raci al and Iethnic tension, one provider relayed angst 
over the role that the media has played in 
inciting different groups to rail against Ione other. Instead of writing about the 
positive, collaborative activities that are 
occurring, journalists often choose to fo Icus on strife and mayhem, feeding into 
the broad societal anger and unrest that 
characterizes much of urban America. In I
all three cities visited, community col
laboration has been a catalyst for lan
guage services, but in differing degrees. I 
7. Quality Assurance I 
Too often, the complexity of effective 
communication is underestimated. As Inoted throughout this report, a host of fac
tors other than language, (i.e., culture, 
educational level, familiarity with the I
service setting, degree of acculturation) 
can have a potentially significant impact 
on an individual's ability to communicate I 
or understand a particular message. Nev
ertheless, providers and LEP clients 
often mistakenly assume that because a I 
person is fluent in a language other than 

I 
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I English, he or she is qualified or prepared 
to serve as an interpreter in a health or so
cial service setting. Similarly, providers 

I and LEP clients assume that a person 
who is a self-declared bilingual is suffi
ciently fluent in English and the second 

I language to communicate effectively in 
any situation. This is not always true. In
terpretation in the health and social serv

I ice setting may require knowledge of 

I 
technical terms, professional jargon, or an 
ability to communicate sensitive informa
tion (Le., a diagnosis of terminal cancer, 

I 

or the conditions under which a child 

may be removed from the home due to al


I 

legations of child abuse and neglect). Al

though medicine is not the only field in 

which communication is problematic, im

perfect communication in the medical 
arena can lead to morbidity, or even inad
vertent and premature death. 

This report does not attempt to define 


I quality standards for interpreters or pre

scribe a set of essential skills that all inter~ 


preters working in a health or social 


I service setting should possess. However, 

the question arises as to what steps a 


I 
 provider can take to demonstrate a good 

faith effort to ensure effective communi
cation thro ugh out the organization? A 

I quality assurance system that includes a 
mechanism for screening, training, and 
monitoring, along with a policy that out

I 
 lines the professional responsibilities of 


I 

an interpreter, is one such ste p to assure 

a minimum standard of effective commu

nication. 


A. AssessmLt of Interpreter Skills 
. . I. f h .There IS a growing awareness 0 t e Im

portance of as~essing the linguistic skills 
of individuals jWho serve as interpreters. 
The provider should be confident that the 
individual resJ.on~ible for facilitating 
communicatioh is sufficiently fluent in 
English and thi1e second language to meet 
the interpretation needs of both the LEP 
client and the provider. Despite this 
awareness, prdviders still rely heavily on 
self-declared tiilingual individuals, whose I . 
skills have not been assessed, and who 

I 
have received Ilittle or no training to serve 
as interpreters! A 1992 study of fifteen 
Chicago area ~ospitals and health associa
tions found th~t it was: 

"Common prJtice in area hospitals . .. 
to maintain a list ojall employees who 
speak a langu~ge other than English. 
These employees may range in job duties 
from janitor tb doctor. Their qualifica
tions are only Ithat they are able to speak 
Vietnamese, p:olish. Urdu, or Russian ... " 
These " ...vdlunteers are not tested jor 
their joreign Ihnguage proficiency, their 
knowledge ojtnedical concepts, technol
ogy or terminblogy." 21 

The Macro sJdY team also observed this 
phenomenon during the site visits to Bos
ton and Los ~ngeles and surmise that the 
practice is not uncommon throughout the 
United States.1 In addition, most commu
nity voluntee~ interpreters who accom
pany patients are similarly unqualified for 
the job of me: ical interpreter. 

I 21 W. Siegal, Immigrants at Risk: Language and Cultural rriers Experienced by 
Multi-Ethnic Patients in a Sample ojChicago Hospitals ndHealth Associations. 
Paper prepared for the Chicago Institute on Urban PoveIjty Travelers & Immigrants 
Aid. April 1992. p.5.I . 

I 
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For the purposes of this study, a distinc
tion is made between a skills assessment 
and certification of interpreters. A skills 
assessment can be conducted by an or
ganization based on its own internal defi
nition of the critical skills required for 
effective interpretation within the organ
izational setting. Certification, implies 
that there is a uniform set of skills that all 
professionals working in the field have 
accepted as the required minimum stand
ard of competency. Certification exams 
are usually conducted by an impartial 
body outside of the provider organiza
tion. 

There is an emerging debate over what 
"critical" skiHs an interpreter should pos
sess. At a minimum most study respon
dents agreed that an interpreter should 
demonstrate oral fluency in both English 
and the second language and, for those 
working in a medical setting, some 
knowledge of basic medical terms and 
body parts. The ability to translate writ
ten materials was seen as a specialized 
skill. 'While facilities acknowledged that 
they needed translations of particular 
documents, providers did not generally 
believe it to be essential that all interpret
ers possess this skill. There was consider
able debate over how to measure oral 
fluency and little agreement over what 
constituted "basic medical terms and 
body parts." One particularly innovative 
hospital-based interpreter program con
ducted a survey of physicians and health 
professionals to develop a list of"key 
medical terms." This list was incorpo
rated into the hospital's handbook for in-. 
terpreters. All interpreters were expected 
to understand and explain the key medi
cal terms in English and the other lan
guage. 

The study team found that the debate sur Irounding competency of interpreters was 
particularly strong in the BostonlW orces
ter area and virtually non-existent in Los I
Angeles. Many of the Boston programs 
had begun developing internal standards 
of competency and accompanying skills I 
assessment exams. Some of these assess
ment exams had been developed inde
pendently. Others sought input from a I 
variety of sources including community 
colleges, agenciesinvolvedin certifying 
court interpreters, private language com I 
panies such as Berlitz, and the U.S. De
partment of State's Foreign Service 
language program. Often the assessment I 
exams were not applied uniformly to all 
individuals involved in interpreting 
within the organization. For example, in I 
several hospitals, an individual whose 
job title designated her as an interpreter 
was required to pass a skills assessment I 
exam while bilingual staffwho served in
formally as interpreters on an ad hoc ba
sis were not. Such inconsistencies I 
compromise the quality of interpretation 
within an organization. Only one hospi Ital applied its internal assessment exam 
uniformly to all individuals involved in 
interpreting regardless of their job title. IThis hospital required all bilingual staff 
who expressed an interest in "volunteer
ing" as interpreters to pass the same Iscreening test as paid staff interpreters. 
Paid interpreters and "volunteer" staff in
terpreters were also required to attend the I 
same standard orientation and training 
session. 

I 
B. Certification of Interpreters 

Certification implies a uniform set of Iskills that all professionals working in the 
field have accepted as the required mini
mum standard of competency. These Istandards are usually developed and sanc-

I 
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I tioned by professionals working in the 

field and are tied to both a system of train

ing and professional licensing. In many 


I professio ns it is illegal to work as a pro


I 

fessional in the field without being certi

fied or licensed. For example, lawyers, 

ac countants, and physicians must all 


I 

pass a standard professional exam before 

they are able to practice in their respec

tive fields. Certification generally results 

in an increase in the remuneration paid to 

I the certified profes sional, since there is 
an assumption that certification guaran

I 
tees a standard level of quality or compe
tency. F9r example, certified interp~eters 
working in the Federal courts are paid 
$250 per day while non-certified inter
preters are paid an average of$120 perI .day. 

I There is an active debate surrounding cer

tification of medical interpreters, as well 

as certification of interpreters working in 


I the social service setting. The debate is 

due, in part, to the fact that the profession 


I 

of medical interpretation is still evolving. 

The debate focuses on several issues. 

I 

Should those working in the field of medi

cal interpretation develop their own stand

ards and certification process or should 


I 

they follow the models established by 

court or conference interpreters? Who. 

should be responsible for establishing 

competency standards for medical inter

I 
 preters? Should the standards be devel

oped at the state, local, or national level? 
What skills should the standards cover? 

I 
 Who should be responsible for adminis

tering and bearing the cost of the actual 
certification process? 

I 
I 

A brief overview of the competency 
standards and certification processes for 
court interpreters and interpreters for the 
deaf illustrates the complex array of is-

I 

.. I d . h'sues faced by those conceme Wit mter
pretation in the health and social service 
settings. 

Interpreters f,. r the Deaf. Standards of 
competency a~d certification for interpret
ers for the deaf are handled by The Regis
try of Interpretbrs for the Deaf, Inc. 
(RID). RID ~s/a national ~ssociation that 
certifies all sign language mterpreters and 
transliterators kho pass a standardized 
evaluation testl RID offers eighteen dif
ferent professibnal certifications indicat
ing varying dekrees of skill and 
proficiency le*eIs. Written and perform
ance exams arb administered by RID rep
resentatives at/variOUS testing sites 
around the country throughout the year. 
RID continuobsly revises and updates the 
various evaludtion tests. 

IFederal Cour.t Interpreters. Compe
tency standards for interpreters working 
in the Federal courts were established by 
law under the Federal Court Interpreter's 
Act of 1978 (amended in 1988). The Fed
eral Adminis~ative Office of the U.S. 
Courts is resp.onsible for oversight of the 

I h'fi'certification grocess. T e cel11 Icatlon ex
ams are admibistered by the University of 
Arizona oncd every two years. Certifica
tion is offered in Spanish, Haitian Creole 
andNavajo.IThe exam includes both a 
written and oral component and is revised 
each time it ik offered. The federal certifi
cation exam has a very low pass rate (esti
mated betwe~n4 and 6 percent). Many 
individuals ibterviewed for this study ex
pressed the ~iew that the standards 
adopted by the Federal courts are unrea

. I 
sonably rigorous. 

State Court Interpreters. Each state ·is 
responsible for establishing its own com
petency stanJdards for court interpreters. 
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However, most states do not have any 
uniform standards in place. California, 
Washington, and New Jersey are among 
the few that have developed viable test
ing programs to certify court interpreters. 
Each state has developed language spe
cific exams to meet its own needs. For 
example, New Jersey certifies Spanish, 
Portuguese, and Haitian Creole while 
Washington certifies many Asian lan
guages including Vietnamese, Cambo
dian, and Cantonese. Currently, the 
National Center for State Courts, a non
profit policy group, is exploring the possi
bility of helping states develop 
cooperative agreements that would en
able them to share exams and avoid re-de
velopment of existing assessment tools. 

A few states are getting involved in devel
oping certification exams for interpreters 
working in the health or social service 
sector. The state of Washington has de
veloped a standardized test that covers 
language skills and knowledge of the so
cial services (some label it as knowledge 
of state bureaucratic jargon). Washing
ton state is also developing a test for 
medical interpreters which is being hotly 
debated. The state of California offers 
certification for medical interpreters. In
terestingly, in the Los Angeles area, it ap
peared that few interpreters working in· 
the medical field had been certified by 
the state. In general, only a few provid
ers were aware that the state operated a 
certification program. Those who knew 
about its existence expressed the view 
that the exam was prohibitively expen
sive and did not measure the appropriate 
skills. 

In Washington, California, and Massachu
setts, the study team encountered exam
ples of professionals, working in the field 

of medical interpreting, who are banding Itogether in an effort to develop standards 
of competency that eventually could 
serve as the basis for developing a certifi Ication exam. Most of these profession- . 
als are currently employed as medical 
interpreters, coordinators of hospital I
based interpreter programs, or are affili
ated with local universities and 
community colleges. In June of 1994, I
representatives of these fledgling groups 
and newly formed associations met in Se
attle, Washington to exchange informa I 
tion and share ideas about their efforts to 
develop competency standards for medi
cal interpreters. I 
c. Training ITraining can be an important component 
of an effective interpreter program. Tradi
tionally, interpretation has been viewed I
as a "specialized" service provided for 
the benefit of the LEP individual. How
ever, particularly in th e medical setting, I 
there is a growing recognition that the in
terpreter serves two clients-the LEP in
dividual and the provider. In a medical I 
and social service setting, thejob of the 
interpreter is to facilitate two-way com
munication between the two clients. I 
Consequently, training is essential for 
both the interpreter and the professional 
working with the interpreter. Training I 
for the interpreter may focus on skills de
velopment, defining the role of the inter
preter in the service encounter, or I 
specialized knowledge the interpreter 
must have to work effectively in the par
ticular service setting. Training for the I 
professional focuses on learning how to 
work with an interpreter to facilitate com
munication with the LEP patient or client. I 
While most respondents expressed the 
view that training was critical, training Ifor interpreters working in the medical 

I 
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I and social selVice settings' is still not 

widely available and training for provid

ers who work with interpreters is virtu


I ally non-existent. Most individuals who 

selVe as interpreters in health care facili

ties and social selVice agencies do so 


I with little or no formal training. 


I 
 The study team visited or collected infor


I 

mation about several hospitals and com

munity colleges that were developing 

training courses for medical interpreters. 


I 

The duration and content of these courses 

varied widely. Community college 

courses usually provide 20 to 40 hours of 

instruction. Hospital-based programs usu

ally consist of an initial 8 to 16'hour ori


I entation or informal ongoing seminars on 

a monthly basis. The content of the train

ing varies as well. Some courses-place a 


I , heavy emphasis on teaching medical ter

minology while others focus on communi

cation issues, such as defining the role of


I the interpreter, medical ethics, legal re- . 

sponsibilhies, or cross-cultural issues in 

health care. 


I 

I 


One hospital in Boston has developed an 

innovative training program aimed at phy


I 

sicians and health care professionals who 

work with interpreters. The hospital has 

produced several training videos that help 


I 

physicians understand the role of the in

terpreter and provide guidelines for estab

lishing an effective team approach to 

communication with the interpreter, A 
few residency programs offer optional 

training for m1cal students on how to 
work with an irlterpreter, As part of a 
general publica~ion on improving patient 
adherence to tuberculosis, aimed at pub
lic health profe~sionals, the Centers for 

I 

Disease Contro:! developed a set of ~uide-
lines for WOrkiig with interpreters. 2 

Training can b~ instrumental in helping 
to define the role of the interpreter in the 
communicatiorl encounter. A 1993 arti
cle in Patient dare, describes how the 
"... cross-cultkral medical interview rep
resents a sharifg ofcontrol between [the 
health professional} and the interpreter, 
who holds a pdsition ofconsiderable 
power as both bchannel ofinformation 
and a broker 01cultures. ,,23 Effective 
communicatiorl is best facilitated when 
the provider, it~terpreter, and patient work 
as a team to ask and answer questions 
and impart the pecessary information. 
The team apprQach can work effectively 
only if each participant clearly under
stands his or hJr role and responsibilities 
during the communication encounter. In 

I
Los Angeles, study respondents ex-

I 

plained that bilingual staff are frequently 
asked to assume different, often conflict
ing roles withi~ the organization. For ex
ample, a bilin~al community health 
worker may sel-ve as a patient advocate in 
one situation ard an interpreter for a 
monolingual dpctor in another. In the 
first situation the community health 
worker is expebted to advise and counsel 
the LEP patien~. However, the same bi-

II I 

I 

22 U.S. Department of Health and Human SelVices, Public Health SelVice, Centers for 


Disease Control and Prevention. Improving Patient AdhJrence to Tuberculosis 

Treatment. Revised 1994, p. 6. 


I 
 23 D. Buchwald, P.V. Caralis, F. Gany, EJ. Hardt, EJ., M.t. Muecke, R.W. Putsch, 

The Medical Interview Across Cultures. Patient Care. April 5, 1993, p.143. 


I 

I 
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lingual employee is expected to act in an 
objective manner when serving as an in
terpreter. 

D. 	Monitoring and Feedback 

A system for monitoring and feedback al
lows the provider to adapt and adjust in
terpreter services to reflect the 
communication needs of the organization 
in an efficient manner, thus improving 
the overall quality of services. Few pro
grams visited by the study team system
atically collected data oli interpreter 
requests and services, and fewer still of
fered any mechanism to assess provider 
or client satisfaction with interpreter serv
ices. Hospitals in the Seattle area col
lected data on interpreter requests, 
encounters, and costs. This data was 
used for program planning purposes and 
served as the basis for receiving reim
bursement from the State for contract in
terpreter services. One HMO used its 
general customer complaint line to moni
tor problems associated with language ac
cess for LEP clients. The HMO used a 
standard fonn to categorize customer 
complaints. A new category related to 
language barriers was added to the fonn. 
Another HMO planned to add questions 
related to language barriers and inter-, 
preter services to its annual member satis
faction survey. 

E. Policies and Protocols for 
Interpreters 

A policy or protocol that provides profes- , 
sional guidelines for the interpreter is an- ' 
other mechanism-that can b e used to help 
ensure quality standards. Confidentiality 
of patient/client infonnation is a highly 

sensitive mat ter with legal implications, 
particularly in the medical setting. Addi
tionally, providers and interpreters may 
have differing philosophies on the role of Ithe interpreter in the service encounter. 
Competing or conflicting philosophies on 
interpretation can easily lead to miscom I
munication. 

A policy can help clarify the professional I 
responsibilities of the interpreter and re
duce the potential for miscommunication 
or a breach of confidentiality. The study I 
team found several examples of policies 
and professional guidelines that were de
veloped by individual providers or profes I 
sional associations. 

I,
• 	 In 1979, The Registry oflnterpret


ers for the Deaf, Inc. (RIO) pub

lished a code of ethics for sign 
 Iinterpreters. The code covers con

fidentiality, the role of the inter

preter, and guidelines for 
 I
faithfully conveying the content 

and spirit of communication. RID 

has also developed a set of profes
 I 
sional guidelines for working with 

sign interpreters in medical and 

mental health settings. 
 I 

• 	 In 1988, the Refugee Assistance 

Program at the University of Min
 I 
nesota, developed a proposed code 

of ethics for interpreters in mental 

health under contract to theNa
 I 
tional Institute of Mental Health. 

This document includes compre

hensive professional guidelines for 
 I 
interpreters that could be adapted 

easily to medical and social serv

ice settings. 24 . 
 I 

24 L. Benhamida, Proposed Code ofEthicsfor Interpreters inMental Healthfor I 
I 
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• The American Speech,Hearing, interpreting, .J well as tips, procedures, 
I 

and Language Association and modes of ,nterpreting. 
(ASHLA), a national, association 

I for speech pathologists, audiolo
gists and other speech and lan

I 	 guage professionals, is in the 
process of developing guidelines 
for working with interpreters. 

I 	 These guidelines will cover issues 
related to client confidentiality, 

I 

the role of the interpreter, and con

ducting a speech and language as

sessment for the LEP client. 

The study team also found a few exam

I 	 ples of policies that had been developed 

I 
by individual providers. One hospital in 
Los Angeles had developed an interpreter 
handbook. The handbook included infor
mation on rules regarding patient confi

I 	
dentiality and a statement of the 
hospital's philosophy on interpretation. 

I 
Another Los Angeles hospital had devel
oped policies around interpreter services 
for Spanish-speaking patients only. The 

,I 
Department ofPublic Health in Massa
chusetts provided guidelines for medical 
interpreting services to hospital facilities 
with which it worked, but the guidelines 

I 
 were purposely kept simple. One hospi

tal in Boston developed its own .policies 
and guidelines for the benefit of staff, in

I 
 terpreters, and patients and families, ex

plaining appropriate issues surrounding 

8. Translatirns of Key Materials 

According to ,ruce Downing, a nation
ally known expert in the field of medical 
and mental heflth interpreting, translation 
is defined as "the conversion ofa static 

I .,
source Ianguage message mto )Vntten 
form in the ta1get language. ,,2) It is the 
written form df communication, whereas 

I 

interpretation is the verbal or oral form. 
In many situations, interpreters are also 

I 

asked to translate hospital and other 
I 

forms for LEIj clients, Although thi,s ac
tion may be merited by the circumstance, 
such a request of an interpreter may im
ply a lack of ~nowledge about transla
tion. Written~communication is usually 
produced in a thoughtful manner, using 
research whe I necessary, rewriting and 
editing until the final product is suitable 
for distributidn. Translation of written 
materials shobld occur in the same way. 
The original text (or the source language) 
should be tra~slated into the target lan
guage by usirig a process called back 
translation. fhis process allows the trans-

I 

lation to be checked for quality assur
ance. The thtee steps involved in back 

. translation arb: (1) translation of the 
source langu~ge text into the target lan
guage, (2) tdnslation of the target lan
guage text b~ck into English or the 
source langu~ge by another individual be
sides the tra+lator, and (3) comparison 
of the origin~l and the back translation. 

I 	 . 
Refugees and Others. Prepared by the Refugee Assistance Program-Mental Health: 
Technical Assistance Center at the University of Minndsota under contract 
#278-85-0024 CH with the National Institute ofMentall Health, 1988. 

25 	 B. Downing, Professional Interpretation: Insuring Acclssfor Refugee and 
Immigrant Patients. University of Minnesota, 1992. 
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If there is a great amount of different be
tween the two versions, the result may be 
a translation of poor ~uality and not use
ful to professionals.2 

The study team observed that difficulties 
among providers in translating all appro
priate forms, even in those languages that 
were commonly requested. One clinic in 
Los Angeles serving several different 
Asian clients produced under various con
tracts a broad range of pamphlets and 
other translated documents in approxi
matel y six different languages. In other 
parts of the country, it would appear that 
providers have limited access to t rans
lated materials and are faced with the 
choice of translating on their (lwn time or 
spending stafftimeresear ching sources. 
Some providers used outside contract 
translators and were willing to spend re
sources on tran slating forms in three or 
four key languages: 

The guidelines around what kinds of ma
terial should be translated are clear. Ac
cording to Benhamida, this would 
include"... any written texts that would 
normally be given to English-speakingpa
tients, such as patient education, dis
charge instructions, directions for using 
equipment, information about medica
tion, informed consent forms, insur
ancelbilling information, and public 
health materials ... 27 

Translating of hospital signs should also . 
be part of the translation process. In a 
hospital in the Boston area, interpreter 
services are described on small cards that 
are printed in over a dozen different lan
guages. A hospital in Los Angeles lo
cated within a Hispanic community 
displays signs in Spanish alongside all 
English signs. 

9. Population Thresholds in 
the Context of Language 
Services 

Prominent in past debates on potential 
regulatory approaches to this subject is 
the question oflanguage thresholds, i.e., 
percentages of the total population in a re
gion that speak a specific language, 
above which a provider would need to as
sure language appropriate services. A 
threshold of five percent was mentioned 
and debated in several past proposed regu
lations. Much of the debate centered ,about the appropriate percentage to be 
used as a "trigger." What the study team 
found in practice--at least as defined in 
the three major metropolitan areas vis I, 
ited-was that a language threshold was 
not an issue and might actually prove to 
be counterproductive. In Seattle, Boston, I 
and Los Angeles, the central issue was re
sponsibility for assuring effective commu
nication.In both Seattle and Boston, that I 
question has been answered largely 
through the assumption of responsibility 
by providers. Providers do not ask them

26 	 L. Benhamida, Language Planning in Mental Health for Refugees and Others: 
Obtaining Quality Translations. Prepared by the Refugee Assistance 
Program-Mental Health: Technical Assistance Center at the University of 
Minnesota under contract #278-85-0024 CH with the National Institute ofMental 
Health, 1988. 

27 	 Ibid. 
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selves whether a patient attempting to get 
treatment at a hospital speaks a language 
representing more then five percent of the 
region's population. The providers as
sume they must find a way to communi
cate. That there is a way-AT&T 
provides the ultimate fallback- makes it 
possible. In Los Angeles, providers are 
struggling with that question and differ
ent providers have arrived at different an
swers. There is no single policy, as there 
is in Seattle. 

I 
If a regulation were now to be issued 
with a threshold defined, two things 
might begin to happen. First, providers 
would no longer assume automatic re

'I sponsibility for effective communication; 
second, providers might then have to be
gin diverting valuable resources collect
ing data on languages spoken by their 
region's population. This latter task could 
be done by anyone, but several regula
tions assumed that providers would need 
to collect the data. This data is not cur
rently available and different methods are 
used to reach some conclusions on the 
question. Warrant rolls are used by the 
Washington State government to deter
mine how many languages are spoken by 
recipients of state services. 

A number of providers and members of 
the interpreter community stated their 
strong belief that, however useful a regu,I' 
lation might be in forcing an improve
ment in services, there is not enough 

i 
I 
I 
i 
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. . h I 'd h' .
known about or to proVl e t IS service 
to write a detailed regulation. Setting lan
guage threshold~ is one of the subjects 
that they believ~ should not be included. 

I ....~____ 
10. Enforcement and Oversight 

Without vigilanJ enforcement and over
sight, laws and rllegUlations prescribing 
the provision oflanguage services are 
only minimally effective in ensuring LEP 
client access to knd receipt of appropriate 
services. The study team observed that 
laws or policies tdirecting facilities to ac
commodate the anguage needs ofLEP 
clients were oftJn a critical first step in 
forcing provide~s to acknowledge some 
level of responsibility for serving the 
LEP population] However, in many in
stances provide~s responded to the law or 
regulation by taking the minimum action 
necessary to derhonstrate compliance. In
stead of adapting the existing service sys
tem to meet theilanguage needs ofLEP 
clients, or develbping an innovative ap-

I ' 'dI ersproach to anguage services, proVI 
often focused o~ conforming to the letter 
of the law. Thelstudy team observed that 
"paper comPJia~ce" with the law did not 
always result in language access to and re
ceipt of approp iate services for LEP cli
ents. Several s dy respondents

I 
expressed the view that without vigilant 
enforcement, regulations and laws were 
inherently limited in their ability to sig
nificantly imprdve services for LEP cli
ents. 
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r\,1, 
I: 1. Key Study Questions 

The OCR study asked Macro to answer 

:1 
 two questions: 


,I 
 a) What models are being used by provid


I 

ers ojhealth and social-services to de

liver language-appropriate services to 

LEP persons? 


" 	 The study team identified nine different 
language seIVice "models" including: ,I, 

I" 

• bilinguallbicultural providers 


• bilingual providers 

':1, 	 • volunteer bilingual staff interpret~ 

\1 	
ers 

• paid staff interpreters 

I 	 • volunteer community interpreters 

• contract interpreters 

j 
• AT&T language line 

II' • language bank 

I 
 • family and friends 


I' 

Few providers relied on one model to 

meet all their interpretation and communi

cation needs. Most providers that ac


I; 

cepted responsibility for effective 

communications with their clients used a 

combination of methods to expand cover

age, reduce response time, and tailor the 

standard ofinterpretation to the specifics 


I of the seIVice encounter. Given the com-· 

plexity of communication in the health 

and social seIVice setting, no single ap

proach or model was found to be inher

ently superior to another. The exception 


was the use of family or friends which 
presents the grehtest potential for a dan
gerous breakdo~n in communication and 
poses an ethicall dilemma when minors 
are involved in interpretation, Although 
the use of famil~ and friends occurs, 
providers intenjiewed for this study gen
erally felt the p~actice should be discour
aged. Virtual unanimity exists that 
minors should riot be used. 

To some extent the models adopted by 
the providers aTje related to the type of 
seIVice being delivered, but mainly the 
methods are sel1ected out of economic 
considerationsJ~r as the "default" option, 
because no oth~r options are available. . 

I 

In terms of facilitating communication, 
the actual modJI used'is less important 
than whether t~e provider has a system in 
place to link th~ LEP individual with an 
appropriate language resource and ensure 
a standard level ofquality of interpreta
tion throughoufthe seIVice encounter. 
The provider's !willingness to accept re
sponsibility fo~ accommodating the lan

. guage needs ofiLEP clients was a key 
determinant of effective communication. 

b) What are th~ relative costs and bene
fits ojusing these alternative service de
livery modes? 

The cost of delivering language-appropri
ate seIVices vaHes substantially, depend
ing on the rate~ negotiated with 
interpreters' and the extent to which 
providers beli~ve in the necessity to man
age their lan~age seIVices. Hospital 
providers withllarge LEP populations are 
incurring costs in excess of $300,000 per 
year and somelproviders report costs in 
excess of $} ,000,000 I. In some areas, the 
State ofWashilngton, for example, the 
state is willin~ to reimburse providers of 
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health and social services up to $37 per 
hour for non-inpatient certified inter
preter services. The willingness of the 
state to become so engaged suggests that 
both the government in that state and 
most of the providers have accepted re
sponsibility for assuring effective commu
nications. 

The cost of interpreter services is so 
highly variable that no one model appears 
to offer significant cost advantages across 
the full range ofJanguages or service 
needs. Much depends on how many 
hours of interpreting are needed and on 
how relatively easy it is to recruit people 
who are competent in the languages. The 
advantage lies with those providers who 
are able to adopt efficient management 
and recruit and retain effective interpret- . 
ers. Staff interpreters, while potentially 
more expensive because of benefits and 
overhead, may offer greater relative ad
vantage in effectiveness because of in
creased competence over time and 
improved ability to work effectively with 
other staff professionals. 

Some providers might gain an apparent 
cost advantage over other providers by 
being unwilling to accept responsibility 
for effective communication. Thus, when 
one provider forces clients to bring their 
own interpreters and another supplies that 
service, the former gains a slight cost 
edge. That edge could be costly in an in
creasingly competitive environment, if 
clients elect to avoid providers that can
not accommodate their language needs 

In some regions, for example Los Ange
les, providers have begun to compete 
partly on their ability to provide a bilin
gual capability. 

Cost comparisons made by providers do 
not always include a full accounting of 
cost Some providers include only direct 
costs associated with staff in comparison 
with a fully-loaded cost associated with a 
language service. Valid cost comparisons 
require that all costs-direct as well as in ,j,direct-be included in the comparisons. 

The benefits of alternative approaches, 'Ilike the costs, depend on the effectiveness 
of provider management Any of the 
methods, including use of volunteers, I:
could be effective if they are managed ap
propriately.2 That management includes 
the following systemic elements: I 

• 	 Trains both interpreters and 
provider staff in the essentials of 'I~ 
effective interpreting. 

• Identifies LEP patients at all possi I. 
ble entry points into the service 

system. 
 '1\ 

• 	 Links LEP clients with an appro

priate language resource at all criti.
 Ical contact points in the service 

encounter. 


'I 
• 	 Guarantees' that language servic~s 


are available, without unreason ., 
1 	 Reported by one large HMO with multiple hospitals and clinics. 

2 	 This statement does not apply to use of family or friends in which ,control over 
quality of communication and ethical issues is problematic. 
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able delay during normal service 
hours. 

• 	Maximizes the number of lan
guages that can be interpreted 
without unreasonable delay no 
matter how infrequently the 

I 
provider encounters the specific 
language. 

• Ensures uniform standards of qual
ity in the interpreter encounter. ,If 

I 
• Monitors language service activity 

levels and associated costs. 

Interpreting structures and services that 

·1 	 ignore key elements would be less effec
tive than those that include all of the ele

it 
ments. The most likely element to be 
missing is training. Most providers and 
oversight institutions are focusing on test
ing and certification, which appears to 

I' 	 miss a vital element-training-that needs 
to be present in any high quality system. 

II 
 2. Is a Regulation Necessary? 


Many providers of language services as 

I 	
well as government institutions such as 
regional Office of Civil Rights look for

I 
ward to a regulation that would clarify 
and simplify their jobs. The study team 
concludes that a regulation would be help
ful in those regions wherein no progress 
is being made, but that other non-regula
tory approaches might be more cost-effec
tive initially. 

a. OCR's main task is to convince health 
and social service providers that: 

• 	 Title VI language referring to "na
tional origin" includes language, 
and that "equal access" applies to 
ALL services receiving Federal 

Macro International, Inc. 

funding, including those in the 
health a9d social service sectors 
(i.e. hosp,itals, clinics, health cen
ters, socilal service agencies). 

• prOVider~ ar~ responsible for assur
ing effe9tive communication with 
their clients, because they are the 
only one1s that can assure commu
nication ~uality. Leaving the inter
preting task to their clients is 
tantamm!mt to delegating to the cli
ent the rbsponsibility for the qual
ity of cobmunication between 
providerl and client. Mistakes or 
poor qu~lity can result in added 
costs ana harm to clients. Most eli-

I 

ents are ill-equipped to assure ef
fective dommunication. 

b. A regulatioJ is probably not possible 
or even useful ~t this stage: . 

• Local ~stems are still developing 
and too many open questions re
main abbut how best to assure ef
fective dommunication. 

I 
• 	No single approach is likely to 

emerge ~s best and regulations 
might dHve out local innovations. 

I 
• Regulations could be counterpro

ductivefa regulation, for example 
that specified a language "thresh
old", abpve which service institu
tions w0uld have to provide 
interpreters, might reduce the re-

I 

sponsibility now assumed by 
providers in some regions. 

Based on the arailable evidence gathered 
in this study, it seems clear that the health 
and social se1ice providers across the· 
country apprO~h this subject of language 
access very di Iereotty. While flexibility 
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still seems highly useful, a most impor expected of providers in attempting to 
tant next stage of development might be serve a multi-lingual population. 
aimed at reaching some type type of con
sensus among providers and state govern
ments regarding levels of accommodation 

·1 
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The basic model used in Seattle health 
care providers is as follows: 

e Patients enter the system either 
through emergency services or 
r~gular admitting processes. The 
admissions forms contain a manda
tory field for language, in which 
the patient is asked whether they 

, require interpreter services. Ifpa
tients have difficulty responding, 
or signal that they need such a' 
serVice, the record is 'flagged. Pa
tients who cannot speak any Eng
lishare shown a multi-lingUal card 
(AT&T has developed apoint card 
) and asked to point to their lan
guage. Once the languageis-iden
tified, the admissions process can 
be completed. At this stage, any of 
several systems are used to com:' 
plete the record-in-house s.~; 
AT&T, or contract interpreter~. 

e 	Once the patient record is flagged, 
each time that patient calls for an 
appointment the service's com~ 
puter system generates an automat
ic request to Inte~reter Services 
for an interpreter. Interpreter Serv
ices then contacts its list of in

, . . house or contract providers and 
schedules an appointment for the 
interpreter. Where an interpreter 

, cannot be matched regardless of 
the effort made, the appointment 
is rescheduled. In unusual circum

8' 
, stances, AT&T Language Line 

may be. used. ' 
 f~

LJ 

" , eThe interpreter~generally signs in 

and out;on a standard .form, indi
 U'
cating the patient's name and the 
service provided. Interpreters are 
limited generally to between three flw
and four hours, after which they 
need some compelling reason for 
remaining with the patient. It is 

, not unusual for providers to re
quest that the in~erpreter remain 
with the patient;for lengthy stays 
(a hospital delivery, for example) 
but such practices are discouraged 
because of cost. Intei-preters are 
paid for their full stay, even if ap
pointments are delayed or patients 
fail to show. . . 	 uI 

• Interpreters often follow the pa \1tient to the pharmacy to assure 
that prescriptions are obtained and 

. the patient understands the instruc
tions for taking the medication. 	 ~ 
One interpreters claims she uses a 
"rule of three." She repeats instruc ,~
tions three times to assure that the 
patient understands. 

~ 2. ,In-House Model 

A number of providers have begun to 
adopt a full or partial in-house interpret
ing model. In the case of the Asian Coun
seling and Referral Service a 
bilingual-bicultural service delivery 
model is used. in which interpreters are 

This computerize d system was seen in several providers, but we do not know 
whether it represents a wide-spread model. Some providers, for example do not Jl 
have an Interpreter Services Unit, but might have a part-time person responsible for \U 
this activity. 

:0 
a 
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Appendix A 'I, 
Case Study: Seattle, ,I, Washington 	. 

" A. Summary 

The Seattle area in particular and Wash

\1 	 ington state in general appear to have 
adopted a broad philosophy of service de

,I 

livery that encompasses the population of 

persons with Limited English Profi


,I 

ciency. The area has been engaged in de

velopment oflanguage services as an 

adjunct to care since approximately 1980, 

Much of the progress can be attributed to 
pressure from the Region's Office of 
Civil Rights, accompanied by the addedII' pressure ofEvergreen Legal Services, her
alded by some as the "conscience" of the 
system. In response to the threat oflaw

" 	 suits by OCR, the region has organized a . 
relatively complete language service net
work that now allowshealth and socialtil service providers to obtain interpreters 
for a very wide set of languages and dia

I' lects-at least 50 and perhaps many 
more. The number changes each year 

,I 	 with the arrival of new refugees. Bosnian 
has been added recently to the language 
set in use and being served by Seattle's 
interpreter community. With AT&T Lan
guage Line, at least 100 languages and'I' 
dialects can be accommodated. In the 
last two years, the state Department of So

I cial and Health Services (DSHS) has be

II 
gun to pay for interpreter services when 
used to provide non-inpatient health serv
ices (out-patient, emergency room, and 
day surgery) to clients ofDSHS. This 
provision of state financing has made a 
substantial difference in the expenses in,I' 
curred by health providers, although one 
finance director in a prominent Seattle I 	 medical center claims that he has yet to 
receive his first payment for language 
services from the state. 'I' 

I 

The state has b~come active in many 
parts of the language service structure. 
The state now: 

• 	pays fOIi language services 

• 	has devllOPed and administers a 
statewide test to certify interpret
ers-thb test does not yet cover ex
plicitly /medical interpre~tion, but 
that component is being added. 
PassagJ of the test is required to 

I • •
be eligible to receive state relm
bursemrt- . 

• 	 is proposing to develop a "broker
ing" syrtem in which the state 
would contract with a "broker" 
who w?uld in tum manage the in
terpreter services function for state 
servicek that require language serv
ices (bbth health and social serv
ices w~uld be covered). 

B. System Josts 

Interpreter se~ces vary substantially in 
cost, depending on the model used. Costs 
can vary even! within individual provider 
systems, dep~nding on the particular. 
method usedio obtain language services. 
Costs vary as follows: 

• 	 indivi ual interpreters under con
tract t6 providers usually receive 
fees a~proximating $20 per hour. 
The f~es are often supplemented 
by mileage or other expenses. Gen
erally ~ minimum one-hour fee is 

Ichargf by interpreters_ 

• Interpreter agencies charge fees 
rangirlg from $30 - $40 per hour. 
The fJes are higher to cover the 
costs ~ssociated with managing 
the bJsiness, profits, and overhead. 
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• 	 The Hospital Interpretation Serv
ice (non-profit service operated by 
the Central Seattle Community 
Health Centers a consortium of 
sec. 330-funded CHCs) charges 
between $35 - $40 per hour. 

• 	 Direct staff interpreters are used 
by a number of health care provid
ers (e.g., Pacific Medical Center) 
and are claimed to be the least ex
pensive and most effective solu
tion since staff are more readily 
available and can perform a vari
ety of tasks. The claim of least 
cost needs to be verified, because 
full time staff receive benefits not 
paid to·contract interpreters. Gen
erally staff interpreters are used 
when the volume of interpreting 
business is high enough to warrant 
the added overhead and benefits 
costs. 

• 	 AT&T Language Line costs 
providers $2.75 per minute, after 
payment of certain initial charges. 
While expensive, AT&T charges 
only for time'actually used, 
wher~s interpreters charge typi
cally by the hour. 

• 	 Relatives and friends are used al
though infrequently and only at 
the express request of the pa
tient/client. Clearly such ap
proaches bear a zero cost to the 
provider, although they may result 
in hidden added costs by prolong
ing an interview, or by failing to 
produce an adequate communica- . 
tion between patient and provider. 
Use of relatives is generally dis
couraged. 

,I, 
Total costs to the health sector are sub
stantial. Two health care providers esti Imate their total costs for one year to be 
between $300,000 and $400,000. The 
costs are climbing rapidly as Seattle's I'
LEP popUlation continues to grow. One 
hospital estimates that its costs have 
climbed from $65,000 to over $300,000 ~II 
in four years. There are no readily avail
able system-wide costs, although Seattle
area health care providers almost I! 
certainly exceed $5,000,000 and state
wide costs could be as high as 
$}O,OOO,OOO. ,II 
C. Models Used in Seattle "~I 
During the site visit to Seattle, a number 
of language models were encountered in 
service providers. Probably because of II:
the aggressive stance adopted by the Re
gional Office of Civil Rights, service 
providers appeared to have accepted the Ii 
basic principle that language should not 
be a barrier to services. While all health 

~I,care providers in Seattle were not visited, 
all of the providers that participated ex
pressed the same view-services had to 'j,be provided regardless of language. Lan
guage services include both spoken and 
signed languages. We encountered one 
provider who, with the help of interpret I' 
ers, was able to examine a woman who 
could neither hear nor see. I 
Curiously perhaps, the issue of popula
tion size that appears to dominate much I'of the commentary regarding potential 
regulations, was never raised by any of 
the providers with whom we spoke. The " 

providers appeared to understand that it 
was their responsibility to provide appro
priate interpreter services whenever a pa
tient/client presented themselves for 
service, whether that patient belonged to 
a large minority (Asian and Pacific Is-
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,I 

lander) or a tiny minority as is the case 
now with Bosnians and Somalis in Seat
tle. The issue of population size seems 
connected with support systems, rather 
than with basic services. For example, the 
state has developed a test to certify inter
preters, but it covers only the seven most 
frequently encountered languages. 

I 
 The state uses its "warrant roles;, l to es

tablish the languages likely to be encoun~ 
teredo Thus, the entire issue of interpreter 

;f 

,I, 
 competence, as demonstrated by state 


tests, is limited to major language groups. 

The state similarly is translating docu

ments used to communicate with its cli

ents. We were told that over 2,000 

documents had been translated, but only
. the major languages will be involved. 


,I In Seattle. we visited providers who deal 

routinely with 40-50 languages. Lan


I' 
 guages and dialects present throughout 

the state may exceed 100. With such 

t, 
large numbers. providers often have to 
search throughout the community to find 
interpreters who can function in that ca
pacity. At some stage, whatever the

;1 provider intent, standards give way to 
practical realities. Providers claim that 
they often go to community associations 
and advertise in the newspapers in aI search for interpreters. 

I Models encountered during the site visit 
include: 

I • Interpreters hired under contract, 
either as individuals or as part of 

II 
 an interpreting service agency. 


• Staff Jerpreters 

I . 
. • AT&T tanguage Line 

1. Contract ,nierpreters·. . 

The Washington state experience with in
terpreter servic~s dates to 1980. A class
action complaint was filed in 1979, 
alleging non-c~mpliance with Civil 
Rights laws onIthe part of health service 
providers. The Office of Civil Rights in
tervened and essentially threatened legal 
action if steps -kere not taken to assure ac

, cess to care fo~ persons with limited Eng
lish proficiency. During that period 
Seattle had seeh its population of Viet
namese and ot~er Indo-Chinese refugees 
climb rapidly. In response, the Indo-Chi
nese Language service was created, 
which turned erentually into the Hospital 
Interpretation Program (HIP), now oper
ated by the Ce~tral Seattle Community 
Health Centersl. The Seattle Area Hospital 
Council was formed by the region's hos
pitals to act as ~ non-profit broker for the 
hospitals in ar?nging for language serv
ices through r. 
This service provided the bulk of lan
guage serviceslfor much of the 1980's, al
though a numller of providers opted for a 
different appr9ach-the bilingual-bicultu
ral staff appro~ch. As the demand for lan
guage interpreters escalated, private 
language servites began to form to partly 
serve the dem~d. In addition to these for
profit agencies, individual interpreters op
erate as language service providers who 
contract with ttealth and social service 
providers. 1 

I 

'I,' 1 "Warrant roles" define the Iist ofpeople who receive chJks from the state. 

I 
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The basic model used in Seattle health 
care providers is as follows: 

• Patients enter the system either 
through emergency services or 
regular admitting processes. The 
admissions forms contain a manda
tory field for language, in which 
the patient is asked whether they 
require interpreter services. Ifpa
tients have difficulty responding, 
or signal that they need such a 
service, the record is flagged. Pa
tients who cannot speak any Eng
lish are shown a multi-lingual card 
(AT&T has developed a point card 
) and asked to point to their lan
guage. Once the language is iden
tified, the admissions process can 
be completed. At this stage, any of 
several systems are used to com
plete the record-in-house s~, 
AT&T, or contract interpreters. 

• 	Once the patient record is flagged, 
each time that patient calls for an 
appointtnent the service's com
puter system generates an automat
ic request to Inte~reter Services 
for an interpreter. Interpreter Serv
ices then contacts its list of in
house or contract providers and 
schedules an appointtnent for the 
interpreter. Where an interpreter 
cannot be matched regardless of 
the effort made, the appointtnent 
is rescheduled. In unusual circum

,', 
stances, AT&T Language Line 

may be. used. 
 'I. 

• 	The interpreter generally signs in 
and out on a standard form, indi 'I' 
cating the patient's name and the 

service provided. Interpreters are 

limited generally to between three 
 I,
and four hours, after which they 
need some compelling reason for 
remaining with the patient. It is 1\ 
not unusual for providers to re
quest that the interpreter remain 
with the patient for lengthy stays ,II 
(a hospital delivery, for example) 

but such practices are discouraged 

because of cost. Interpreters are 
 I

~paid for their full stay, even if ap

pointments are delayed or patients 
 If,fail to show. . . 

• Interpreters often follow the pa
tient to the pharmacy to assure " that prescriptions are obtained and 


. the patient understands the instruc
 'Itions for taking the medication. 

One interpreters claims she uses a 

"rule of three." She repeats instruc
 Itions three times to assure that the 

patient understands. 


I'2.· In-House Model 

A number of providers have begun to \1adopt a full or partial in-house interpret
ing model. In the case of the Asian Coun
seling and Referral Service a I'bilingual-bicultural service delivery 
model is used, in which interpreters are ,I 

2 	 This computerize d system was seen in several providers, but we do not know 
whether it represents a wide-spread model. Some providers, for example do not 
have an Interpreter Services Unit, but might have a part-time person responsible for II, 
this activity. 

~I' 

I 
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not used at all. Instead, service providers .11 who are themselves bilingual (or multi
lingual) are employed.

'I' 
The in-house model does not differ dra

matically from the contract model in


I terms of its execution. Clients must still 

be identified as to language and appropri

ate staff scheduled to meet the needs of
ii' 


.1 

the client. Cost is used as the central argu

ment for the staff interpreter model3

, with 

a number of institutions opting for in


I 

house staffwhen the demand for individ

ual languages begins to exceed on a 

regular basis the cost of contract services. 

The Pacific Medical Center, for example, 

brought on a Russian interpreter and is 
considering hiring a second in response 

" 

II 
to a growing demand. Russian is one of 
the fastest growing language demands in 
the area. 

I' The bilingual-bicultural staffing model is 
clearly the most difficult to organize and 
operate and seems appropriate in limited 
circumstances. For direct health care 
providers as large as the Pacific Medical·1, 
Center, Group Health Cooperative of 

. Puget Sound,. or Children's Hospital; an
" 

interpreter model seems tbeonly p1ausi

ble course. Th Asian Counseling 'and Re
ferral Service ~rovides a.set of mental 
health and soc~al services that can be ac
commodated '-fith a bilingual staff. Even 
here, however~ they admit that the model 
is more expensive to operate because of 
the added staflj 

I 

development time. In their 
case, they woJld add that, for them an in
terpreter mod 1would simply not work as 
well. 

3. AT&T Lan uage Line & Other 

Backups 


Surprisingly, ithis region wherein lan
guage service are relatively well-devel
oped and wid ly adopted as part of the 
practice, AT~T is still used as a backup 
service. Althohgh we encountered no 

I 

services for which AT&T is the sole or 
dominant lanlfage service, it is em
'ployed comm?nly when a language is en
countered tha~ cannot be covered any 
other way, or where there is an immediate 

. need and no other way to respond. The 
language musk be identified first, but the 
response is reiatively rapid and satisfac
tory in the op~ni~n ofthose who have 
used the servibe. No other formal 
backup systeJs were identified, although 
providers do telY on in-house staff who 

1/ 	 3 The Asian Counseling & Referral Service would disagr~e on this point. They use a 
bicultural service delivery model, because they do not believe that an interpreter 
model would provide the type of service required by th~ir clients. They advocate 
their model as more costly initially, but ultimately as m~re cost-effective.:1' 

4 	 One worry expressed by providers is that the state "Bro~ering" system, if it goes 
into practice, will complicate the delivery of this limited but necessary AT&T:I~ 
service. Presently, they contract directly with AT&T an~ bill the state where 

I) 	 appropriate. Under the "Brokering" system, the state's t)rokerwould have the 
contract with AT&T and the service provider--a hospi~l for example-would have 
to contact the broker and.the broker would then contact:AT&T. They worry that this 
approach will slow down the provision of services.' .',I' 

,I 	 I 
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are not fonnal interpreters and on rela
tives when necessary. Approaches re
garded widely as inappropriate are: 

• 	 use of minor children; where the 
need to obtain personal infonna
tion mightbe compromised, or 
where the child could be placed in 
a conflicted situation. 

• 	use of staff whose language skills 
are clearly inadequate (interpreters 
cite the occasional instance ofa 
physician who wants to use hislher 
school language skills, despite 
their inadequacy. 

C. TRAINING & CERTIFICATION 

Washington is evolving rapidly toward a 
system with its own standards, albeit with 
large gaps in that system. The state has 
developed a .standardized test that covers 
language skills and knowledge of the so
cial services (some label it as knowledge 
of state bureaucratic jargon). The state is 
developing a test for medical interpreters, 
recognized as badly needed since the cur
rent test fails almost completely to test 
for skills/knowledge in medicine. The 
current test is hotly disputed, with many 
believing that it is simply a bad test. Pass 
rates are substantially higher than the fed
eral court interpreter test (4%) with pass 
rates varying by language from 2S-8001o. 

What is largely missing from the current 
system is a standardized training system 
that would focus on both interpreters and 
providers-currentlythe entire system fo
cuses on the competence of interpreters. 
Seattle interpreters can take a 14 hour . 
course-The Art ofInterpreting-and 
there are a few local colleges ·that provide 
training. There is nothing that could be 
construed as a standardized training pro-

I, 
gram, however, and it is acknowledged as 
a serious weak point in the system. Test ..I
ing without training is considered inade
quate as a response to the need. Some 
services provide infonnal training. For ex 'I' 
ample, the Pacific Medical Center oper-:
ates a monthly Interpreters Forum that 
provides an opportunity to discuss sub ,I, 
jects of common interest to area interpret
ers. 

t 
Also missing from this picture is any' 
training to providers. There is consider
able discussion of the need, but almost no I 
substantive response. Part of the need is 
basic-the "do's and don'ts" of using in
terpreters in varying medical settings, for 
example. This type of training could per
haps be accommodated through develop ,I'• ment ofa standardized video (whether 
physicians would watch the video is an
other issue) or a standardized continuing ,I
education course. There remain broader 
issues, however. Culnirally competent 
services may well require more than lin Iguistic accuracy. Providers may have to 

. be able to understand something of the 
culture of the patient, or at least be open i,
to cultural input from the interpreters. It 
is unclear at this stage whether or how 
providers can be trained to be culturally '1' 
aware/competent. 

\1The issue ofcompetence raises a host of 
related issues that are not yet resolved 
within the emerging profession of inter 'I.
preting. There are substantial differences 
in interpreting philosophy as between le
gal and medical interpreters, for example .. 'I,
with legal interpreters insisting that inter
preters must resist any attempt to go be
yond literal interpreting. Medical 	 \I~ 
interpreters often "scale" their interpreta
tion to the apparent level of education/un
derstanding of the client or patient. I' 

,I 
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Legal interpreters avoid such practice al.1· together. A second issue is patient advo
cacy, in which interpreters may provide

I' information to patients not requested in 
order to improve the services available to 
them. These issues are hotly debated and

I, not close to being resolved within the 
field. Medical interpreters believe that the 
fields are simply different and require dif
ferent standards. The field is still in its inI fancy.

', 
D. STANDARDS 

o 	 'I
Where does federal regulation fit into this 
picture? The professionals and the gov'I' ernment administrators are conflicted on 

this point. Both state and federal govern


,I ment administrators in the region appear 

to believe that, however much progress 

has been made, regulations would help to


I, define the standards that providers' need 

to adopt. They would give administrators 

more leverage. This argument has consid-


I 
 , erable merit until one examines the sys

tem that has merged in Seattle and the 
state as a whole, without any regulations. 
What areas are covered by regulations?'1· 	 The main subjects that might be included 
in a federal regulation are:

I 
II 

• definition of how to determine 
when a facility is in compli
ance-generally the definitions re
quire a facility to provide 
language services whenever a par
ticular language population served 

. by the facility exceeds a fixed per
centage of its total service area 
population. It is noteworthy that in 
Seattle, this issue did not arise, be
cause the providers appear to uri

, derstand that they are required 
under existing statues to provide 
service, regardless of the size of 
the linguistic group in the area. 

Fixing Ipercentage might argu
ably chinge that current system, 

• 	 I 'dcausmg proVI ers to tum away 
from this relatively comprehensive 
coverageI poI'ICY, , 

• definiti~n of competence -' how 
does a facility know that it is pro
viding tulturally competent serv
ices? AI regulation might define 
that sutlject by defining some edu
cation Jr testing standard, neither 
ofwhidh exist on a national level 
at the cloment. 

• 	providl compliance - the regula
tions ,ould almost surely require 
someone to collect and maintain 
data o~ who is being served rela
tive to the larger potential service 
population. The regulations would 
also alrhost surely require provid
ers to dfllect such data without rec
ompenre, thereby adding to the 
cost o~interpreter services with 
limitedj or no overall system bene
fit gai9' Providers (inCluding the 
state) crrrentIy collect data on the 
populapon being served. Neither 
the pr9viders nor anyone else col
lects data on the overall size or lo
cation 6f ethnicninguistic groups 
in the (egion. The Immigration & 

I 

Naturalization Service collects and 
published some data on new immi
grants bd refugees arriving in the 
countrY. These data are not consid
ered arur ate definitions of the re
gion's IPopulation. 

While regula,ons would undoubtedly 
strengthen the hand of state and federal 
policy officiais, the added benefit at this 
stage is uncertain. Some of the providers 
believe that t~e system is still emerging 
and the field bf interpreting is starting to 
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become a profession. IfregUlations are 
defined too early , they might set the 
standards at some incorrect level.and in
hibit further development of the emerging 
system. The best that the professionals 

,I, 

hope for is that, if regulations are issued 
they will define goals, while allowing ,',
considerable latitude for local develop
ment I 

II 
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Appendix B 

Case Study: Boston and 
Worcester, Massachusetts 

. A. Summary 

Discussions with service providers in 
Boston and Worcester, Massachusetts 
suggest that notable strides have been 
made in improving service delivery to 
persons of Limited English Proficiency 
(LEP). In Boston and Worcester, most 
hospitals and the Department of Public 
Welfare (DPW) have some capability to 
communicate with LEP clients, usually 
through a combination of bilingual staff, 
staff interpreters, contract interpreters, 
and the AT&T language line. While a 
minimum level of interpreter services 
seems to be available in both the health 
and social service areas, it is clear that 
this level is not yet adequate. Providers 
are now struggling with issues related to 
expanding coverage and assuring quaHty 
of interpretation. 

Both health and social service providers 

appear to have accepted limited responsi

bility for serving the LEP population. 

Providers have undertaken initiatives 

without a state-wide requirement or the 

precedence of a court decision. How


I ever, there are several forces working to


I 

gether to push providers to accept 

increased responsibility for the LEP popu

lation. The regional OCR office has been 


I 

actively involved in investigating com

plaints in the social service area and at

tempting to change the existing system 

with whatever mechanisms are available. 
Legal services and advocacy groups have 
played a major role in forcing providers 
to establish interpreter services. OCR has 
also worked closely with the Department 

ofPublic Heall and Hospitals to lever
age'providers i6to compliance. 

. I 
While there aPjears to be a strong com
mitment amon. physicians, medical pro
fessionals, and those involved directly 
with interprete services; there seems to 
be a critical lack of support among high
level administr~tors and financial officers 
to ackriowledgJ their responsibility to 
serve the LEP ~opulation. On paper, 
most of the hosEitals and the DPW in 
Boston and Worcester have a "communi
cation/interpreter" system in place. Some 
of these provid~rs are probably doing a 
rea~onably gooCi job serving LEP clients. 
The degree to ~hich the system on paper 
matches the re~ity ofwhat happens when 
a client walks tnrough the door cannot be 
determined within the limited scope of 
this study. We rere left with the ,impres
sion that there re significant gaps in 
terms of covera e and quality of inter
preter services. This raises the issue of 
what OCR's futjlre role may be in investi
gating a provider's ability to ensure ac
cess and equal t eatment. 

There are many diverse advocacy groups 
for interpreter s rvices throughout the 
State, and sever~ coordinating mecha- . 
nisms were obs¢rved that provide struc
ture to the diffetent parties. Currently 
Massachusetts *es not have a coordinat
ing body that C. speak for all. 

IPayment for interpreter services is a sensi
tive issue. It app'ears that communicating 
with LEP clien~ is still viewed by a 
number of provi~ers as a "special serv
ice" rather than to obligation on the part 
of providers to e6sure access and equal 
treatment of an ffatients. This attitude 
manifests itself i various ways: inade
quate funding to support the needed level 
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of interpreter services, gap between regu
lar service hours and hours when inter
preter services are available, little or no 
screening of interpreter qualifications, 
and low levels of compensation for inter
preters. 

B. LEP Language Groups 

Spanish is the dominant language, fol~ 
lowed by Portuguese (Brazilians and 
Cape Verdeans), Vietnamese, and Haitian 
Creole. Smaller, but sizable language 
groups include, Greek, Russian, Italian, 
Cambodian, and Polish. 

The inter-relationship between culture 
and language was stressed repeatedly. 
The implication is that eliminating the 
language barrier, although improving ac
cess~ will not necessarily guarantee equal 
services. Each language group poses 
unique challenges to the provider. 
Clearly, local communities need flexibil
ity to adopt creative solutions. As we ex
pected, lack of health insurance, 
traditional beliefs about medical and men
tal health, legal status (fear of being de
ported), and degree ofacculturation were 
all mentioned as important factors that in
fluence the individual's decision to seek 
services or comply with a treatment regi
men.' 

C. Catalysts to Improved Service 
Delivery 

Several factors have contributed to 
provider action on behalf ofLEP clients, 
but it must be mentioned that few hospi
tals and social service agencies have 
taken significant action on their own in
itiative. One exception was the Mattapan 
Community Health Center whose pro
gramming is driven by its mission to re
spond to the needs ofthe community. In 

the social services, OCR and Greater Bos
ton Legal Services, a legal services 
agency, appear to be the driving forces 
that brought about change. The impact of 
OCR on hospital poliCies is less evident. 
The Department ofPublic Health's "De
termination of Need" process has played 
a significant role in forcing hospitals to 
establish a minimum level of interpreter 
services. 

• 	 Social Services. Notably, the 

OCR regional office successfully 

negotiated voluntary agreements 

with a hospital in ,Maine andthe 

State Departm~nt ofPublic Wel

fare (DPW) requiring them to de

velop detailed plans for serving 

LEP clients. OCR used the threat I;
ofa law suit to bring the parties to 

the table; The regional office ,is 

currently negotiating a similar 

agreement with the Department of 
 I' 
Medical Security (which adminis

ters the Medicaid program). The 
 Idriving force behind the 

OCRlDPW negotiations was 

Greater Boston Legal Services 
 ,I 
(GBLS), which threatened to file a 

class action suit against DP\V. 
 II' 

• 	 Hospital Services. OCR's role in 

influencing hospital policies has 

been limited to an informal strat
 I 
egy of exerting pressure on hospi

tal administrators' behind the 
 'I'scenes. Faced with a burgeoning 

workload, OCR efforts have fo

cused on responding to com

plaints, which have mainly been 
 I 
filed in the social services' arena, 

rather than initiating investigations. 
 ,I 

• 	 The Department ofPub1ic 

Health's "Determination ofNeed 
 IProcess" has played an important 

I,' 
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role in forcing hospitals to estab
lish some level of interpreter serv-' 
ices. All hospitals in . , . 
Massachusetts are required to ob~ 
tain a determination of need 
(DON) certificate from DPH be
fore undertaking maj or expansions 
or purchase of expensive equip .. 
ment. Starting in 1987, the OffiGe 
of Refugee and Immigrant Health. 
within DPH began successfullyat~ 
taching a provision to the DON 
certificate that required hospitals 
to provide interpreter services as a 
condition for approval. As a re
sult, 26 hospitals are required to 
establish interpreter programs by 
their DON. While the DON has 
succeeded in forcing hospitals to 
develop an interpreter program on 
paper, there is widespread concern 
that their true ability to serve LEP 
patients remains grossly inade
quate. There is no effective moni
toring or enforcement mechanism 
in place to assure coverage or qual
ity of services. One of the out
comes from the DON processis 
the establishment of the "inter-· . 
preter services coordinator"posi
tion, and we noted that these 
individuals often are involved in 
networking activities in the com
munity and advocate within their 

:1 
own organizations for increased 
service delivery. 

D. Coordinating Mechanisms 

I In Massachusetts, there are many fronts 

I 
to interpreter services and each appears to 
have a developing system for integrating 
change at the State and local levels. The 
different coordinating bodies, task forces, 
and professional associations are dealing 

I~ with a numoer of issues ranging from in-

I 

. I . II. .... .tfluenclOg egis atlve Imtlatlves on 10 er
preter services t6 establishing compe
tency standards for interpreters. 

The Massachu~etts Medical Interpr~ters 
Association (M:MIA) has been meetlOg 
regularly to d:~el~p standards of c.ompe
tency for medlcrllOterpreters that It 
hopes ev~rltuall!y will be adopted by area 
hospitals. Its niembership is composed 
largely of the iqterpreter: services coordi
nators from a few select area hospitals. 

The MassachuLts AlIEes have devel
ope~ a task forfe to a~dress interpreter 
services and some of Its outcomes have 
been advocacy/at the State level and de
velopme?~ Of]aining programs for local 
commumtles. 

The Massach setts Law Reform Institute 
has spearheaddd several efforts directed 
at the State le~el, appropriately titled the 
"Babel Series,r to increase interpreter 
services within the legal and medical 
community. Babel I began by advocating 
for an added nbe to legal notices strongly 
urging recipiefts to use a interpreter/trans
lator, and end,d by attempting to reprint 
legal forms in lother languages. Babel n 
tackled the court system, resulting in one 
county requiripg competent interpreters 
for LEP individuals who seek so
ciallhealth serices. Babel In advocates 
for a statute t~at would create in the ex
ecutive branch a Bureau of Interpreter 
Services and inandate interpreter services 

. at arute care iOSPitaiS. .. 

Representatives from several hospitals 10 


the LongwooH Medical Area have come 

together and fo~ed a task force arou~d 

interpreter services. They have orgamzed 

a shared pool of contract interpreters who 
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are assessed and trained using a universal 
screening tool. In addition, members 
meet regularly to voice concerns, conduct 
training around issues, and share infor
mation.. 

E. 	Models of Interpreter Services 

Most hospitals and social service agen
cies use a combination of "models" to 
communicate with LEP clients. The Mat
tapan CHC is perhaps the most advanced 
in this regard, having integrated bilingual 
staff at every level of service provision, 
from reception through medical examina
tion and follow-up, to communicate with 
its predominantly Spanish and Haitian
Creole speaking patients. 

• 	 The DPW relies on bilingual case 
workers for Spanish speaking cli
ents and operates an internal inter
preter pool for less common 
languages. 

• 	 Hospitals in Boston use a combi
~ation ofbiJingual staff, in-house 
mterpreters, contract interpreters 
(contracted directly with the hospi
tal), and the AT&T Language 
Line for emergency situations and 
less commonly spoken languages. 

• 	 Hospitals in Worcester use the 
same types ofmodels as Boston, 
but also have access to a com mu
nity-wide language bank operated 
by the Centra1 Massachusetts Area 
Health Education Cente~ (AHEC). 

• 	 One hospital in Boston uses a 
linking system for pediatric pa
tients and assigns a contract inter
preter to a specific patient and 

.family during the entire hospital 
stay.. This reduces the costs in 

" 

terms of time spent in introductory 

small talk and increases the level 
 I 
of trust between interpreters, pa- . 

tients, and health care profession
als. . 
 I' 

• 	 It appears that family members 
still are relied upon regularly as in I 
terpreters. In some cases patients 
elect to use a family member; in I,
other instances the patient may not 
be aware that he or she is entitled 
to an interpreter. Many interview
ees expressed ethical concerns .1 
about reliance on family members 
as interpreters. The use of chil I'dren as interpreters is less com

mon, although it still occurs. 

Most interviewees were adamant 
 ,I
that the practice ofusing minors 

under age 18 as interpreters should 

be prohibited in all cases. 
 ,I: 

• 	 Use of the AT&T Language Line 

is discouraged by DPH. Repre
 'I 
sentatives interviewed at area hos

pitals noted that it was used as a 

safety net, 'but emphasized that it .1' 

was an expensive mode of inter

preting. All interviewees cited the 

need for in-person interpreters, ad
 I' 
mitting that phone interpretation 
misses much in terms of the physi
cal dynamics of interpreting. In I 
some cases, such as scheduling, 
call-backs, and follow-ups, it is Iconsidered perfectly appropriate to 

engage the Language Line as op

posed to using staff and contract 
 I.interpreters. 

. Issues surrounding cost, coverage, and 
quality of interpreter services are debated I 
hotly at the local level. It seems clear 
that each "model" has some merit given '1the complexity of communicating with di

..·..·1 
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verse populations in a variety of unpre,II dictable situations, Adopting a "patch- , 
work" of communication models allows 
providers more flexibility to respond to'( different patient/client situations. , 

F. Costs of Interpreter Services ,I, 
It is difficult to estimate the true cost of 
interpreter services at any facility due to 

I, 

" the fact that hospitals and social service 


providers rely on a combination of bilin

gual staff, interpreters and others to com


I 

municate with LEP patients. If cost data 

is available, it usually reflects only the 

cost of paying contract interpreters and 

the salaries of staff interpreters. It is im
portant to realize that when communica
tion between providers and LEP patients,If occurs through bilingual staff or family 

members, the true cost of interpretation is


,I likely to be lost in the current service cost 


I 

data. A full cost calculation for "commu- , 

nication" services would almost surely be 

higher than the simple cost of paid inter

preters. To illustrate this issue, one hospi
tal relies on volunteer interpreters, who 
receive no compensation for their serv'If ices, but still need to be managed. In 
other cases, bilingual staff are used, fam

,I ily members are used, making it difficult 
to assess the actual cost of serving LEP 
patients. 

I 
I 

At two area hospitals, estimated annual 
costs of interpreter services were' 
$200,000 and $400,000 respectively. In
cluded within the $200,000 budget were 
four full-time interpreters (three in SpanI ish and one in Russian), services for con

tract i~terpreters, a services coordinator 


,I and support staff, and use of the AT&T 

Language Line. Wherever possible, hos


I' 

pital representatives cited the use of part

time interpreter staff to reduce costs. 

I 

Rates paid to Jhouse interpreter staff 
ranged from $lt to $17 per hour. It was 
not determined what was included within 
the range of be efits. The rates paid to 
contract interp~eters by hospitals in the 
BostonIWorcester area range from $10 
per hour to $29 per hour. Contract .inter
preters are usufllY not eligible for bene~ 
fits or insurance. In one contract 
covering socia~ services in the Worcester 

I • 

area, the State pepartment of Pubhc Wel
fare pays $39 Jer hour to the local lan
guage bank fo interpreter services. ' 

Transportation costs also must be fac
tored into the ~icture. Some providers 
cover the par~ng incurred by their con
tract interpreters and offer it as a competi
tive benefit. Other providers do not 
cover parking land the interpreters must 
pay between ~3 and $6 an hour for park
ing out of their own pocket. 

I I h' .For contract eFP oyees, t e minImum 
number ofhotlrs to be billed for services 
also varies frtim one to two hours. Some 
providers pay/less per hour but require a 
minimum of tWo hours, while others have 
higher rates ahd bill by the hour. There is 
some controvbrsy over standardizing this 

policy. 1 
Bilingual em loyees who are asked or re
quired to se~e as interpreters, in addition 

, to their primJry job function, rarely re
, ceive additiohal compensation for this 
service. Thi~ practice results in two prob
lems. First, Jince the employee is not rec
ognized as J interpreter, there is no 
attempt to d9te,rmine whether the individ
ual possesses the necessary skills to per
form this fudction. Secondly, employees 
may becomel resentful when they are 
asked to assJm.e additional responsibili
ties without kdditional compensation, es-
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pecially in those cases wherein they are 
required to complete all of their "regular" 
work in addition to the interpreting. 

Several interviewees discussed the rela
tionship between cost and quality of inter
preter services. While cost is not the 
only measure of quality, there is an as
sumption that as the cost of a service 
goes up the consumer's demand for qual
ity assurance will increase accordingly. 
Until the medical interpreter is recog
nized as a profes sional and compensated 
accordingly, the quality of communica
tion will remain problematic. 

G. Training and Standards of 
Competency 

Establishing standards of competency 
for medical interpreters is a highly sensi
tive, controversial issue at the local level. 
The issue is complicated by the fact that 
there are many different patient contact 
points during a medical encounter for 
which interpretation may be required. 
The level of sophistication and skill re
quired by an interpreter at these different 
points may vary. Forexample, schedul
ing an appointment may require a differ
ent level of skill than assisting with a 
medical interview. In Boston and 
Worcester, issues of quality are being ap
proached on numerous fronts. Many hos
pitals have instituted internal training 
programs aimed at staff and contract inter
preters. 

The AHEC in Worcester, in conjunction 
with Clark University, has developed a 
training program for local contract inter
preters who wish to work for the local 
language bank and for bilingual staff 
from area providers who are serving 'as in
terpreters in addition to their regular job 
duties. 

'I 
Members of the Massachusetts Medical 
Interpreter's Associati on are developing '.1 
standards of competency in the hope that 
these standards will be adopted by area 
hospitals. I 
One of the physicians at BCB conducts ,I
training for area doctors on how to work 
with medical interpreters and how to con
duct cross-cultural medical interviews, ,"
H. Defining "C~verage" at the 
Local Level ,I 
The issues surrounding coverage at the 10
cal level do not relate to coverage of spe I'cific language groups or LEP thresholds. 
The idea of establishing thresholds is ir
relevant to the debate among local provid ,I,
ers. The key threshold is the decision to 
accept responsibility for serving LEP cli
ents. Once a provider has passed this ,I
threshold, they appear to be willing to 
make substantial efforts to serve any LEP 
client regardless of the language spoken, 'I
or the number of patients who speak that 
language. The mode of interpretation 
may differ depending on the prevalence Iof the language group (staff interpreters 
may be hired to handle the dominant lan
guage groups while AT&T language line I,'
is used for uncommon languages). Estab
lishing population thresholds, actively de
bated in earlier discussions of 'I
regulations, could actually have the unin
tended effect of reducing service levels 
for some language groups. I 
Another problem with establishing thresh ,I.
olds is that it is based on the assumption 
that providers have definable catchment 
areas and that an assessment of the lan I,
guage groups residing in these catchment 
areas is possible. This is not the casein 
Boston where most of the hospitals are ~I 
physically located in a small geographic 

I 
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I, 
 area, but draw from a wide area, some:"" 


I 

times nationally. Ifa catchment area 

were defined ori geographic location 

alone, many of the Boston hospitals 

would share the same target population 


I 

and could easily "draw the lines" to fit 

their needs. Coverage issues at the local 

level relate to assuring that the provider 

has the capability to communicate with 

I 
I 
I 
,I 
I 

I 


I 
I 
I 
,I 
I' 

,I 


LEP clients dulng regular service hours 
without unnectssary delays. 

OCR may be able to playa useful role in 
establishing prpvider responsibilities to 
ensuring equal! access and treatment for 
all LEP patien . 
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population while whites made up 52.9 
percent. By 1990, the percentage ofIIis
panics had increased to' 37 ,8% \vhile 
Whites had dropped to 40.8 percent. Nu
merically, the number of Whites and His
panics in Los Angeles county are roughly 
equal. The remaining 20 percent of the 
population is split almost evenly between 
Blacks representing 10.6 percent and . 
Asians comprising'10.2 percent.! 

The State of California has collected data 
on language groups taken from the ' , 
AFDC recipient rolls. In Los Angeles 
County, the major language groups were 
identified as: 

• 	 Spanish (the ,dominant langtiage)~ 

• 	 Armenian, Russian, Cambodian, 
Vietnamese, Cantonese (repre
senting at least 3,000 individuals)~ 
and, 

• 	 Laotian,:Farsi, Mandarin, and Ko
rean (comp'rising at least 1,000 in

: dividuals).2 ',', 

In addition, Los Angeles has been one of 
the nation's top urban destinations for 
newly arriving immigrants and refugees 
for the last ten years, Consequently, 
nearly every world language can be, 
found in the county. The dominance of 
Span,ish' presents a different case than 
was observed in the other two Cities due 
to the sheer num'bers involved.' To many 
individuals the tenn "bilingUal" is,under-

Macro International, Inc. 
~ 

stood as a reference to SpanishfEnglish 

bilingual capability. Discussions of"lan ~, 

guage services" for non-Spanish speaking 

LEP clients are often viewed as periph
 Qeral'to the central dilemma facing provid
ers: how to create a SpanishfEnglish 
bilingual serv ice system? An important 
caveat related to the development ,0Ca bi ,~ 
lingual SpanishiEnglish service system 
should be noted, In som'e instances, the 
pervasiveness of Spanish in commercial ~ 
inter~ctions, may creat~ the perception 
that bilingual (SpanishiEnglish) health ' Gservices are readily available and easy to 
access. The study team observed that this 
is not always the case. In Los Angeles, othe concepts of the "bilingual provider" 
and the "bilingual serVice system" need 
to be examined carefully. D 
C. Catalysts to Initiating Language Serv
ices o 
In contrast to Se,atde and the greater Bos [J
ton area, pressure from the Office of 
'Civil Rights (OCR) or legal services agen
cies has not beel} the driving force behind IJ 
the development of language services in 
Los Angeles County. (It is possible that 
OCR and legalservices have had more 'of o 
an influence in other'California service ar
eas, However, mention ofOCR or legal 
services as critical players in the debate [I 
surrounding language; access was notice

ably absent in our discussions with Los 

Angeles County providers.) Three fac C/ 

tors were identified in Los Angeles as 

having'a significant impact on the deveJ [/ 

I' 	Ashley Dunn"In California, the Numbers'Add Up to,Anxiety, NEW YORK, 
TIMES, October 30; 1994, E3, ' ' 

Data Source: California Department ofHeaIth Serv:ices, Offi,ce'ofMinqrity Health. 
Data Tables: Beneficiary Language Preference by County July 29, 1994. 
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I APPENDIX C - Los Angeles 

Case Study: Los Angeles, ,I, Califomia 

I 
 This site visit report describes the pro


I 

grams andprocesses in place within se

lected institutions in the Los Angeles 

County geographic area. Although the 


I 

site visit team engaged in a number of 

conversations, both in person and by tele

phone, with persons from different parts 


I 

ofthe state ofCalifornia, the report in

cludes only the insights gained during the 

visit to Los Angeles. Other parts ofCali


I 

fornia appear substantially different from 

the Los Angeles region in terms ofprac

tices regarding health and social services 

to persons ofLimited English Profi

II 
 ciency. The site visit team intends to in

corporate the information gained from 
other regions ofthe state in the final re
port. . 

I 
A. Summary 

I Los Angeles is a sprawling urban area . 

populated by an extremely large number 


I of diverse ethnic population groups. His

panic populations have had a significant 

impact on the development of language


I services in the County. In many ways, 

Los Angeles presents a different "model" 

for addressing the language barrier than 


I 

I was observed previously in Seattle or 


Boston. The Los Angeles model might be 

characterized as a bilingual (SpanishlEng

lish) service system struggling to develop 


,I 

~ multi-lin,guallanguage service capabil

Ity. Currently, in Los Angeles, there is a 


I 

heavy reliance on bilingual providers and . 

volunteer bilingual staff interpreters, un

like the models observed in Seattle and 


I 

Boston. Unlike those cities, the model of 

a professional medical interpreter has not 

been'adopted widely in Los Angeles. In 

general, it appears that service providers 

I 

have yet to deLop a systematic method 
for adequately Imeeting the needs of the 
many differen11anguage groups, 

In co~parison to other service systems 
(especially mental health and social serv
ices) hospitals/have at least a minimum 
level of capability to communicate with 

,LEP patients, INonetheless, legal advo
cates expresse(f the view that most hospi
tal interpreter ~rograms are generally 
inadequate, ~~cept within the private, 
for-profit.sector, resources for expanding 
and exploring language services are 

. scarce. 

Collaboration around language issues at 
the local service level is rare. Most facili
ties have devJloped their interpreter pro
grams or bmrlgual service systems 
independentl~. There is little exchange 
among providers regarding issues such as 
certification tir training of interpreters or 

. I 
Shanng resour,ces to expand coverage for 
less commonl~anguages. Also, there is 
within the Los Angeles region, an appar
ent divisivenbss around language issues 
that stems frbm the general racial/ethnic 
tension found in the Los Angeles area 

I . 
B. LEP Language Groups 

I . 
~ ~any W~!ls.Los ~geles functions as a 
bdlO~al Cltyt 10 SpaOlsh and English. 
SpaOlsh language newspapers, radio sta
tions, television programs, and billboard 
advertisemertts abound. Businesses rou
tinely market to Spanish speaking con
~umers ,as e~idenced by, Spanish 
IOstruCtions on automatic teller machines 

I 

and fast food marquees. The New York 
I.inu:& recently published an article de
scribing the I~ramatic demographic shift 
that has occ~rred in Los Angeles, much 
of it in the last ten years. In 1980 His

• I ' panics represented 27.6 percent of the 

Page C2 

I 



Macro International, Inc. 

population while whites made up 52.9 
percent. By 1990, the percentage of His
panics had increased to 37.8% while 
Whites had dropped to 40.8 percent. Nu
merically, the number of Whites and His
panics in Los Angeles county are roughly 
equal. The remaining 20 percent of the 
population is split almost evenly between 
Blacks representing 10.6 percent and 
Asians comprising 10.2 percent. 1 

The State of California has collected data 
on language groups taken from the 
AFDC recipient rolls. In Los Angeles 
County, the major language groups were 
identified as: 

• Spanish (the dominant langUage); 

• 	 Armenian, Russian, Cambodian, 
Vietnamese, Cantonese (repre
senting at least 3,000 individuals); 
and, 

• 	 Laotian, Farsi, Mandarin, and Ko
rean (comp-rising at least 1,000 in
dividuals).2 

In addition, Los Angeles has been one of 
the nation's top urban destinations for 
newly arriving immigrants and refugees 
for the last ten years. ConsequentJy, 
nearly every world language can be 
found in the county. The dominance of 
Spanish presents a different case than 
was observed in the other two cities due 
to the sheer numbers involved. To many 
individuals the term "bilingual" is under-

I 
stood as a reference to SpanishfEnglish 
bilingual capability. Discussions of "lan I 
guage services" for non-Spanish speaking 
LEP clients are often viewed as pe'riph
eral to the central dilemma facing provid I 
ers: how to create a SpanishlEnglish 
bilingual serv ice system? An important 
caveat related to the development of a bi I 
lingual SpanishlEnglish service system 
should be noted. In some instances, the 
pervasiveness of Spanish in commercial I 
interactions, may create the perception 
that bilingual (SpanishfEnglish) health 
services are readily available and easy to I 
access. The study team observed that this 
is not always the case. In Los Angeles, Ithe concepts of the "bilingual provider" 
and the "bilingual service system" need 
to be examined carefully. I' 
C. Catalysts to Initiating Language Serv
Ices I 
In contrast to SeattJe and the greater Bos Iton area, pressure from the Office of 
Civil Rights (OCR) or legal services agen
cies has not been the driving force behind I
the development of language services in 
Los Angeles County. (It is possible that 
OCR and legal services have had more of I 
an influence in other California service ar
eas. However, mention of OCR or legal 
services as critical players in the debate I 
surrounding language access was notice
ably absent in our discussions with Los 
Angeles County providers.) Three fac I 
tors were identified in Los Angeles as 
having a significant impact on the devel- I 

1 	 Ashley Dunn, In California, the Numbers Add Up to Anxiety, NEW YORK 
TIMES, October 30,1994, E3. I 

2 	 Data Source: California Department ofHealth Services, Office ofMinority Health. 
Data Tables: Beneficiary Language Preference by County July 29, 1994. I 
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I· 
 opment of language services or bilingual 

capability among providers. 

I 	 1. California Health and Safety Code 

I 
The California State law (section 1259 of 
the Health and Safety Code), enacted in 
1991, requires acute care hospitals to es
tablish a policy for "prOViding language 
assistance services to patients with lan

.1 
I guage or communication barriers". The 

intent of the statute is "to ensure that pa
tients with limited English proficiency 
and those who are deaf are not denied ac
cess to basic health care services." The 
law requires acute care hospitals to takeI 	 specific actions to ensure that their serv
ices are language accessible to LEP 
groups comprising a minimum of 5 perI 	 cent of the population in the geographical 
service area. For example, hospitals are 
required to prepare and maintain a list of I bilingual employees who could serve as 
interpreters and post notices advising pa

,I tients that interpreter services are avail
able. The law specifies the minimum 
skill and knowledge levels an interpreter 
must possess in order to be C9nsideredI "qualified." 

I 	 All of the hospital representatives inter~ 
viewed for this study were keenly aware 
of the State's legal requirements regard

I 

I ing interpreter services. The law appears 


to have been effective in galvanizing hos

pitals to assess their internal language re


I 

sources but has had less of an impact on 

forcing hospital administrators to develop 

systems for deploying those resources. 

For example, many hospitals have con
ducted internal surveys of employees to 
identify those on staffwho speak a lanI guage other than English. However, with 
some notable exceptions, most hospitals

I do not have a coordinated system in place 
to link LEP patients with bilingual staff 

I 

.1 d 'd I' I .. ' or mterpreters ~n provi e Itt e trammg 
to bilingual staff on how to serve as inter
preters. Conse~uently, while language re
sources may bd available in a particular 
facility, the bu~den falls heavily on the 
LEP patient to figure out how to access 
and use the res6urce. This situation is in 
marked contra~t I to the system observed 
in the Seattle area, where many of the 
area's health p¥viders follow a relatively 
standard process of identifying LEP pa
tients and then ~mploying a formal sys
tem that links those patients to interpreter 
services at eac~ point in the patient's con
tact with the deriVery system. . 

2. Market Interest in LEP Populations, 

A second faeJ which has influenced the 
I 

development of language services, is the 
increased com~etition for patients among 
HMOs, hospitals, and other health care 
providers as th~y attempt to offset rising 
health care costs. In Los Angeles, fierce 
competition fo~ new patient "markets" 
has resulted in HMOs and other health 
care providers iaking a second look at 
LEP groups w~o historically have not 
been part of thdir target client popula
tions. MarketiJg efforts have focused on 
the dominant LEP language groups: 
Spanish in Los !Angeles, and Chinese in 
the San Francisbo Bay area. For these 
language grou~s, increased competition 
may result in b~tter access and linguisti
cally appropriate care. However, as will 
be discussed in la later section ofthis re
port, there is sOf.e skepticism over 
whether bilingqaIlbicultural marketing 
strategies will ttanslate into more broadly 
available langu~ge-accessible health serv
ices. It is important to note that smaller, 
though still si Ible, language groups have 
not yet become the focus of marketing ef
forts. 
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3. 	Medi-Cal Managed Care Initiative. 

The State of California plans to shift all 
Medi-Cal recipients into a managed care 
health planby 1996. State-wide there are 
approximately 2.5 million Medi-Cal re
cipients, roughly one million of whom re
side in Los Angeles county. California's 
Department of Health Services (DHS) 
plans to contract with commercial HMOs 
to serve 30-40% of the Medi-Cal popula
tion. The remainder will be served 
through a new entity called the Local In
itiative Health Authority which is cur
rently being established in each county 
and that will function like a non-profit 
HMO made up of a network of"tradi
ti onal providers" . 3 

The Medi-Cal Managed Care Initiative 
has the potential to have a significantim
pact on the development ofla nguage 
services although its effects are oidy be
ginning to surface. DHS has established 
cultural and linguistic requirements for 
the Medi-Cal managed care program. 
The requirements are fairly detailed and 
include several provisions of special inter
est to OCR including: 

• 	 an interpretation of the provider's 
responsibility to serve LEP pa
tients under Title VI of the Civil 
Rights Act of 1964; 

• 	 required 24-hour access to inter
preter services for all members; 

• 	 provision of linguistic services to 
LEP popUlation groups residing in 

I 
the proposed service area who 
meet a numeric threshold; and I 

• 	 required assessment of linguistic 
capability of interpreters or bilin I 
gual employed and contracted 
staff. I

DHS released the first request for applica
tions, which included these provisions, 
and was directed at commercial HMOs in I 
September 1994. There is·intense inter
est among HMOs to enter the Medi-Cal 
market particularly in Los Ange~es I 
county where nearly 40 percent of the 
state Medi-Cal population resides. The 
study team observed that many HMOs I 
are already attempting to incorporate 
some level of Spanish language capabil
ity into their service systems as part of I' 
their effort to market to Medi-Cal recipi
ents. For example, one HMO described 
outreach activities aimed at the Medi-Cal I 
population which included hosting school 
health fairs in predominately Spanish
speaking communities. Bilingual/Span
ish staff from the HMO also invite 
residents to attend an open house, held at 
the community clinic, where the HMO 
plan is described in both Spanish and 
English. Currently, 26 commercial 
HMOs are approved to accept Medi-Cal 
clients. 

I 
Traditional providers are also watching 
the developments closely to see whether 
DHS will monitor and enforce provisions I 
related to linguistic requirements. It was 
not clear at the time of the study team's 
visit whether the Local Initiative Health I 
Authority will be held to the same linguis-

Macro International, Inc. 

3 	 Telephone interview with Mr. Castalo de la Rocha, Local Initiative Health 
Authority for Los Angeles County, January 5, 1995. I 
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tic and cultural requirements as the com
mercial HMOs although it seems likely, 
that it will be. 

D. Models of Hospital/Clinic 

Communication Services 


Further evolution of language services in 
Los Angeles is being shaped by two addi
tional factors: (1) the dominance of the 
Spanish language, and (2) the sheer num
bers and diversity of other language 
groups. In Los Angeles, the study team 
observed a heavier reliance on bilingua~ 

, employees than was observed intbeother 
two cities visited. Such employees are 
able to communicate directly with their 
clients, or serve informally as interpret
ers on an ad-hoc basis.' The concept of a 
professional "medical interpreter" whose 
primary job responsibility is interpreting 
~as not been adopted widely .. \ 

To describe the myriad of communica
tion approaches employed by providers 
and to highlight the complexities assOCi
ated with a "bilingual model", this sec
tion ofthe report is divided into two 
parts. The first section describes the role 
of the individual responsible for commu
nicating withLEP clients in the organiza
tion. The second section describes,how 
communication or language services are 
integrated into the service system as a 
whole. 

Los Angeles is aIllong the most multi-cul
tural, multi-ethniC cities in the country, 
presenting challenges to providers who 
face the need to develop service systems 
that can respond to perhaps forty lan
guage groups. It also means that poten
tially. there are greater bilingual ' ": 
resources available in Los Angeles than 
in many ,other ~ities.This may explain, 
in part, why the bilingual provider model 

o 
.~w ....l'.....assistance at every possible en

try POIn~ In!O the service system and a 
way ofbnking the cJient with a Ian geresource at all critical contact . guaIn
one full bT pOints.
'fi . y. 1 Ingual model such client iden

ti lcation IS assumed. In that Group Fam

VIU"~v."'1 staff model are more 
Angeles. 

Angeles area, we ob
reliance on the bilingual 

"HJ'U~l, as opposed to interpreter 
model, health care seJV
directly by profession
primary language of 

ingual "support" staff are 
performing essential func-

f./QU'~'" registration and ap
to facilitate 

Q"''''~'''' to services. This model 
several programs visited 

including: a hospital
-,_....J practice in which all 

up,,"n.:,,, and English, a 
.._.~~.. clinic which served 

.up."""'''' patients, and an out
Ul~JL1~1 health clinic for Asian Pa

lSlanaer.s (API) that provided 
<!"f"''''''''''''' in four primary lan

..."""......... Vietnamese, Japanese, 
ca:ntone~le), and other secondary lan

\~y~QI4"1'"11l. Filipino, Cambodian, 

U"'''5'''~' provider model is most 
aac>pte:a by relatively small 

IO¢cltect in linguisticallyho
ties. Professional 

SUtllpolrtlstaff are recruited on the ba
sis oftheir to speak the desired 
language. benefits of this model are 
that it is n"I1',.."11111"11 to be the most cost-ef
fective to provide services to LEP 
"'Vt~........"",..",. and that patients feel more 

lJm:ltalt,lorIS of this model are that 

,..nYntr,rtghll:. speaking in their primary lan
than through an interpreter, 
the mental health arena. 

number of languages can be 
aCC;orrlmC)cta~tect. The end result-is that the 

6 

as noted . the patient's registra
tion dJS entere into the pa
tient's 'WVAf 1 tJ'.lL1;;1 patient 
record. and out-patient 

record systems are 
linked). 

4 This system resembl th c· ' 
es , at .lound In many of the cacl'11'tt' 

.li in the SeattJe area. 



bilingual provider model often excludes 
all but the dominant language groups in 
the service area. 

2. Volunteer Staff Interpreters 

In this model, staff members with second 
language capabilities are asked to serve 
periodically as interpreters in addition to 
their normal job duties. The decision to 
serve as an interpreter is voluntary on the 
part ofthe bilingual staff member who re
tains the option to tum down interpreting 

• 	 Language prefetenceis imprinted 
on' all inpatient identification 
plates and bracelets. A11 papers in 
the patient chartS contain the ID. 
imprint (similar to a credit card). 
Staff can easily refer to thepa
tients chart to identify whether an 
interpreter may be needed. 

• ' Interpreters are arranged through a 
central number. A11 hospital de
partments have received repeated 
education about how to use this 
number and access an int~rpreter. 

• 	 Two portable speaker phones are 
maintained on rolling carts. ,These 
phones are used only for AT&T 
language line interpreter encoun
ters. The portability of these 
phones ensures that interpretation 
in any language can~e provided 
in any place in the hospital regard
less of whether there is a phone, 
jack in ~e room., 

As mentioned earlier, most hospitals have 
language resources available, but lack the 
type ofiritegmted system needed to de
ploy these resources 'effectively. For ex
arrtple, one hospital had amethod for 
identifyingLEP patients during outpa
tient registration but not during inpatient 
registration. Consequently, the LEP pa
tient's ability to access language services 
depended on whether they entered the 
system as an inpatient or an outpatient. 
Another program did not have a central
ized procedure for arranging interpreter 
encounters, relying on the judgment of 
the receptionist for initial arrangements 
and requiring all Spanish-speaking staff 
to wear special pins identifying them as 
interpreters. The absence ofa fully inte
grated system shifts the burden of aecess
ing language services to the patient. 

F. Costs of Interpreter Services 

In .the Los Angeles region, cost data per
taining to interpreter'services is not as 

. readily available as in the other two cities 
because ofthe strong emphasis on devel
opment ofbilingual s~rVice models. 
Much of the interpretation in Los Ange CJ
les, is don~ by bilingual staff who are not 
designated as "interpreters". While there 
is a hidden cost involved in deploying o 
these staff to serve as interpreters, none 
of the providers interviewed for this 
study had assessed the actual cost per in o 
terpreter encounter. Some of the pro
grams pay bilingual staff a salary 
differential. To be eligible for a salary o 
differential, employees must pass a lan
guage proficiency exam and their supervi
sors must verify that they will either o 

.interpret or translate on a regular basis in 
addition to their normal job duties. o 
Providers that had the most highly devel
oped interpreter programs were also the o
ones who had invested heavily in the 

planning and design stage. County facili

ties have been given almost no additional 
 o 
money to support interpreter services. In 
contrast, one of the private hospitals had 
been given a start-up budget which en o 
abled them to hire a full-time interpreter 
coordinator, conduct a needs assessment, 
and hire a consultant to develop a comput [J 
erized system to track inferpreter encoun
ters. Staff associated with,this program 
indicated that this initial investment had Q 
been critical to the program's success. 

1. Salary differentials 	 I 
Many facilities pay salary differentials to 
bilingual employees who provide volun I 
teer interpreter services in addition to 
their regular duties. One organization be
gan paying salary differentials to Spanish- I 


I 
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I 
competent interpretation, (3) lack of addi
tional compensation for extra responsibili
ties surroundi ng i nterpreti ng, (4) I 
conflicting priorities as employees bal
ance interpreter requests with the de
mands of their daily work and (5) the I 
hidden costs involved in diverting staff re
sources to interpreting. I 
3. Paid Interpreter Staff 

The primary job responsibility of these in- I 
dividuals is interpretation. We observed=--______c 

Macro International, Inc. 
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I 
 quest of the patient, the burden for lan

guage service provision falls upon the pa

tient, and the element of control· 

I 
 surrounding the language issues through


I 

out the medical encounter is raised. 

When volunteers are used and supplied 

by the service provider, there is greater 

control, but unless the volunteers are 
screened, trained, and monitored, just as 
if they were paid staff, the quality, accesI 	 sibility, and availability are in jeopardy. 

E. Integrating Communication and I 	 Language Services into the 

Service System 


I 	 Even when a language resource is avail
able (in the form of an interpreter or bilin
gual staff member), access to servicesI 	 cannot be assured unless there is a sys
tematic method of linking the LEP client 
with the language resource. Moreover, 

I 

I unless there is a systematic method in 


place to screen, train, and monitor inter

preters, the quality of an interpreter en

counter cannot be assured. With several 
notable exceptions, the study team ob
served that many facilities had the inter·1 nallanguage resources available but did 

not have a coordinated system in plaCe to


I deploy the resources in an efficient man
nero 


I 

I In order to facilitate language access, pro


grams need to have a way of systemati

cally identifying those in need of 

language assistance at every possible en
try point into the service system and a 
way of linking the client with a language 

I 
I resource at all critical contact points. In 

one fully bilingual model such client iden
tification is assumed. In that Group Fam-

I 
i1y Practice, all staff from the reception-

I 

istto the physicians spoke the primary 
language ofthb client popUlation, Span
ish. This prog~am was located in a com
munity that w~s largely Spanish or 
Spanish/Engli~h speaking. In this situ
ation the lan~age barrier was essentially 
eliminated at ~very contact point for 
Spanish-speaking clients. As long as the 

I 

patient spoke English or Spanish there 
was no need tq "identify" himlher as a pa
tient in need of a language service. 

I 
In contrast to the bilingual model, most 
health facilitie~ exhibit more diversity 
both in terms 6fthe linguistic composi
tion of their sdff and the client popula
tion in the catchment area. In such 
programs, fortital systems to identify ·cli
ent language nbeds is vital. Yet, in only 
one of the pro~rams visited - a hospital 
-. did a fullyiptegrated system exist for 
identifying LEP patients and linking them 
with the appropriate resource. This hospi
tal' s '~system" for facilitating language ac
cess includes the following components:4 

I. 	 .d"• 	All outl?attent an mpatlent regis
tration forms include a place for 
patientsl to indicate what language 
they are most comfortable speak
ing and iwhether they have any spe
cific communication needs. 

I 
• 	The patient's preference language, 

as notect on the patient's registra
tion form, is entered into the pa
tient's domputerized patient 
record. I(In-patient and out-patient 
compu~.rized record systems are 
linked). I 

4 This system resembles that found in many of the facilities in the Seattle area.I I 

I 
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• 	 Language preference is imprinted 
on all inpatient identification 
plates and bracelets. All papers in 
the patient charts contain the ID. 
imprint (similar to a credit card). 
Staff can easily refer to the pa
tients chart to identify whether an 
interpreter may be needed. 

• Interpreters are arranged through a 
central number. All hospital de
partments have received repeated 
education about how to use this 
number and access an interpreter. 

• 	Two portable speaker phones are 
maintained on rolling carts. These 
phones are used only for AT&T 
language line interpreter encoun
ters. The portability of these 
phones ensures that interpretation 
in any language can be provided 
in any place in the hospital regard
less of whether. there is a phone 
jack in the room. 

As mentioned earlier, most hospitals have 
language resources available, but lack the 
type of integrated system needed to de
ploy these resources effectively. For ex
ample, one hospital had a method for 
identifying LEP patients during outpa
tient registration but not during inpatient 
registration. Consequently, the LEP pa
tient's ability to access language services 
depended on whether they entered the 
system as an inpatient or an outpatient. 
Another program did not have a central
ized procedure for arranging interpreter 
encounters, relying on the judgment of 
the receptionist for initial arrangements 
and requiring all Spanish-speaking staff 
to wear special pins identifying them as 
interpreters. The absence oCa fully inte
grated system shifts the burden of access
ing language services to the patient. 

I 
F. Costs of Interpreter Services IIn the Los Angeles region, cost data per

taining to interpreter services is not as 

readily available as in the other two cities 
 Ibecause of the strong emphasis on devel

opment of bilingual service models. 

Much of the interpretation in Los Ange
 I
les, is done by bilingual staff who are not 
designated as "interpreters". While there 
is a hidden cost involved in deploying I 
these staff to serve as interpreters, none 
of the providers interviewed for this 
study had assessed the actual cost per in I 
terpreter encounter. Some of the pro
grams pay bilingual staff a salary 
differential. To be eligible for a salary I 
differential, employees must pass a lan
guage proficiency exam and their supervi
~ors mustverify that they will either I 
interpret or translate on a regular basis in 
addition to their normal job duties. I 
Providers that had the most highly devel

oped interpreter programs were also the 

ones who had invested heavily in the 

planning and design stage. County facili

ties have been given almost no additional 

money to support interpreter services. In 


. contrast, one of the private hospitals had 
. • 	been given a start-up budget which en

abled them to hire a full-time interpreter 
coordinator, conduct a needs assessment, 
and hire a consultant to develop a comput I 
erized system to track interpreter encoun
ters. Staff associated with this program 
indicated that this initial investment had I 
been critical to the program's success. 

I1. Salary differentials 

Many facilities pay salary differentials to 
bilingual employees who provide volun I 
teer interpreter services in addition to 
their regular duties. One organization be
gan paying salary differentials to Spanish- I 

I 
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APPENDIX C - Los AngelesI 
speaking employees as a result of unionI 	 contract negotiations. The salary differen
tials ranged from $35 to $80 per month. 
A representative from one of the HMOsI 	 stressed that building a bilingual service 
system waS not inexpensive. The HMO 
has spent approximately $150,000 to deI 	 velop and operate a testing program. 
However, th e salary differentials repre
sent the greatest expenditure-nearly I 	 $1,000,000 per year. 

I 
 2. In-kind Compensation 


One provider offered bilingual employ
ees other in-kind incentives, to serve asI 	 "volunteer" interpreters, such as gift cer
tificates to family amusement parks, res
taurants, and stores. The gift certificates 
were viewed as a way to express the or
ganizations appreciation rather than a true 
incentive to participate in the interpreter 
program. 

3. Salary levels 

In the County system there is no job clas
sification for an "interpreter". Hospitals I 	 may hire bilingual "community health 
workers" whose official starting salary is 
$20,500. Historically community health 

I 
I 
I workers were hired to perform case man

agement, advocacy, health counseling· 
and outreach. These individuals are now 
also being asked to serve as interpreters. 
An organizational survey ofhospitals in 
the Los Angeles area was conducted in 
1992 by Kaiser Permanente's Organiza
tion Effectiveness Unit. Findings from 
this survey indicated that hospital staff in

I 
I terpreters were paid in the range of 510 to 

SIS an hour. and most hospitals compen
sated bilingual employees with salary dif

. ferentials .. 

I 

I 


4. 	ReducinJ Operating Costs 

One hospital ~eveloped an innovative 
method for reaucing operating costs of 
the interprete~ program. The hospital 
needed a mechanism to be able to contact 
and deploy interpreters 24 hours a 
day/seven da~s a week. Instead of di
rectly hiring staff to perform this duty, 
the hospital cdntracted with a dispatch 
service at a colst of $12,000 per year. If 
the hospital hJd used its own employees 
to run this seryice, the costs would have 
included, stafljsalaries for at least three in
dividuals and benefits. 

5. Hidden clsts 

Regardless of lhe language services 
model chosen, \ hidden costs should be a 
factor in projecting expenditures related 
to service. Mdst language services budg
ets are absorbdd within the general and 
administrative :costs of an agency or or
ganization, but there often are account-

I
able measures that can be used to 

I 

attribute specific costs with language serv
ices. Each model discussed in the earlier 
section on lan~age services has its own 
hidden costs. 

• Bilingual staffing models rely on 
recruitirlg and retaining competent 
professi~nalS and efforts to attract 
such individuals into a bilingual 
setting rbay require additional re
sources,\although, according to a 
study conducted by the Associa
tion for Asian and Pacific Islander 
Commubity Health Organizations, 
the servi;ceprovided has been de
termined to be cost effective as op
posed to using interpreters . 

• 	On the other hand, use of bilin
gual staff as volunteer staff inter-

pre_rapl~aa Ofh~::~c 10 
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costs. "Volunteer" employees 
need to be screened, trained and 
supervised; and hours spent on 
these activities are simply ab
sorbed by the cost division in 
which the employee resides. In ad
dition, contrary to the perception 
ofvolunteerism, the actual time 
spent interpreting is not free to the 
provider: an hour of a bilingual 
physician's time spent interpreting 
would be paid for through another 
cost center within the organiza
tion, but would appear to be "free" 
to the interpreter services depart
ment. 

• 	 There are other cost effectiveness 
issues surrounding the use of 
higher level staffin interpreting 
situations as opposed to support 
staff. The employee with medical 
knowledge might be more expen
sive, but may ultimately provide 
better language service, whereas 
using the receptionist in a compH
cated medical encounter may be 
less expensive, the interpretation 
may have errors that could. pro
dtice consequences for the 
provider. Another hidden cost 
around any volunteer model 
would be its inherent reliance on 
voluntary participation by the in
terpreters. When situations arise 
in which there are no available in
terpreters, providers reported that 
their backup service was the 
AT&T language line. 

The hidden costs ofusing community vol
unteer staff are shared by the health care 
provider and the social services provider. 
Often, community volunteers accompany 
patients to appointments and wait with 
them throughout the entire visit. The cost 

I 
to the social service agencies of case 
workers/interpreters has been reported to I 
be 'enormous at times when patients must 
wait for hours to see the doctor. On the 
other hand, if the interpreter is provided I 
from an outside source, the health care 
professional may not be familiar with the 
interpreter's level of medical knowledge I 
or interpreting skills and additional time 
during the medical visit may be spent on 
communication. There are also liability I 
issues around patients bringing their own 
interpreters into the health care setting, or 
reliance on interpreters who have not I 
been screened and trained by the health 
provider agency that have not been fully 
addressed in the Los Angeles area. Often I 
community interpreters engage in cultural 
advocacy, assisting patients in making 
medical decisions and understanding the I 
health car e system, which could pose dif
ficulties for the health provider. I 
Although the AT&T language line is re
garded as a very expensive means of in- I 
terpreting, it was also mentioned that 
billing data for the services are rarely de
lineated and analyzed to support interpret- I 
ing needs. Many pr oviders stated that 
the costs were absorbed into the monthly 
AT&T invoice; some did not have an I 
idea of how much was spent on the lan
guage line, but were trying to minimize Iits use. 

G. Health Maintenance ' 

Organizations I 

The study team visited two types of 
HMOs: a group model (where the HMO I 
is also the health provider), and a net
work (where the HMO contracts with in
dependent physicians and group practices I 
to provide health care). As mentioned 
earlier in the report, in response to stiff 
competition for new patient markets, I 

I 
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HMOs are increasingly iriterested in theI 	 possibility of serving LEP groups who' 
historically have not been part of their tar
get client population. Not surprisingly, I 	 HMOs are interested in identifying.siz
able LEP groups that potentially repre
sent viable patient markets.' In the LosI 	 Angeles area, HMO bilingual marke~ing 
and service initiatives have focused al
most exclusively on Spanish. Other lanI guage groups, although significant in 
size, are as yet unaffected by HMO initia

I tives. 

Both HMOs are developing Spanish lanI 	 guage capability in the context of larger 
program development goals. Neither 
HMO set out to develop a "language serv

I 
I ice". As a provider, a Group HMO has 

more control over policies related to lan
guage access at the service level than a 
network HMO. 	Because the network 
HMO selVes as a broker between the pa
tient and the provider, its involvement inI 	 language access at the service level is nec
essarily limited. 

I 
The Group HMO is in the process of de- . 
veloping a Spanishlhilingual service sysI 	 tem as part of a new Latino Model of 
Care Initiative. This initiative aims to 
make the HMO selVice system more reI 	 sponsive to the particular health needs of 
Latino members. Representatives from 
the Group HMO stated that it is not their 

I 

I intent to develop an "interpreter pro


gram". Rather they are trying to develop 

a Spanishlhilingual selVice system in 


I 

those HMO facilities located in service ar

eas with a high concentration of Spanish 

speaking residents. (The Group HMO in

cludes eleven medical centers in the 
Southern Region). To date, 2,500 ofthe 

I HMO's 33,000 employees have been 
identified as SpanishlEnglishbilinguals. 

I 

U,ing the assL,ment tool developed by 
the U.S. Dep~rtment of State's Foreign 

I 	 •
Service, the HMO has begun testlOg the 

1 

language proficiency level of all Span
ish/bilingual s:taff. Spanishlhilingual staff 
who pass the assessment are eligible to 
serve as inte~reters (in addition to their 
regular jobs) clod receive a salary differen

. tial of$65 per\month. Bilingual staff 

. wear a pin thaf identifies them as an inter
preter. At present, each HMO health fa
cility is resporlsible for establishing its 
own system f~r linking LEP clients with 
a designated "interpreter". . 

. . \ . 

The Network FIMO is developing Span
ish language ckpabilities as part of its 
larger effort to\serve the Medi-Cal popula
tion. In contrast to the Group HMO de
scribed in the previous section, the 
Network HM9 is not directly involved in 
the provision of health services. The Net
work HMO ha~ hired Spanish/bilingual 
sales representktives and member serv
ices representatives and has translated all 

1 

of its membership materials into Spanish. 
They have alsol made a concerted effort to 
recruit more S~anish/bilingual physicians 
into the network of providers. The HMO 
does not get in~olved in the assessment 
ofproviderlan~age proficiency. Each 
member is given a list of network provid
ers which indic~tes which ones speak a 
language other than English. The nature 
of this system ihherently places the bur
den of ensuringllanguage access on the 
patient and the provider. . 

f · \ l' b .'As part 0 Its regu ar mem er selVlces, 
the HMO offers[a complaint line where 
members can report any problems they 
have with providers. The HMO uses the 
complaint line tb monitor problems with 
language accessl and works with LEP cli
ents on an individual basis to find a 
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provider that speaks their primary lan	 At anyone time, the Center has a waiting 
guage. 	 list of two-three months. Frequently, cli I 

ents have disappeared or are no longer in
H. Mental Health Services 

In' Los Angeles County,DRS contracts 
with commuJ.1ity-based organizations to 
provide outpatient mental health services. ' 
The study team identified several small 
programs that are specifically designed to 
serve Asian Pacific Islander (API) popula
tions. The site that was visited is the larg
est outpatient mental health counseling 
center targeting API groups With a 
caseload of 1,000 clients at anyone time. 
The center is staffed by seven full and 
part-.time psychiatrists and twenty thera
pists. All staff are biculturallbilingual 
and collectively they can provide services 

in ten Asian languages. Thirty-three per

cent of the patient population is Korean. 


. The majority of patients are young to mid

dle-aged adults. Children make up 10 
percent of the caseload. 

1. Excess Demand for Language 

Specific Mental Health Services. 


Staff expressed the view that the issues 
surrounding mental health counseling are 
so complex and of such a sensitive na
ture that it would be difficult, if not im
possible, to conduct effective sessions 
with interpreters. Counseling sessions 
are conducted in the language most com
fortable to the client. It was felt that 
th'ere is a growing awareness and accep
tance ofmental health services in the API 
community which is resulting in an in
creased demand for counseling. As an ex
ample, following the 1992 riots in Los 
Angeles, in which many Korean busi
nesses were the focus of violence, the 
Center had 600 walk-in clients requesting 
services. 

terested in receiving services by the time 
there is a space available. The Center I 
maintains a referral list of all the bilin-. 
gual mental health resources available for 
API individuals. Even with a referral net I 
work, the Center is unable to accommo
date promptly the high level of requests 
for counseling.· Staff stated that there is a I 
growing number of API bilingual mental 
health professionals in California and 
that, given additional resources, the Cen I 
ter would be able to hire staff to accom

modate the demand for services.. 
 I 
2. Hospitalization of LEP Patients 

is Problematic. 
 I 
. Staff stated that one of the most difficult 
situations they face is the issue of how to 
handle the hospitalization ofLEP pa I 
tients. In Los Angeles County, the state
operated mental hospital is the only 
inpatient facility with API bilingual capa I 
bility. Indigent patients receive priority 
at the state hospital. Medi-Cal and pri
vately insured patients are usually re I 
ferred to private inpatient psychiatric 
units where there is typically no language Iservice available. Center staff described 

the trauma this imposes on patients who 

are already in an emotionally compro
 Imised state. 

3. Requests for Interpreters. Because I 
ofthe heavy client load, Center staffusu
ally do not serve as outside interpreters al
though they do receive calls from I 
agencies in need of interpretation.' The 
Center frequently receives calls from the 

. County Psychiatric Mobile Response I 
Team whose charge is to respond to crisis 
situations that may require immediate 
hospitalization. Counseling staff are also I 

I 
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I' 
 occasionally asked to interpret for brief 

sessions around prescription and medical 
instructions between their client and a 

I 	 staff psychiatrist speaking a language 
other than the client's. 

I. Training and Standards of
I Competency 


I 	 1. Assessing Competency 

Several of the programs visited had some 
mechanism in place to assess the skill 

I 
I level ofbilingual employees who might 

be called upon to serve as interpreters on 
an ad hoc basis. There was some vari
ation in how this assessment was adminis
tered both within and among programs. 

,I For example, one program assessed the 
bilingual capabilities of Spanish-speaking 
staff only. Another program assessed the 
language proficiency level of all staff 

I 
I who declared they spoke a language other 

than English and expressed an interest in 
serving as an interpreter on an ad-hoc ba
sis. It is worth noting that many hospitals 
compile a roster of "bilingual employees" 
as a way to comply with California 
Health and Safety code 1259. Bilingual 
employees are identified through a sur
vey where individuals are asked to self 
declare their bilingual capability. It is not 
clear whether such hospitals routinely as

I sess the skill levels of "bilingual employ
ees" once they have been identified. 

I 	 Among those persons in the field of 
health care consulted by the site visit 
team, it was agreed generally that anyone I 	 who serves as an interpreter should be 
tested on their oral proficiency in the sec
ond language and on general knowledge I ofbody parts and basic medical terms. 
The ability to read and write in the sec-, 

I ond language was viewed as a specialized 
skill that was needed but not critical for 

I 

. .11 d' . . Ineveryone lOvo ve 10 lOterpretlOg. ter
estingly, all three of the competency tests 

I 

described during the interviews were de
veloped inde~endently for the respective 
programs. Two of the programs men
tioned outsid~ sources which were con
sulted during the development of their 
testing instrurltents. The University of 
Phoenix (whiJh operates the certification 
program for c?urt. interpreters in the Fed
eral Courts), llerhtz, the State Depart
ment, and individuals involved in 

. I 

certifying California court interpreters 
were mentionJd as valuable resources. 

I 

The State of California runs its own pro
gram to certiij "medical interpreters". 
Many providers expressed the view that 
the State certification program is prohibi
tively expensi~e to providers and inter
preters and is ~nnecessarily rigorous in 
its assessment of required language profi
ciency. 

2. Training 

Several prograpls are in the early stages 
of developing ~raining for interpreters. 
Only one hospital program had institu
tionalized a fobal orientation for indi
viduals involv~d in interpretation. At this 

I 

hospital, full-time interpreters and bilin
gual staff who may serve as interpreters 
are required to go through the same 
screening and training program before 
they are a1lowt to interpret. 

Because most facilities rely on bilingual 
staff whose pribtary job responsibility is 
not interpretat~on, the issue ofdefining 
the role of the ,nterpreter was seen as . 
critical in Los Angeles. Bilingual staff 
are frequently iasked to assume different, 
often conflicting roles within the organi
zation. For ex~mple, a bilingualcommu
nity health wotker may serve as a patient 
advocate in on~ situation and be asked to 
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interpret for a monolingual doctor in an
other. Several individuals stressed the 
need for training to assist bilingual staff 
in learning to move between these roles. 

.J. Legal Services 

The study team met with representatives 
of four legal advocacy organizations to 
discuss the issue of language access. A11 
of the attorneys interviewed recognized 
the difficulty in relying on the laws and 
regulations to change the current service 
systems. The National Health Law Pro
gram is in the process of submitting an ar
ticle for publication which presents an 
analysis of the legal obligations of health 
care providers to offer language services 
as stated in a number of federal and state 
laws. In contrast to the other cities vis
ited for this study, legal services has not 
had a direct influence on the development 
of l~guage services in health care or so-

I 
cial services. Legal advocacy on behalf 
ofLEP clients has focused on employ I 
ment discrimination cases. Most com- . 
plaints surrounding language access have 
been filed by interpreters or providers . I 
Without an LEP client as a plaintiff, legal 
services cannot move forward on lan
guage access cases. While the attorneys I 
agreed that a landmark malpractice case 
could serve as a catalyst to the develop
ment oflanguage services in a hospital I 
setting, they expressed the view that the 
likelihood of such a case being success
fully pursued in Los Angeles county was I 
slim. 

I
The political climate in Los Angeles is 
noticeably different than in the other two 
cities. While legal advocates are con I 
cerned about language access, other is
sues such as Proposition 187 have taken 
the center stage. I 

I 
I 
I 
I 
I 
I 
I 
I 
I 
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 LANGUAGE BARRIERS IN .. 

HOSPITAL CARE: 
STRATEGIES FOR CHANGE. 

I 
I 	 Sherry Riddick, RN, MPH 

I 	 Director of Interpretation·Programs 
Central Seattle Community Health 
Centers 

I 
I 

Presented at the Language Rights Con
ference Los Angeles, California 

April 13, 1991 

I 	 Introduction 

The community of Seattle has over 10I 	 years of experience in the use of interpret
ers within variOl,lS medical settings. I am 
the director of two interpretation proI 	 grams operated by a consortium ofcom
munity clinics: the Community Health 
Interpretation Service which, with grant I 	 funding, has provided interpreters to com
munity health centers since 1980~ and the 
Hospital Interpretation Program which,I 	 funded entirely by the hospitals, has 
served over 20 hospitals since 1982. I 
have been involved with these programsI 	 since their beginnings and would like to 
share with you information on the history 
and development of the relatively sophisI ticated interpretation network we have in 
Seattle. In the early 80' s, a coalition of or

I ganizations successfully influenced hospi
tals to provide interpretation services to 
refugees. A number of strategies were 

I used to negotiate institutional change 
within hospitals. My remarks today will 
focus on the strategies we employed, ob

I 	 stacles encountered, and replicability of 
our efforts in other communities. 

I 

The Problem 

A few words acout numbers are in order 
here. The unprdcedented influx of refu
gees in the past/IS years has provided a 
driving force and urgency to do some
thing about the Ilanguage needs of this 
huge new population. Between 1975 and 

J 

September 1990, almost 1 million South
east Asian refu~ees arrived in this coun
try, about halfltaving arrived by late 
1980, (l66,000iin 1980 alone). California 
has absorbed the lion's share with almost 
400,000. Was~ington State ranks third 

(after Texas) with about 45,000, the ma

. jority of whom settled in the Seattle area. 

Speaking many different languages and 

coming from a rariety of locales and cus
toms, this heterogeneous group arrived 
without either ~ cultural or language base 
in our country, and now represents a sub
stantial minoritY in our community. All 
of this has had ~ major impact on munici
pal institutions,1 including and especially 

health care 1=' 
In Seattle, the first movers on the local 
health scene to ~ddress the emerging 
needs of new Almericans were groups al
ready'involved ~n health care for low-in
come, disenfrarlchised populations: i.e. 
community cli~ics and the health depart
ment. In 1980, the community clinics 
formed the Indbchinese language Bank to 
make general hbalth care services more 
accessible to thb refugee population by 
providing a rodting pool of interpreters 
to work in neighborhood clinics. This 
was grant-fund~d, and continues today as 
the Communi~ Health Interpretation 
Service, one ofithe two programs I direct, 
with funding pnmarily provided by the 
city, county, add United Way. Around the 
same time that tny program was starting, 
the Health Depktment built its own team 

ofhilingual her workers for ini::ge E 2 

I 
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screening and primary care services. The 
formation of these two services was abig 
step in meeting the medical interpretation 
needs of refugees. But lack of interpreta
tion services at hospitals, the refugee 
population's main source for specialty 
and, emergent care, r,emained a maj or 
problem. 

Although same hospital staff and adminis
trators recognized a problem, most hospi
tals saw little need for their involvement 
in looking for a solution. Hospitals iden
tified a lack of funding for interpretation 
services as a major barrier. In addition, 
there were three major disincentives to 
changing the status quo: 

• Refugees often brought friends or 
relatives to interpret, although 
some were barely conversant in 
English, barely knowledgeable 
about medical terminology and 
practice, and never trained in medi
cal interpretation. 

• 	 Availability of interpreters from lo
cal health and social serv~ce or
ganizations severely reduced the 
hospitals' need to: hire interpret
ers, yet interpreters from these 
agencies were spending so much 
time in hospitals that they ne
glected their regular duties. 

• 	 Some hospitals hired Indochinese 
clerical and housekeeping staff 
and used those persons as inter
preters when necessary, despite a 
lack of qualification to function as 

, interpreters. 

I 
The paramount problem we faced was: I 
How do we get hospitals to recognize and 

deal with the necessity ofproviding quali
Ified medical interpreters for limited-Eng
lish-speaking patients on a 24-hour 
basis? I 
The Strategy: A Dual Approach 

The first approach was directed at having I 
the hospitals acknowledge the need for bi
lingual services and the advantages of 

,having interpreters on-site or readily I 
a~~ilable.. Starting in 1980, a group of in
diViduals mterested in language harrier is
sues and mostly representing social and I 
health services began meeting with the 
hospitals and the local hospital council to 
share our observations about patient com I 
plaints, to indicate the inadequacy of the 
present system, and to suggest various Iremedies. 

To induce the hospitals to act, we let I 
them know that certain agencies would 
no longerbe able to provide interpreters 
except in emergencies. Staggered by the I 
1980 influx of refugees, we set internal 
policies that our interpreters would give 
priority to our own agencies' needs. To I 
further encourage voluntary hospital par
ticipation, the local Health Department of
fered to pay half the salary of an I 
interpreter that could be shared among 
three hospitals. When funding ran out at 
the end of the year, two of the three hospi I 
tals hired interpreters for the day shift. 
While this was a step in the right direc
tion, it affected only two hospitals and I 
provided day-time only interpretation for 
a limited number of languages and pa Itients. 

I 

I 
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The second approach was directed at hav-I 	 ingthe hospitals recognize their responsi
bility and obligation to provide adequate 
and accessible care for the non-English 

1 
I speaking. During the first months of 

1980, a health care accessibility bill had 
been introduced into the state legislature 

I, 
but was defeated. With the failure of a 
legislative approach to solving the lan
guage barrier problem, our group ex
plored an alternative strategy to have 
hospitals recognize their legal responsibil-

I ity. title VI of the Civil Rights Act of 
1964 prohibits any organization which re
ceives Federal funds from discriminating

I on the basis of race, color, or national ori
gin. Because most hospitals receive Fed
eral funds, for instance, reimbursement 

I from Medicare and Medicaid programs, 
they are subject to this law. 

I 
1 Compliance with Title VI by hospitals is 

monitored by the Office of Civil Rights 
(OCR) of the U.S.. Department ofHealth 
and Human Services. OCR has deter
mined that hospitals which do not pro
vide communication assistance forI 	 limited-English-speaking persons are vio
lating Title VI. As a result, OCR has or
dered a number of hospitals around theI country to provide, without charge, trans
lation assistance to limited-English-speak-

I ing persons. 

To have OCR investigate a hospital, a I 	 complaint claiming a civil rights violation 
must be filed within six months of the 
date ofviolation. Since OCR has the1 	 power to stop Federal funds from going 
to a hospital ifit fails to comply,: hospi
tals usually agree to provide interpreta1 	 tion services after complaints are filed.' 

I 	 (The Title VI language and its interpreta
tion is further reinforced by the Joint 

I 

.. 'flH d' .' .. 1 A Commission 0 I osplta ccre Itatlon. 
The Accreditation Manual for hospitals

1 	 . 
states that "when the patient does not 
speak or underJtand the predominant lan
guage ofthe co'mmunity, he should have 
access to an intkrpreter. This is particu
larly true wher~ language barriers are a 
continuing problem." ) 

'0 .1. T' I VI'ur strategy m psmg It e as a 
weapon for health care access had the fol
lowing steps:' 

• 	agreed on "target hospitals with 
which v~rious refugee groups 
were haJing access problems 

• 	 docum.lted cases of language bar
riers and 

I 
obtained patients' . 

authoriz~tion to negotiate with hos
pitals ana to pursue administrative 

camPlats 

• 	contacteCl hospitals and alluded to 
possiblelcivil rights complaints, 
malpractice actions, etc., at
tempted ~o ne,gotiate an enforce
able contract requiring hospitals to 
hire or cbntract for interpreters 

• 	 filed civil rights complaints with 
OCR wHen the above steps failed 

I 	 . 
• 	provided OCR with substantial s 

support r,d documentation so 
they would encourage hospitals to 
negotiat~ an enforceable contract 
"'. Ilor mterpreters. 

In March 1981J a local legal services at
torney working! with our group filed com
plaints with OaR on behalf of three 
different client~ at three different hospi
tals. This complaint was equivalent to a 
class action suit in that it covered all 
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those similarly situated. The cases were 
. not extraordinary, but did have in com
mon that hospitals: 1) failed to provide 
necessary and essential communication 
assistance in provider-patient encounters, 
and 2) failed to use qualified interpreters, 
i.e. interpreters who were bilingual and 
had- knowledge of medical terminology. 
To support the complaint action the or
ganizing group informed local ethnic 
leaders and others about the process and 
requested their assistance in sharing their 
knowledge with OCR about similar inci
dents. OCR was provided a list of those 
with relevant information. 

.It is important to realize that the use ofTi
tie VI is not a litigation strategy since law
suits entail years of delay. Instead, it is an 
organizational strategy utilizing the threat 
of legal action and the persistent political 
pressure ofvarious groups. Once one hos
pital reaches agreement, contracts with 
other hospitals can be negotiated more 
easily. 

Results 

OCR and the hospitals signed voluntary 
agreements in the spring and fall of 1981, 
five to seven months after the complaints 
were filed. Our community group had in
put to those negotiated. agreements 
through our lawyer. Although the agree
ments do not specify haw interpretation 
services will be provided, they do estab
lish that the hospital is responsible for en
suring the availability of qualified 
interpreters. Since then, OCR has pro
duced written guidelines for hospitals to 
follow in the development and implemen
tation of an interpretation program. 

The OCR complaints and voluntary agree
ment forced all hospitals in the Seattle 
area to explore alternatives for providing 
bilingual services. Options they consid
ered included: a) hiring bilingual stafT in I 
housekeeping and other jobs, training 
them as interpreters, and using them as 
needed; h) each hospital hiring its own in I 
terpreters; c) hospitals collectively estab
lishing their own language bank; and d) 
the hospitals collectively contracting for I 
services from a community-based organi
zation. I 
Most hospitals in Seattle have utilized a 

combination of strategies. In the fall of I 

1982, the hospital council finalized a con

tractual agreement with my agency to es

tablish a 24-hour on-call interpretation I 

service. Initially serving only Indochi

nese patients, this service has now ex

panded to cover about 15 languages, I 

serves over 20 hospitals, and is the pri

mary resource for most hospitals. Cur

rently, we have a budget ofalmost half a I 

million dollars, totally reimbursed by the 

hospitals, we have over 50 on-call inter

preters, and we provide about 13,000 I 

hours of interpretation service per year. 

We consider the program a tremendous 

success in helping to remove the lan I 

guage barrier to hospital-based 'care. 


IConclusion 

The success of the hospital interpretation 
program can be attributed to many factors: I· 
1) The hospitals have come to recognize 
and accept their legal responsibilities un I 
der Title VI and under the hospital ac
creditation standards. This acceptance of Iresponsibility came only after the threat 
of legal action and is sustained, in part, 
by the knowledge that the ongoing cost I 
ofprofessional interpreter services is 

I 
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much smaller than the one-time cost of a I legal suit, court action, and settlement. 

I 2) The community at. large.is aware and 
supportive of the service so that when a 
hospital calls an agency inappropriately

I for interpretation, that agency refers 

the hospital to IllP. Problems in obtain
ing an interpreter, am well as inappropri
ate use of interpreters, are often reported 
to me and others in the community. This 
networkofcommunication and support is 
essential in order to get quality services 
to the refugee. 

3) The patients have become more asser
tive in requesting interpretation during 
hospital visits. This is due to education 
by sponsors and community agencies, asI 	 well as by the hospitals' own education 
efforts, e.g. they are required to post trans
lated signs informing patients of the availI 	 ability of interpreters. 

I 4) The sponsoring agency, CSCHC, had 
previous experience in providing medical 
interpretation, has maintained a coopera

I tive relationship with the hospitals, rather 
than an adversarial one, and has been 
able to solve problems through friendly 

I 	 discussion, now that hospitals are aware 
of their responsibility. . 

I 	 5) The hospital council has been an out- . 
standing organizer ofthe local hospitals,

I 
I 
I 
I 

, ta' . \ 	 . 'I' .maIO mmg responsJbJ Jty for the mterpre
tation contract, Ihandling hospital billings, 
and coordinating regular meetings be
tween hospital ~dministrators and the in

, I,
terpretatlon services. 

6) The OCR hal been outspoken in its in
• I

terpretatlOn ofTitle VI, investigation of 
complaints, and monitoring of hospitals 
for compliance. Knowing that there is le
gal support and enforcement has forced 
many hospitals to seriously consider their 
interpretation 0ttionso 

The apparent syccess of the program is 
not to say that the system is perfect. We 
still hear storieJ of patients who are in
structed to "brirlg your own interpreter or 

, I 
we won t be able to help you." We still 
hear stories of Hospitals using an un
trained janitor t6 interpret. We hear sto
ries of hospitalsihiring their own 
contractual inte~reters for $10 per hour 
who lack fluendy in the target language 
providers may understand their English 

. I 	 ' but patients qo not understand the inter
preted languagel, 

. ..1
The Ideal soluuon to the language barrier 
in the health ca~e setting would be to 
have bilingual professionals, thereby do
• • I
109 away With the need for interpreters, 
This is, of cour~e, difficult to achieve be
cause of the seal-city of licensed indi~idu
als from minoriiy groups, but it is 
certainly something we should strive for. 
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APPENDIX F: Literature Review I 
I 
 A. INTRODUCTION 


Macro International was contracted by. 
the U.S. Department of Health and Hu

I man Services' (DHHS) Office for Civil 

I 

Rights (OCR) to conduct an exploratory 

evaluation of barriers to health and social 

services for persons with limited English 

proficiency. This literature review was 

written as one of the study's components. 


I It represents an analysis of research find


I 

ings, journal articles, and newspaper arti

cles that exist within the public domain. 


B. DEFINITION OF TERMS 

I, 

I It becomes obvjous, after an examination' 


of the literature, that definitions of key 

terms are not easily agreed upon. This 

section provides a range of definitions of 
key terms and discusses their merits and 
limitations.

I 
1. Communication' 
An understanding ofcommunication is 
key to this study, and it represents the 
heart of any issue explored around lan
guage services. Webster defines commu
nication as "the act ofgiving or sharing 
information, or exchanging messages." 
Interpreting and translating are both funcI tions ofeffective communication. Key to 
communication is understanding the mes

sage. Iftwo iJiVidUalS converse and un
derstanding doJs not take place, then ef
fective commu+cation has not occurred. 
William Isham ftates that understanding 
is largely drawn from our background in
formation and ~rior experiences. I Com
munication, accbrding to Woloshin is key 
to the clinician'k use of the medical inter
view as a tool i~ patient treatment.2 Al
though interpre,ers can assist physicians 
in communicatipg with LEP patients and 
thus overcominr language barriers, it is 
now being recormended that health care 
professionals become more involved in 
the communica~ion process by seeking a 
greater understanding of cultural differ
ences.among thbir patient population.3 

. Lan~ge is, .Lr all, only one .of many 
ways 10 which ~ecan communicate to 
others. We alsd communicate by man
nerisms, gestur~s, body language, and in
dividual and orianizational actions and 
policies. Misunderstandings can arise 
when LEP patidnts fail to understand the' 
U.S. health card system. The following 
examples offer ~ome insights into other 
forms of commhnication: 

I 
• the bris~ efficiency communicated 

by manYI medical staff in doctors' 
offices is frequently interpreted by 

I 
I 

1 William Isham, The Role o/Message Analysis in Interpr.!atiOlJ, In Proceedings of 
the 1985 RED Convention, p. 112. 

2 Woloshin et aI., and Eric Hardt, M.D., Discussion Leader s Guide for the Bilingual

I Medical Interview I and the Bilingual Medical Interview If: the Geriatric Interview, 
Boston Area Health Education Center, 1991.' . ! 

. . 

3 Woloshin et aI.; Hardt,p7; Putsch; and Debra Buchwald, IM.D., Panagiota Carolis, 
II M.D., Francesca Gany, M.D., Eric Hardt, M.D., Marjorie Muecke, Ph.D., and 

Robert Putsch, M.D., The Medical Interview Across CultJres, PATIENT CARE, 

I April 13, 1993, p.142. 

I 

Page F 2 

I 



Macro International, Inc. 

Japanese patients as anger rather 
than customary politeness.4 

. 

'. 	Latino cultures typically designate 
one member of the family as the 
leader and decision maker, and 
physicians and interpreters who do 
not pay this'family member the ap
propriate respect may unintention
ally disrupt the social order of the 
family and interfere With the medi

• • 5·cal commUnIcatIon. 

• the Mien people, Laotian highland
ers, perceive sickness as a commu
nity affiiction and whenthey visit 
a hospital for treatment, often they 
are accompanied by the entire 
clan, posing difficulties for them 
as most hospital policies only al
low for a small number of visitors 
. 	 th . 6
In 	 e room at one tIme. 

I,' 
2. Limited-English Proficiency 

The OCR defines limited English profi I 
ciency (LEP) to mean "persons with a pri
mary language other than English who 
must communicate in that language if I 
they are to have an equal opportunity to 
participateeffectiveiy in and benefit from ·1 any aid, service or benefit provided by a 
recipient." This definition has gained ac
ceptance throughout the Federal govern I 
ment and in State governments.7 

Woloshin also accepts this definition, 
adding that LEP would also include those I 
patients who are non-English speaking.8 

Louis Harris does not specifically use the 
term LEP in its findings from a survey of I 
minority health, but notes that language 
problems for 21 percent of minority ,I)
Americans reCeiving health care are most 
often found in those populations that do 
not speak English as a primary lan
guage.9 Quite frequently, it is as'sumed I, 
that the LEP population is comprised of 

II 
4:. 	 Linda Monroe, Cultural Differences Impair Health Care for Minorities, SEATTLE 

TIMES, November23,1989, G8. t 
5 	 Linda Haffner, Cross-cultural Medicine: A Decade Later, THE WESTERN 

JOURNAL OF MEDICINE, September 1992, p.l57. I 
6 	 Bob Sylva, In Any Language: Hope to Mien and to Mexican, to Russian and to 

Laotian, a Corps ofInterpreters at UCD Medical Center Struggles Each Day to 
Explain the Inexplicable, SACRAMENTO BEE, May 5, 1993, p.SCL II 

7 	 U.S. Department ofHealth and Human Services, Office for Minority Health, Draft 'IWork plan for the Center for Linguistic and Cultural Competence in Health Care, 
March 10, 1995. 

8 	 Steven Woloshin, M.D., Nina Bickell, M.D., Lisa Schwartz, M.D., Francesca Gany, I 
M.D., and Gilbert Welch, M.D., Language Barriers in Medicine in the United 
States, JAMA, March 1, 1995, Vol. 173, No.9. I 

9 	 Louis Harris and ASsociated, Inc. "News Release," The Commonwealth Fund 
National Comparative Survey ofMinority Health Care, March 20, 1995. I 
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recent refugees and immigrants, and lan

guage and cultural barriers are inherent to 

new populations. Another perspective on 

language is shared by Eduardo Berin

stein, coordinator for interpreter services 

at Boston Children's Hospital, and others 


,I working in medical interpretation. Many 


I 

hospitals are renowned worldwide and 

serve an international clientele. A com

mitment to cultural diversity within the 

medical setting ensures that communica

tion around delicate subjects can be done 


I in the patient's primary language (even 


I 

when the patient can speak English), en

hancing the communication and reducing 

anxiety and fear. 1O Under the OCR defi

nition, provision of an interpreter in such 

situations would be at the discretion of


I· the provider, but for those providers who 

maintain a commitment to international 

patients, such a policy might indeed be a 


I powerful marketing tooL 


'I 
 3. Interpreter' 


Bruce Downing, a professor ofLinguis
tics at the University ofMinnesota and an 

I expert in the field ofmedical and mental 

health interpreting, defines interpreting as 
the following: "the conversion ofan oral 

I message from one language (the source 

I 
language) into oralform in another Ian
guage (the target language)". As such, 
an interpreter is defined by Downin~ as 
"aperson who interprets the speech of 
others into another language, especially 

APPENDIX F: Literature Review 

one skille.d jJ jnterpretation," Although 
the term "tradslator" is often used inter
changeably Jith "interpreter" in the field 
and in article$ appearing in newspapers 
and journals, las will be seen below, the 
two are v1?, oifferent and should not be 
confused. 

With specific regard to the complex du
ties of medical interpreters, Robert Putsch 
describes the following attributes: "... 
interpreters ,Just describe and explain 
[medical] terlns, ideas andprocesses that 
lie outside ofthe linguistic systems ofcli
ents. The interpretationpr~cess "!ust ac
countfor divergent world Views since 
individuals an~ cultures have varying per
spectives rega~ding the cause, presenta
tion course aM treatment ofsickness, as 
weli as the risk it represents to others. ,,12 

According to ~utsch and, most other ex
perts in the fietd, separation of culture 
from interpretation cannot be done with
out losing critibal elements of the commu

nication. J 
4. Translato I. .. 
Translation, accordmgto Dowrung, IS the 
"conversion o/ja static source language 
message into written form in the target 
language.,,)3 it is the written form of 
communicatio~. whereas interpretation is 
verbaL Although the two terms are often 
confused by many in the field, it is clear 

, I
I 

10 Eduardo Berinstein, Medical Interpreters at Children's Hbi/al, Boston Children's 

I' Hospital, July 1993.· 1 
11 Bruce Downing, Professional Interpretation: Insuring Acessfor Refugee and 

Immigrant Patients, University ofMinnesota, 1992, p4-5'l 
12 Robert Putsch, M.D., Cross-Cultural Communication: Th . Special Case of

I Interpreters in Health Care, JAMA, Vol 254, 3344-8. 

I 
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that translators and interpreters have two ious, or social group. Additionally, cul
different functions. tural beliefs. values, andpractices are 

learned behaviors, usually acqUired 

Written communication is usually pro
duced in a thoughtful manner, using re
search when necessary, and rewriting and 
editing until the final product is suitable 
for distribution. Ideally, translation 
should occur in the same way. The origi
nal text (or the source language) should 
be translated into the target language by 
using a process called back translation. 
This process allows the translation to be 
checked for quality. The three steps in
volved in back translation are: (1) tr8llsla
tion of the source language text into the 
target language, (2) translation of the tar
get language text back into English or the 
source language by another individual be
sides the translator, and (3) comparison 
of the original and the back translation. 
If there is a great amount of difference be
tween the two versions, the result may be 
a translation of poor qUality. 14 

5. Culture 

The U.S. Office ofMinority Health de
fines "culture" as: "thoughts, communi
cations, actions, customs, beliefs. values, 

. and institutions ofa racial, ethnic, relig

. through one 'sfamily.,,15 Including cul
ture in the provision of health and social 

. services is viewed as critical in overcom
ing barriers to care faced by minority 
populations. In particular, within the 
health settings, culture can influence indi
vidual perceptions of health and illness 
and may affect choice of health care. 16' 

When culture is not considered by medi
cal interpreters, physicians, and other 
health care professionals, miscommunica
tion can result, even though language bar
riers are being addressed. And although it 
!"ay require extra time from physicians, it 
IS now being recommended that cultural 
histories on patients be obtained. 17 

Interpreters are frequently viewed as "cul
ture brokers," bridging the gulfbetween 
the U.S. medical system and other cul
tures. Cross-cultural communication , a 
theory developed by Putsch and other ex
perts in medical interpreting, is strongly 
influenced by the degree to which the 
physician, patient, and interpreter share 
the same understanding and beliefs about 
medical issues. To understand how cross
cultural communication works within the 

13 Bruce Downing, p.5. 


14 Laur~ ~enhamida, Language Planning in Mental Health for Refugees and Others: 

Obtaining Quality Translations. University ofMinnesota, 1988. 

1SU.S. Department ofHealth and Human Services, Office ofMinority Health, p.5. 

16 Ibid. 

I17 	 Robert Putsch, Language in Cross-Cultural Care, In H. Walker, W. Hall and 1. 
Hurst, eds., Clinical Methods, Boston: Butterworths, 1990 p.1064· Buchwald et al 
p.148. 	 ' , , . , 
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medical setting, an ideal model is estab
lished wherein the physician uses a 
trained medical interpreter who is also a 
member of the patient's ethnic and cul
tural group, possessing medical knowl
edge and the ability to converse within 
the culture of the medical community. In 
addition, the interpreter must understand 
the human complexities of interpreted 
communication. Against the criteria of 
this ideal, real world medical interpreting 
often falls short. 

I 
I 
,I, 

I 
I, 

I 
,I 

I 

I 

GTONPOST, May 5, 
1983. 

20 Associated Press, Mental Patient Wins Settlement, WAS 

I 
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• 	 In 1986, Hispanic patients in 
Montgomery County, Maryland 
were foregoing visits to local clin
ics for clinics in the District of Co
lumbia to avail themselves of 
Spanish language servi~s pro
vided by the District's clinics. 
When Spanish-speaking patients 
called Montgomery County clin

, ics, they were told "sorry, no Span
ish.,,22 

While these examples are indicative of 
the vast numbers of problems that LEP 
clients and providers face in trying to 
wrestle with language barriers, they only 
anecdotally support the need for im
proved services. This section describes 
research efforts around language barriers, 
reviews a collection of newspaper arti
cles, and discusses issues around some 
special populations. 

1. Review of Research Studies 

,The data from research conducted thus 
far indicates a critical gap in service deliv
ery to people of limited English profi
ciency. It must be noted though that 
there have been few studies conducted ad
dressing language barriers within the 
health and social services arena, and most 
of the studies presented in this section 
were published recently. Limited re
search infonnationexists now in four 

I 
critical areas of interest to this study: (1) 

needs assessment information on the num
 I 
bers of people with LEP in specific areas 

, of the country, (2) the impact ofLEP on 
health care, (3) the responses by health I' 
and social service providers to the needs 

of the LEP population, and (4) program 

evaluation and implementatiori. 
 I 
a. Needs Assessment 'I
The 1990 U.S. Census.provided data in 

the following categories relevant to lan

guage issues: the numbers of residents in 
 I. 
the U.S. who report not speaking English 

"very well," the numbers of foreign born 

persons, and the numbers of persons 
 I, 
speaking a language other than English at 

home. In 1992, the Association of State 
 ,.1and Territorial Health Officials (ASTHO) 

analyzed the Census data and stated in its 

report to the Office ofMinority Health 

that 6 percent of the entire U.S. popula
 I 
tion does not speak English "very well." 

Furthennore, in an analysis of individual 

states, ASTHO found California to have 
 I' 
the highest percentage ofLEP residents 

(16 percent), followed by Hawaii (12 per .J, cent), and ~ewMexico, New York, and 

. Texas (10 percent each). Additionally, 
breakouts on Spanish and Asian lan Iguages for LEP were developed by AS

THO.23 Looking at cities with 

populations of200,OOO or more reveals 
 \1 
the top 10 ranked cities with persons 

Macro International, Inc. 

I21 	 Judy Rakowsky, Quest to Begrudge GrOWing lAnguage Gap City Agencies Are 
Adapting to Meet Needs ofImmigrants, BOSTON GLOBE, October 4, 1992, p.l. 

,I
22 	 Zita Arocha, Influx from Suburbs Strains District Clinics: More Hispanic 

immigrants Seek Care in City, W ASIflNGTON POST, June 28, 1986, p.B 1. 

23 	 Association of State and Territorial Health Officials, ASTHO Bilingual Health I 
Initiative: Report and Recommendations: State Health Agency Strategies to Develop 
.Linguistically Relevant Public Health Systems, ASTHO, July 1992, p.2 'I 
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speaking a language other than English at The US. Con~erence of Mayors con-
home to be the following: Miami (73%); ducted a survey of78 U.S. cities to assess 
Santa Ana, California (69010); EI Paso, the impact of immigration on America's 
Texas (67%); Los Angeles (50%); San cities and identify key issues for city plan
Antonio, TX (47%); San Francisco ners and other policy makers. Among its 
(42%); Corpus Christi, Texas (42%); Jet~ findings, the stUdy reported that foreign 
sey City, New Jersey (41%); New York born persons atcount for an average of 11 
City (41%) and San Jose, California percent of the ~opulation in the surveyed 
(38%).24 Clearly, the 1990 Census pro cities (as dete+ined from the 1990 Cen
vided valuable information to health and sus), and 25 percent of administrators re
social service policy makers in determin sponding belie~ed Census figures 
ing sheer numbers ofLEP residents liv reflected subsclntial undercounting. Over 
ing within particular service areas. half of the citi~s surveyed cited problems 

with service depvery to immigrants. 
Many of these problems were related to 

I 	
I 

Other needs assessment data can be 
the provision of or the lack of languagefound in the U.S. DHHS Office ofRefu 26 
services. 1gee Resettlement's Annual Report to Con


gress. In its 1993 Report, ORR indicated 

h. Impact on ' to Health and Social that total immigration and refugee admis


sions to the U.S. from 1983-1992 was Services 
 i 
over 7 million people. It can be assumed The effects of I mited English proficiency 
that a large percentage of these new on individual a cess to health and social 
Americans are part of the LEP popula services cannotlbe determined by Census 
tion. In addition, individual breakouts by . data. Findings from small studies on spe
State of immigrant and refugee resettle cific ethnic populations have supported 
ment are available from ORR.25 

the premise that communication is a deter
27minant ofhealt~ care utilization. In ad-

I 	 . 
24 	 U.S. Bureau of the Census, Cities with 200,000 or More P, 'Pulation Ranked, Table 

3. 

25 	 U.S. Department ofHealth and Human Services, Office 0 Refugee Resettlement, 
Report to the Congress, FY 1993, Refugee Resettlement PJogram, 1993. 

26 	 U.S: Conference ofMayors, Immigrant Policy Issues for merica's Cities, U.S. 
Conference ofMayors, Washington, D.C., 1994, p.I-5. 

27 	 Sue Bell and Michael Whiteford, Tai Dam Health Care Pflt'OCtiCes: Asian Refugee 
Women in Iowa, SOCIAL SCIENCE MEDICINE, 24(4),1987, p.323; Laura Uba, 
Cultural Barriers to Health Care for Southeast Asian Refiigees, PUBUC HEALm 
REPORTS, 107, 1992, p.547; Leo Chavez, Wayne Cornel,us, and Oliver Jones, 
Mexican Immigrants and the Utilization ofu.s. Health Se'j"ices: The Case ofSan 
Diego, SOCIAL SCIENCE MEDICINE, 21(1), 1985, p.93i; MaIjorie Muecke, 
Caringfor Southeast Asian Refiigee Patients in the USA, AMERICAN JOURNAL 
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dition, a vast amount of anecdotal evi
dence existed through personal accounts 
reported in the media and collected by in
dividuals in Regional OCR offices, legal 
services, and advocacy organizations. 
Until recently, there was a dearth of na
tional data on language and minority . 
health care. However, findings from the 
"National Comparative Survey on Minor
ity Health," presented in March 1995, in
dicate that language differences are a 
barrier to health care for 21 percent of mi

. Am' 28 (nonty encans. According to Cen
sus data, racial and ethnic minorities 
account for approximately 25 percent of 
the entire U.S. population.) This survey 
contained detailed questions regarding 
medical care where language and commu
nication were variables within the re
sponse set. Examples of such questions 
included choices ofdoctors and hospitals, 
problems with medical encounters satis
faction with health professional.s~, use 
ofalternative medicines, reasons for not . 
feeling welcome, reasons for not obtain
ing medical care, and reasons for being re
fused health care.29 Clearly, the data 
collected by this study provides the field 
~th indicators of need in language plan
ning and culturally appropriate ap
proaches to health care. Further analysis 

I 
of this data set may expand the associa
tions between LEP and health care. I 
c. Research on Health and Social Service 
Providers I 
Although advocates and legal services or

ganizations relayed personal accounts of il 

providers' lack of responsibility in offer

ing language appropriate services, little 

data exist on providers' policies and prac
 I
tices to substantiate such claims on a 
broader scale. Difficulties in obtaining 
such information have contributed to a I 
.dearth of knowledge around how State 
and association policy requirements and 
recommendations are being implemented ;1 
at the local level. In 1991, Traveler's and 
Immigrants' Aid Society of Chicago con
ducted a preliminary study with ten area I 
hospital administrators. None of 
the study participants reported using 
trained medical interpreters, but instead 
maintained a list ofbilingual employees. 
within the hospital who speak another lan
guage.30 In 1993, The Chicago Reporter 
published its findings ofa' survey it con
ducted on Chicago area hospitals and clin
ics regarding the availability of 
interpretation services for non-English 
speaking patients. Although 30 percent 
ofChicago's population speaks a lan-

Macro International, Inc. 

OF PUBLIC HEALTH, 73(4), 1983, p.43l. . 
28 	 Louis Harris and Associat~s, Minority Health Care Survey Highlights, The 

Commonwealth Fund NatIOnal Comparative Survey on Minority Health March 20 
1995. 	 . " 

29 	 Lo~is Harris and Associates, Survey Questionnaire, The Commonwealth Fund 
National Comparative Survey ofMinority Health Care, 1994. 

30 	 Wen~y Sie~el, I"'.migr~ts at Risk: lAnguage and Cultural Barriers Experienced by I 
Multl-Ethmc Patients In a Sample ofChicago Hospitals andHealth Associations 
Travels and Immigrants Aid, 1992, p.5. 	 • 

Page F 9 

I 

http:guage.30


I APPENDIX F: Literature Review 

I guage other than English at home, 31 71 
out of the 84 hospitals surveyed had not 
hired interpreters. Almost 85 percent of 
providers used bilingual employees with 
other jobs to interpret, and most did not 
train these employees. Approximately 
one-fourth of the responding facilities ask 
patients to bring their own interpreters, 
and comments from providers indicated 

I that family members were frequently 
used to "help out.,,32 

I Another recently released national study 
found similar results among a randomly 
sampled group ofpublic and private .,I' 

I 
teaching hospitals. The National Public 
Health and Hospital Institute surveyed in
terpreter services in 120 providers with a 
detailed questionnaire (response rate ap
proximately 70%). Administrators were 
asked questions about interpreter services 
on utilization, costs, financing, structure 
and documentation, staffing, recruiting, 
training, evaluation, and hospital prac
tices and procedures. Some of the key 
findings from this impressive and timely 
study were the following: (1) while some 

, hospitals employed full- and part-time in
terpreters, most relied on other hospital 
staff and volunteers, as well as family 
and friends; (2) less than one-fourth of 
hospitals provided any training for staff 
in medical interpreting; and (3) almost 
halfof the hospitals did not have a spe

cific departmlt responsible for inter
preter service&. This study also provides 
valuable cost-utilization and staffing in
fonnati on. 33 

Comparatively little research exists con· 
ceming sOciaflservices. In the late 
1980's, DHH~'s Office of the Inspector 
General (OIG~ conducted an assessment 
of how the Social Security Administra
tion (SSA) adhressed special needs of 
non-English speaking clients. The study 
revealed that ~e LEP popUlation was not 
receiving the ~ame level of service as oth
ers. Because Of difficulties in using 
SSA's moden! telecommunications sys
tern (due to lahguage barriers), most LEP 
clients came i?to the SSA regional of
fices, and ovef 70 percent came in with
out appointments. LEP clients frequently 
waited for hoJrs to be served or were sent 
away with app,ointments for later dates 
when bilingu~ staff would be available 
to help them. ISSA management felt that 
it was the client's responsibility to pro
vide their owrl interpreters, and thus did 
little to recruit bilingUal staff and did not 
include bilin~1at skills within job descrip~ 
tions. One of OIG' s findings was that 
SSA had insu lcient numbers ofbilin
gual staff to adequately serve the non-

I 

English-spe~ng clients. Although 
recommendatrns were made for improve
ments to the C !Tent operating system, it 

'I 1 
31 U.S. Bureau of the Census on Population and Housing, Jable 3. 


I' 32' Ruth Richman, Failure to Communicate, THE CmCAGO REPORTER, 22(3), 

March 1993, p.6. 


I 33 Caren Ginsberg, Vanessa Martin, Dennis Andrulis, YoJail Shaw-Taylor, and Carla 

McGregor, Interpretation and Translation Services in Health Care: A Survey of 
U.S. Public andPrivate Teaching Hospitals, National P~blic Health and Hospital 

I Institute, March 1995, p.vii-ix. 

I, 

I 
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appeared that the SSA planned to modify 
its structure for Spanish-speaking clients 
only?4 Freeman discusses many of these 
same issues within the social service 
arena for Spanish-speaking clients, stat
ing that these clients receive less effec
tive service because agencies lack the 
staff capable of speaking with them.35 

d Program Evaluation and 
Implementation 

Many state and Federal agencies, and 
health provider associations have devel
oped laws and policies that require or rec
ommend hospitals and other health care 
providers to offer language services to 
LEP clients.36 Although such policies 
may exist on the record, enforcement and 
monitoring of compliance are difficult to 
implement. State and local resources are 
waning in many parts of the country for 
enforcement of these language services. 
If the wording of a law or policy is 
vague, loopholes are established for 
providers who are not interested in offer
ing an effective response to LEP patients. 
Often, hospitals do little more than main
tain lists ofbilingual employees in the fa
cility, since the maintenance of such lists 
can constitute minimal compliance: Dig
ging further into actual implementation is
sues usually uncovers problems with 

34 	 Richard Kusserow, Serving Non-English Speaking Clients, Department ofHealth 
and Human Services, Office ofInspector General, Office ofEvaluation and 
Inspections, April 1990, pJ-ii. 

35 	 Hal Freeman, Lorenzo Avila, and Virginia Balderrama, "Chichi~' in Paradise: 
Helping Agencies and the Spanish-Speaking, PUBLIC WELFARE, Spring 1973, 
p.43. 

36 	 Yolanda Vera and Jane Perkins, "No Hablo Ingles "-Ensuring Linguistically 
Appropriate Health Care, In process, p. 5; Ginsberg, et. ai, p.7-13; Woloshin, et. al., 
p.725-726. 

such a system, but officials must first es
tablish an auditing process around inter
preter issuers. 

Recognizing the need for further systemic 
development, the Office of Minority 
Health funded a two-year multicultural ,I
project conducted by the Association of 

State and Territorial Health Officials. 

The objective of this project was to de I

velop capacity within state health agen

cies to decrease language and cultural 

barriers to the public health services. AS
 I
THO in tum funded Multicultural Pilot 
Projects in California, Colorado, Massa I,chusetts, Michigan, Minnesota, North 
Carolina and Rhode Island. These state 
agencies then developed programs to 
train medical interpreters and community I 
health outreach workers, to train local 
health department staff and other health 
professionals in cultural competency, and I 
to improve data on racial and ethnic 
health indicators and services. Medical 
interpreter training programs were imple I 
mented in Colorado, Minnesota, and 
Rhode Island. Cultural competency train
ing and training of outreach workers oc I 
curred in Colorado, Massachusetts, 
Michigan, North Carolina and Rhode Is
land. Evaluation of ASTHO Project was 
based on measuring process outcomes in 

Macro International, Inc. 
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I 
relation to meeting project goals and ob

I jectives. Although other forms of evalu
ations were considered, the short time 
period did not allow for more rigorous 

I evaluations on training and implementa
. 37 .

lIOn outcomes. 	 . , 

I The Office ofMinority Health also 
funded another project that specifically 
targeted the health needs of Asian and Pa

I 

I cific Islanders, entitled Development oJ 


Models and Standards for Bilin

guallBicultural Services for Asian and ., 


,I 

Pacific Islander Americans. The project, 

known as the "Language Access Project," 

was conducted by the Association of 
Asian Pacific Community Health Organi
zations and studied during 1992-93. The 

I study looked at utilization of nine com

munity health centers in the provision of 

primary care services to LEP patients 


I within the Asian and Pacific Islander 


I 

population. Although AAPCHO pro

vides recommendations and study conclu

sions, findings from this study are not 


I 

available for general use at this point in 

time. 


'I 

The NPlllfl study addressed evaluation 

of local provider services in its survey in
strument. Slightly over one-third ofre
sponding hospitals evaluate the quality of 


I interpreter services programs, and ap
proximately 60 percent reported not 

evaluating such services. Ofthose hospi

:1 tals conducting evaluations of services, 


I 

many reportJd using a variety ofmecha
nisms, such Js patient surveys, feedback, 

, and tnonitori~g of patient satisfaction; 
provider feedback and evaluation; and 
staff or patierit complaints. Other lan
guage service~, such as AT&T interpret
ers and lanN'age training, were also 
evaluated. 	 ' 

2. Review of Newspapers , 

Newspaper aJicles can provide a valu
able service inl educating the public about 
the problems df the LEP population. By 
bringing storids of language and cultural 
barriers and se~ices to life and making 
them available\to the general pubic, they 
can increase a'fareness around other cul
tures and provitte examples of viable, 
working soluticlms. A special review of 
articles from v4rious newspapers in U.S. 
major cities dunng the period 1989-1994 
reveals much a~out the state of current 
services for LEf residents, specific ethnic 
and cultural grCfPs, and how language 
and cultural barriers affect the service de
livery system. +total of 53 newspaper 
articles were rev\iewed, with the distribu
tion among U.S. cities as follows: Los 
Angeles, 8~ Ne~ York City and suburbs, 
7~ Boston area, 6; Seattle are, 5~ Sacra
mento, 4~ Washibgton, D.C. area, 4; Min
neapolis/St. Paul, 3~ San Francisco, 3~ 
San Diego, 3~ C~icago, 3; Miami, 1; 
Phoenix, 1; Cleveland, 1; and Atlanta, 

39
1.	 The State of-California yielded a 
combined total or 18 articles. 

37 Association of State and Territorial Health Officials, AS17f1 Multicultural PublicI Health Capacity Building Pilot Projects, ASTHO, 1994, pj~. 

I 38 Ginsberg, et. ai, p.30. 

39 	 Some of the articles were not specific to any one city, thus the total number of 
articles reported for cities does not equal 53. 
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In general, articles about hospital inter
preters provided descriptions about either 
the paid interpreter model or the bilingual 
staffmodel. The use of community vol
unteer interpreters in hospitals was dis,. 
cussed as a way to fill an existing need in 
the community, and these individuals 
were often associated with other agencies 
that worked with LEP clients. Case 
workers and outreach workers were often 
mentioned as functioning as interpreters. 
In many instances, individual interpreters 
were interviewed and their work featured, 
providing a personal insight into their 
lives and their cases. Interpreters are usu
ally refugees or immigrants themselves, 
and bring their own understanding of cul
tural issues to the job. For example, a 
community volunteer interpreter working 
with Russian refugees has set aside her 
real estate career to assist Russian women 
throughout their pregnancies. She stands 
with them at welfare offices and doctors' 
offices, and coaches them through the 
birthing process-a child ofRussian im
migrants herself, she feels 'a duty to pro
vide this type of assistance.40 The stories 
of three hospital interpreters working for 
UC Davis Medical Center were featured 
ina 1993 issue of the Sacramento Bee. 
An older Nicaraguan immigrant with a 
medical background interprets in Span
ish, displaying compassion and sensitiv
ity to patients who may not be legal 
immigrants in this country. A Cambo
dian interpreter balances advice from the 

I 
hospital's doctors with his clients' need 
to believe in spiritual mysticism and I 
home remedies-a partial believer in 
home remedies himself, he straddles both 

, cultures with almost effortless aplomb. I 
A young Russian interpreter, studying to 
be a doctor, finds her job immensely re
warding, but at times the emotional I 
trauma of working within the life and 
death situations common to the medical 
setting can be'extremely pai~ful.41 I 
Specific populations discussed within Ithese articles included Asian Americans 

(Cambodians, Hmong, Laotians, Chinese, 

and Vietnamese), Hispanics, Haitians, So
 I
malis, and Russians. 

Programs to overcome language and cul I 
tural barriers were described in detail, 

usually with special mention of the fund

ing source. Although Federal, State and I 

county funds sponsored most of the pro

grams, some were funded through founda
 Itions grants. In Seattle, the Robert 

Wood Johnson Foundation and the Kai

ser Foundation are funding a two-year 
 Iproject called "Community House Calls." 

Trained medical interpreters and advisers 

are sent into the communifr to work with 
 Irefugees and immigrants.4 Another pro

ject in Seattle funded by the W. K. Kel

logg Foundation, the Cross Cultural 
 ,I
Health Care Program, provides cross-cul

tural training for health care professionals 

and seeks to expand commnnity involve-
 I 

40 	 Mary Nolan, Concern Snips a Language Barrier: Woman Uses Knowledge of 
Russian to Help New Immigrants, SEATTLE TIMES, September 4, 1990,B 1. I 

41 	 Sylva, SCI. I 
42 	 Tina Kelley, Words ofHealing, Interpreters a Boost to Refugee Health Clinic, 

SEATTLEPOST-INTELLIGENCER, May 12, 1994, p.CI. 
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I 	 ment to work with hospitals and improve 
participation in the health care system.43 

The Boston Foundation and the Hyams' 

I 	 Foundation jointly funded the "Refugee 

I 

Training and Interpreter Services Initia

tive" to help refugees overcome language 

and cultural barriers.44 

. 


Research findings and policy recommen

I 
I dations and requirements were often pre

sented in articles alongside census data 
and illustrations of actual life situations. 
For instance, when the Joint Commission 

I 
on the Accreditation ofHospitaLOrgani
zations (JCAHO) adopted guidelines 
around language services for LEP pa
tients, USA Today presented census data 
on immigration and supported the newI 	 policies with statements from prominent 
physicians about the effects of language 
barriers on medical care. 45 Similarly, an 

I 

I article in the New Jersey Record de


scribed how hospital doctors and adminis

trators are struggling to meet the 

challenge of the many different languages 
now spoken in this country. After a dis
cussion of immigration policies over the I 	 past 20 years and issues around language 
barriers, the article described policy and 
regulatory initiatives by JCAHO, AMA,I 	 and OCR with a follow-up ,of actual hos

pita! practices 1eaned from a 1992 sur" 

vey of Chicago! hospitals.46 


Several concluLns can be made from an 
examination ofi1newspapers articles, 
First, at least in the more densely popu
lated, multicultLral cities in the U.S., lan
guage barriers ~ppear to provide 
compelling stories for the pubic audience. 
In re\ation to \ahguage, cu\tura\ earners 
,are also discus~ed frequently, leading one 
to believe that ~here is a great deal of pub
lic interest in c~ltural differences. Sec
ondly, few hospitals and other health 
providers are noted as offering interpreter 
services to LE~ clients, and those that do 
rarely provide training to their interpret
ers. Thirdly, b'lingual staff are often 
called in to se e as interpreters or hired 
8:,s outreach wo kers or case managers to 
work with LEP clients. Several articles 
concluded with hope that more bilingual 
students will ef'ter the health professions, 
3. Special pop lations 

Much of the lit ture uncovered around 
language and cbltural barriers pertains to 
problems of sp,cific popUlations. This _ 
section describes special issues ofvarious 
subpopulationslofthe LEP community, 
Special issues ~f refugees, immigrants, 
and migrant workers will all be examinedI - I 

I 
43 Himanee Gupta, Building Bridges Between Doctors and Ejatients: Trainers Help 

Link Ethnic Communities, Health Care Providers, SEATTLE TIMES, February 20, 
1994, p.IL I 

I 	 44 Christian Science Monitor, Boston Upgrades Services/or~mmigrants, January IS, 
1989, P,A20, 

I 	 45 Sharon Donovan, Language Barriers Hinder Health carer. April 15, 1991, ID. 

46 Leigh Page, Hospitals Tackle the Language Ba"ier: Need/or Interpreters Booms,

I (NEW JERSEy) THE RECORD, April 19, 1993, b3. 

I 
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separately, followed by discussions of 
ethnic populations and concluding with a 
brief look at problems of the elderly. 

a. Refugees 

Since World War IT, more refugees have 
found homes in the U.S. than in any other 
country in the world. Refugees and immi
grants enter the country through different 
admission processes. Although they often 
experience many of the same problems in 
terms of language barriers within the 
health and social service system, the spe
cial plight of the refugee mustbe under
stood by providers. The definition of 
"refugee" according to the Refugee Act 
of 1980 is as follows: 

(A) Any person who is outside any coun
try ofsuc;, person's nationality or, in. the 
case ofa person having no nationality, is 
outside any country in which such person 
last habitually resided, andwho is unable 
to unwilling to return to, and is unable or 

. unwilling to avail himself or herself of 
the protection of, that country because of 
persecution or a well-founded fear ofper
secution on account ofrace, religion, na

. tionality, membership in a particular 
social group, or political opinion, or 

(B) in such special circumstOnces as the 
President after appropriate consultation 
(as defined in section 207(e) ofthis Act) 
may specify, any person who is within the 
~ountry ofsuch person's nationality or, 
In the case ofa person having no nation-

I 
ality. within the country in which such 
person is habitually residing, and who is I 
persecuted or who has a well-founded 
fear ofpersecution on account ofrace, re
ligion, nationality, membership in a par I 
ticular social group, or political opinion. 
The term "refugee" does not include any 
person who ordered, incited, assisted, or I 
otherwise participated in the persecution 
ofany person on account ofrace, relig
ion, nationality, membership in a particu I 
lar social group, or political opinion.47 

I 
Since the mid-1970's, the many refugees 
entering this country have-posed some 
very special problems for health and so I 
~ial s~rvice providers. They often spend 
time 10 refugee camps overseas, and are 
then flown to this country and resettled I 
throughout the country with the assis
tance of local community-based agencies. 
According to ORR's latest Report to Con I 
gress, the 10 largest refugee source coun
tries are the former Soviet Union . 	 ' IVle~am, Laos, Iraq, Cuba, Ethiopia, So
malia, Yugoslavia, Haiti, and Afghani

stan. The 10 States that received the 

largest numbers of refugees for that year I 

were California, New York, Washington, 

Texas, Florida, Dlinois, Pennsylvania .


48 IMassachusetts, Georgia, Minnesota.

Much research has been conducted on I 
h~alth care provided to refugees, espe
Cially to Southeast Asian refugees. 
Muecke asserts that Southeast Asian refu I 
gees have distinguishing characteristics 
for provideB to understand' (1) Most I 

47 	 S~on ~01(a)(42) ofthe Refugee Act of 1980 within the Immigration and 
Nationality Act. I 

48 	 . U.S.DHHS, Office ofRefugee Resettlement, Report to Congress, FY 1993, Refugee 
Resettlement Program, p.5-7. . I 
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I 	 have come to the U. S. by second, not first 
choice; (2) They come with few belong~ 
ings and few family to help them; (3) 

I 
 They do not have the option of ever re


I 
turning to their home again; and (4) They 
are survivors.49 This commentary could 
probably be made about all refugees en
tering the' country . 

I 	 Although refugees are immediately en

I 

rolled in English classes, becoming profi

cient may not be their top priority when 

considering the other daunting challenges 


I 

of understanding various systems ofem

ployment, health care, child care, and edu

cation. D'Avanzo concluded that for 


I 

Vietnamese refugees, length of time in 

the U.S. was a factor in reducing the lan


I 

guage barrier. 50 Communication prob

lems for the refugees are compounded by 

the fact that their cultural barriers inhibit 

them from understanding and using our 
health care system. Many do not under

I 
 stand such medical concepts as "in

formed consent," "medical regimen," and 
"making an appointment.,,51 Providers 

I 
 and interpreters who work with refugees, 

especially those who have newly arrived, 

I 	 ' 
must communieate more than the stand~ 
ard medical meksage. For instance, most 
refugees regardlprescribed medicine as 
very powerful ~nd often expect immedi~ 
ate results. If tney do not feel better 
soon, they ofterl stop taking the medicine. 
This practice c~n even affect the public 
health in situations, such as tuberculosis 
control, where ~oncompliance can do seri~ 
ous harm.52 

b. Immigrants 

RefugeeS, acco~nted for only 12 percent 
of all new entr ts from 1983-1992. 
Most new resid nts do not enter the coun-

Itry under refugee status, but apply for 
residency as "i$migrants.,,53 According 
to U.S. Immigration Law, immigrants are 
persons grantectllegal permanent resi
dence in the Un:ited States. The top five 
source countrie~ for immigrants from 
1981 to 1992 wbre Mexico, the Philip
pines, Vietnam,! China, and Korea. These 
patterns are quite different in respect to 
ethnicity comp¥ed to trends seen up until 
1960 when most immigrants were from 
Europe.S4 , I 

I 49 	 MllIjorieMuecke, Caringjor Southeast Asian Refugee pakents in the U.S.A., 
AJPH, 73(4), 1983, p.432. 

I 	 50 Carolyn D'Avanzo, Barriers to Health Care for Vietname e Refugees, JOURNAL 
OF PROFESSIONAL NURSING,; 8(4), p.250. 

I 	 51 Bell and Whiteford, p.323; Uba, p.544-47. and Muecke, p 433. 

I 52 David Foster, TB and Unwelcome Hitchhiker with Immigr.rnts: Nurse Says Highly 
Contagious Disease;s Entering U.S. Along with a Variety ofNewcomers, LOS 
ANGELES TIMES, February 13,1994, pB3. 

I 53 	 According to the ORR 1993 Report to Congress, from 1983-1992,6,302,785 (88%) 
people entered the country as immigrants and 867,950 (1 Yo) entered as refugees.

I 

I 
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Mexican migration has sharply increased 
over the years and in many U.S. cities 
close to the Mexican border, where Mexi
can immigrants choose to live, Spanish is 
spoken freely. In particular, these cities 
must also cope with huge numbers of un
documented immigrants. Spanish-speak
itlg Mexican immigrants are often 
regarded with prejudice and distrust for 
their perceived stubbornness in continu
ing to communicate in a "foreign" lan
guage. But to many Mexican-Americans, 
the Southwestern United States is still 
thought ofas being part of"occupied 
Mexico," and En~lish is regarded as the 
foreign language. 5 Overcoming commu
nication barriers is often not simply about 
language, but combating the cultural and 
prejudicial differences that prevent 
providers and clients from trusting each 
other. 	 . 

In a study ofMexiean immigrants living 
in San Diego County, Chavez determined 
that Mexican immigrants generally un
derutilize health services, especially pre
ventive services. Compared to the general 
U.S. population, they use hospitals and 
clinics to a much greater extent, relying 

Macro International, Inc. 

I 
less on private doctors. In addition, new 

and undocumented immigrants tend to 
 I 
use hospital emergency rooms for care,. 

neglecting health problems until they be

come extreme situations.56 Their find I 

ings are supported by other studies 

conducted in Los Angeles, San Diego, 

and Orange Counties in California, as 
 I 
well as anecdotal stories across the coun

try.57 


I 
. c: Migrants 

Migrants have temporary permission to Ilive in this country, but plan to return to 

their country of origin. They are usually 

agricultural farm workers employed on a 
 I
seasonal basis. 58 (Migrant workers can 

also be legal or undocumented immi

grants.) Migrants rarely have a good 
 I 
command of the English language or suf

ficient medical insurance to access medi

cal systems outside ofpublic clinics. 
 I 
Even when using public clinics, migrant 
workers are often told to bringan inter
preter. Some interpreters in Florida were I 
reported to be charging migrant workers 
in need of health care anywhere from $25 

. to $50 for the visit, and then the migrant I 
I 

54 	 U.S. Department of Justice, Immigration and Naturalization Service, 1992 

Statistical Yearbook ofthe Immigration and Naturalization Service, 1993, p.13-14. 


I 
55 	 Freeman, et al, pAl 

. 56 Chavez, Co~elius and Jones, p.93-98. 	 I 
57 	 Irene Wielawski, Health Systems in Bind on Care for Illegal Immigrants, LOS 

ANGELES TIMES, August 31, 1993, p.AI; Meg Bryant, The Plight ofIllegal ·1 
Immigrants; When an Undocumented Worker is Disabled, Who Pays?, 

. WASHINGTON POST, July 10, 1990, p.z7.. J 
58 	. Frederick Ahearn, Refugees, Immigrants, Migrants, and Undocumented Aliens, 


Unpublished paper, The Catholic University ofAmerica, p.2. 
 I 

I 
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was also responsible for the medicalI bill. 59 

I 	 d. Asian and Pacific Islanders 

According to a 1990 study, Asian and Pa

cific Islanders in many parts of California 


I have great difficulty accessing health care 


I 

due to language and cultural barriers. 

The study, conducted by the Asian Pa

cific Islander Health Coalition, found that 


I 
health conditions for the API population 
has worsened over the years and recom
mended that health care professionals re

I 
ceive education around bilingual services. 
A lack of sufficient inteipreters at county 

I 
facilities often resulted in extremely long 
waitingcrceriods for service or refusal of 
service. 0 , 

e. Hispanics 

I 
I In 1993, former Surgeon General Antonia 

Novello reported on HispaniclLatino 
health status, citing that their numbers 
now comprise 22 million and will in

I 
crease to 31 million by the year 2000. 
Over one-fourth live in. poverty and large 

numbers have Jmited access to health 
care and health insurance.61 

There is conce~ across the country for 
the recognized oor health within the His
panic/Latino p pulation. Several initia
tives focused on increasing awareness of 
preventive health and participation in 
health care havf been developed during 
the last few yejs.62 

f Russians 

Most Russians ftruggling with the lan
guage barrier ale newly arrived immi- ' 
grants or refug es from the former Soviet 
Union. There a: e two very distinct relig
ious groups that are represented within 
the large numbJrs of newly arriving Rus
sians. WhereaJ Russian Jews account for 
most of the imdtigrants, Pentecostal 
Christians have also formed their own 
communities inlthis country. Most of the 
Pentecostals have huge families, migrated 
from rural envi~~nments, and are poorly 
educated. Manr of the former Soviet 
Jews, on the other hand, were experi
enced professiohals in the Soviet Union 

I 

I S9 	 Ann Davis, Translators Misleading Migrants, Leaders J,MIAMI HERALD, 
June 26, 1992, p.4B. 

I 60 Dexter Waugh, Health Care for Asians Criticized Language, Culture Are Called 
Barriers, SAN FRANCISCO EXAMINER, December 14J 1990, p.All; Elaine 
Herscher~ Health Care for Asians Called Poor: Study Fi~S a Language Barrier I 	 with Newly Arrived Immigrants, December 14, 1990, p.BS.. 

I 	
, I 

61 Antonia Novello, Hispanics Feel Effects ofPoor Health Care, MIAMI HERALD, 

October 25, 1992, p.1M; Novello,Messagejrom the SurgJon General, In One 

Voice, One Vision: Recommendations to the'Surgeon Gejeral to Improve 


I HispaniclLatino Health, June 1993, p.2. 


62 Anita Snow, Teaching Hispanics About AIDS Risk for Th usands ofHealth

I Workers, PInLADELPHIA INQUlRER, April 18, 1993, lAS. 
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and are totally stymied by language and 
cultural barriers. Many of the younger 
immigrants work long hours and then 
study English late into the night, but the 
elderly immigrant finds learning English 

. 'bl 63aImost Impossl e. 

Equally difficult is trying to understand 
the American culture and its health care 
system. Every citizen in Russia was as· 
signed a primary care physician and ap
propriate medical care was provided to 
citizens at no cost. Each neighborhood 
had a fully staffed outpatient clinic where 
one could go for immediate care. The pri
mary care physician kllew the patient's 
medical history and gave personal atten
tion to each complain. If the problem 
was acute, the primary care physician 
would make a home visit. Many Rus
sians, especially the elderly, find it diffi
cult to locate replacements for these 
neighborhood clinics and primary care 
physicians in the U.S. Even with inter
preters assisting with the visits, encoun
ters with American doctors seem brief 
and impersonal with too much emphasis 
placed on cost 64 

I 
g. The Elderly 

The elderly as a subset of the entire LEP I 
population must be examined separately. 
Although elderly individuals also belong 
to specific ethnic and cultural groups, I 
they all share certain characteristics, such 
as their age, status in the community, and I,difficulties learning the English language. 
In addition, elderly immigrants and refu
gees must maneuver within a health care 
system that is becoming increasingly dif I 
ficult to understand. Insurance tends to 
pose specific problems: they do not qual· 
ify for Medicare until they have resided I 
in the country for at least 5 years, yet 
many are not able to work at full-time em

65 I dd" ., IpIoyment. . n a loon, most pnvate In

surance policies do not allow holders to 
add an elderly parent to a "family plan.,,66 I 
Many people assume that families will 
continue to support the LEP elderly out I 
of respect and an intergenerational value 
system. Although this assumption was 
believed for many years to be true of the I 
Asian cultures, intergenerational research 
on immigrants indicates that family ties 
may become strained due to the immigra- I 
, d I' 67bon an accu turatlon process. 

I 
,1

63 	 Michael Drexler, Soviet Immigrants Struggle with Needs, New Culture, PLAIN 
DEALER, November 17, 1992, p.IB. 

I 
64 Linda Carroll, Seeking Care in a Strange Land, NEWSDAY, October 10, 1993, p.l. 

65 Linda Carroll, Seeking Care in a Strange Land, NEWSDAY, October 10, 1993, p.l. I 
66 Kenneth Sakauye, The Elderly Asian Patient, Presentation to the Scientific Meeting 

of the Boston Society for Gerontologic Psychiatry, April 7, 1990 I 
67 Ibid, I 
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I h. Mental Health 

While many Americans have difficulty 
accessing the mental health service sys

I tem, LEP individuals have special issues 
around culture and language that com
pound the jobs of mental health profes

I sionals. In addition to the stresses of 
adjusting to a new country and culture, 
many refugees and immigrants have un

I dergone extremely painful experiences in 

'I 
their former life and try to shut them
selves off from remembering. Memories 
of horror, torture, prison, or deprivation 
can surface years after resettlement, al
though most mental illness occurs in reI cent arrivals.68 

Because using interpreters within the cliI ent-therapist relationship presents issues 

of confidentiality and problems with cul

tural interpretations, most experts recom
I mend conducting mental health services 

in the primary language of the LEP cli


I ent by a bilinguallbicultural professional. 


I 

Yet, severe shortages of trained bilin

guallbicultural professional exist in the 

mental health field.69 The symptoms dis

played by many LEP immigrants and 
refugees may be influenced by cultural

I 

. ?ifferences an)onlY a professional with 
m-depth famili~rity of the patient's cul
ture could estat)i{lish a diagnosis of depres
. fi . 70Slon rom psyc OSIS. In Asian cultures 

there are no wo~ds for "depression," and' 
many Asian Parific Islanders believe that 
the only time tHey should seek mental 
health services is when they are afflicted 
with a very serious psychiatric disorder. 71 

.D. LANGUAJE SERVICES 
AVAILABLE if0 LEP 
POPULA T10NS 

in reviewing tJe literature around lan
guage se~iceslbeing used in the field, 
three malO morel,S of lan~~ge services 
appear to be dommant. Bdmguallbicultu
ral staff, whetHer professional or support 
staff, are widely used in those facilities 
where large nJmbers of LEP clients 
speak a commbn language or within the 
mental health ~etting. Staff interpreters 
are described 'S being used mostly in hos
pitals, and stil, widely used are the inter
preters who a~e also communi ty 
volunteers. \\fhen none of the these inter
preters is available, hospital staff report
edly still use frmily members even 
children, in a friSiS situations.72 

68 Elizabeth Gong-Guy. Richard Cravens, and Terence Pa erson, Clinical Issues inI Mental Health Service Delivery to Refugees, AMERICAN PSYCHOLOGIST June 
1991, p.643-644; Kenneth Sakauye. 

I 

' 

I 69 Gong-Guy, et. al .. 

70 Jean Dietz, For the Southeast Asian Refugees, War conrinues, BOSTON GLOBE, 
October 14, 1984. 

71 Gong-Guy et. al; Barbara Gray, Struggling to Help Tro'fbled Immigrants: MentalI Health, LOS ANGELES TIMES, February 17, 1991, p.8. 

I 72 Haffner, p.256. 

I 
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1. Bilingual/Bicultural Staff 

Many hospitals identify staffwho speak 
other languages and involve them in 
medical interpreting encounters. Accord
ing to Ginsberg this is currently the most 
widely used method within public and pri
vate teaching hospitals?3 In small infor
mal surveys of hospital practices, several 
newspaper articles substantiated this prac
tice, claiming interpreting capability for 
dozens of different languages. Often, the 
list of bilingual hospital staff is referred 
to as the hospital's "language bank.,,74 
Other reports documented bilingual staff 
discomfort with this practice, since such 
staff are usually not provided training 
around medical terms or techniques of in
terpreting.75 

I 
Another form of the bilinguallbicultural 
model that is popular within small set I 
tings is a fully bilinguallbicultural medi
cal staff who work as a team to provide 
services to clients?6 One such program I 
for Asian Americans is being pilot tested 
in Sacramento as part of a new managed 
care initiative. Vietnamese doctors use I 
their valuable experience and background 
to treat Southeast Asian patients. Cultural 
differences often prevent patients from I 
discussing treatment issues with their doc
tors.· One doctor cites his expertise as, 
"... 1 can anticipate the instructions not I 
beingfollowed, the ft:!!.stration, the break 
in communications." 77 I 
Another frequent model within LEP com
munities is the use of bilingual staff as I 
outreach workers or case managers. Inter
preting and translating for clients are re: I 

73 	 Ginsberg, et. ai, p.21. 

I
74 	 Guy Keeler, Bridging the Culture Gap: Translators Keep Hospitals in Touch with 

Their Patients, THE FRESNO BEE, May 12, 1992, p.D3; Sherry Joe, Hospital 
Needs Interpreters in Maternity, Group Says, BALTIMORE SUN, July 12, 1994, I 
p.B 1; Richman, p.6.; Jane Halsema, Lending a Needed Voice; Interpreters Bring 

Reliefto Pressure Situations, LOS ANGELES TIMES, October 9, 1986, p.l. 
 I 

75 	 Debora Vrana, Some at Hospitals Perform Double Dutyllnterpreting: Under a 
2-year~/dState law. Bilingual Employees Help Doctors Communicate with 
Non-English-Speakers, July 21, 1993, p.B5; Mitch Gelman, Breaking Down the I 
Barrier o/Fear: Doctors Unlikely to Report Immigrants, NEWSDAY, p.B7; 
Grasska and McFarland, Overcoming the Language Barrier, Problems and 
Solutions, AMERICAN JOURNAL OF NURSING, September 1982, p.1378. I 

76 	 Donald Minkler, The Role ofa Community-Based Satellite Clinic in the Perinatal 
Care ofNon-English-Speaking Immigrants, CROSS CULTURAL MEDICINE, I 
December 1983, p.906~ Linda Monroe, Cultural Differences Snarl Health Care for 
Immigrants, LOS ANGELES TIMES, August 17,1989, p.AA2 .. I 

77 	 Nancy Bee, Care Not Lost in the Translation: Doctors Form Group to Treat Asian 
Immigrants, SACRAMENTO BEE, March 30,1993, p.Bl. I 
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I 
 garded as part of their job duties, in addi


I 

tion to social work functions. For in

stance, a program in Los Angeles sends '. 

teams of bilingual health workers into the 

community to jrovide outreach to elderly 
Cambodians.7 

I . 2. Staff Interpreters 

I 
 Due. to many factors, such as laws, mar

ket forces, and changes in Medicaid, 

I 
many more hospitals and other facilities 
are providing full- and part-time staff in
terpreters to LEP patients. And for those 
facilities that have sought to integrate an 

I 
 interpreter services system, the demand 


I 

for such services has increased rapidly 

over the years. Many have special train

ing programs, offer a variety of lan


I 

guages, and are viewed as a vital part of 

the system. While these programs are not 

cheap-some exceed budgets ofover one 

million dollars per year-they.are helping 
to increase access to thousands ofLEP pa
tients and bring in business to the hospi

79 .I tals. . 

I Some hospitals use student volunteers 

I 
from nearby universities as staff interpret
ers. The students go through an intensive 
training program and receive college 

·1 
credit for their work as interpreters in lo
cal hospitals. The training and ex peri

ence allow rna y to move into the medi
. I C' • 80I . ca mterpretmj prOleSSlon. 

3. communit1volunteer interpreters 

Community volunteer interpreters are 
often individuJls interested in serving oth
ers with the saine ethnic and cultural 

I
background. ~though they may be work
ing independerltly with members of the 
their community, many discover interpret
ing needs throdgh their work with agen
cies providing ~ervices to LEP 
populations. ifany of these agencies ex
press anger at hospitals using community 
volunteers instbad of accepting the re
sponsibility fot training and hiring their 
own medi cal i1terpreters.81 

4. Training I 

Training for certified medical interpreters 
can take many Iforms. Benhamida's re
view describes some of the different mod
els. Training p,rograms may be based 

~~~t!: ~~~~g~~~:~i=:i:;~::.~_ 

fered by for-profit firms, or based in a 
university or cpllege. Some university 
programs off;ea double major to under
graduate stude ts seeking to become 

. qualified inte . reters. Many community 
colleges awar~ associate degrees to indi
viduals interesfed in community interpret-

I 78 David Haldane, Meeting Medical Needs ofRefugees, LO 
March 10, 1990, p.19. 

I 79 Sylva; 

ANGELES TIMES, 


80 Nicole Carroll, Translating Medicine's Mysteries, USA ODAY, May 11, 1993; 

I William Douglas, Many Tongues Spoken: Students Translate at Clinics, Hospitals, 
NEWSDAY, January 3, 1993, p.39. 


I 81 Joe; 
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ing, although several programs have re
cently been tailored to fit the needs of 
the medical community.· Because so 
many communities have discovered such 
a great gap in interpreting service deliv
ery, another recent development has been 
the addition of one-year inter.P.reting pro

. 	 II 82grams at commumty co eges. . 

Since many hospitals tend to use bilin
gual staff for interpreting encounters, 
other less intensive training progr~s 
have been introduced recently to accom
modate the training needs of bilingual 
staff. Especially in California, where a 
law requires hospitals to supply interpret
ers in acute care facilities, such pro§rams 
are becoming increasingly popular. 3 

E. CONCLUSIONS 

It appears that recent research and media 
efforts to promote language services for 
the LEP population have provided the 
field with much new infonnation around 
policies, practices, and health status of 

I 
LEP populations. Whether recent find
ings will increase awareness and sub I 
sequently affect service delivery remain 
to be seen. Changes in organizational 
structures are not easily implemented, but I 
research around language needs clearly 
supports such changes. In addition to 
providers recognizing their responsibility I· 
in supplying interpreters for LEP clients, 
it is hoped that recommendations around 
screening, training and evaluating of inter I 
preter services will be taken seriously. In 
addition, a system ofcare must be estab
lishedthat will link the LEP client into in I 
terpreter services and continue to 
maintain that link throughout the client's 
contact with the provider. I 

I 
I 
I 
I 
I 
I 
I 
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II
82 	 Laurel Benhamida, Interpreter Training: A Review and Discussion ofExisting 

Interpreter Training Programs, University ofMinnesota, p.13-17. 

83 	 Debora Vrana~ Jeff Matsuda, It's Caring in any Language: Translation Program I 
Assists Russian Immigrants with Medical Needs, SACRAMENTO BEE, December 
9, 1993, p.Nl. I 
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I APPENDIX G: Participants 

A. Congressional Participants I 	 Congressional Hispanic .Caucus 
Esther Aguilera, Legislative Assistant 

I Congressional Subcommittee-on 
Health and the Environment 
Julia Fortier, Professional Staff MemI ber 

I 
B. Federal Participants 

I 	 Administration for Children and 

I 

Families 

Ms: Virginia Apodaca, former OCR Re

gional Director for the San Francisco 


I 

Office, currently Director of Human Re

sources and Equal Opportunity, Ad

ministration-for Children and Families 


I 

Administration on Aging 

Fernando Torres-Gil, Ph.D., Assistant 

Secretary 

Michelle Puccinelli, Special Assistant 


I Centers for Chronic Disease Control 

and Prevention 

Ms: Donna Garland, Analyst, Immuni


I zation Control Program 


Commission on Immigration Reform 

I Ms. Susan Forbes-Martin 

Federal Administrative Office ofU.S.I Courts, U.S. Department of Justice 
Mr. Edward Baca, Legislative Analyst 

National Institutes of Health Na-I 	 . ' 
tional Institute of Mental Health 
Juan Ramos, Ph.D., Director,-Office of I Prevention and Special Projects 

Office of Minority Health . 

I 

I Mr. Clay Simpson, Acting Deputy Di


rector 

Mr. Guadalupe Pacheco, Special As

sistant 

I 

. I 
Ms. Betty Lef Hawkes, Project Officer 

Office of Re~Ugee Health 
JoAnne Luoo, M.D. Director 
Tom Borne ann.. Ph.D. 

Office of Re gee Resettlement 
Ms. Regina ee, Deputy Director 

Substance buse and Mental Health 
Services A ministration 
Ruth Sanch z-Way, Representative on 

Minority He 11th Concerns and Director
of Communi y Training Services 
Dina Birma , Ph.D. Research Officer 
Refugee Me tal Health Branch ' 

C. Advocac 

Associatio of Asian and Pacific Is

I~nder Community Health Organiza

tions 

Steven Jang, Executive-Director 


! 

Internation I Rescue Committee 

Mr. Ray Ev ns, Director Resettlement 

Program for DC area 


Latino Coal tion for a Health Califor

nia 

Cannela Ca tellano, J.D., Coalition Di

rector 


D. profess~.·nal Associations 

American 
Ms. Ellen J 

American 
Mr. Mike Za 

ospital Association 
ss, Research Analyst 

edical Association 
ski, Policy Analyst 
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American Speech, He~ring, and Lan

guage Association 

Ms. Diane Scott 


DC Hospital Association 

Ms. Holly Constant 


Joint Commission on the Accredita

tion of Health Care Organizations 

Mr. Paul Mullen ' 


National Association for Public Hos

pitals 

Ms. Vanessa Martin, Policy Analyst 


Registry of Interpreters for the Deaf, 

Inc. 

Shaundra Williams" Staff Analyst 


E. Site Visits 

1. Seattle 

Office for Civil Rights, Region X 
Ms. Carmen Palomera Rockwell Re. ' 
glonal Manager 

Asian Counseling and Referral Serv
ice 
Raymond Ishii, Deputy Director 
Elisa Del Rosario, Director, Managed 
Care ' 

Children's Hospital of Seattle ' 
Ms. Patty Hencz, Director, Interpreter 
Services Program 

Community Health Interpretation Serv
ices/Hospital Interpretation Program ' 
Ms. Sherry Riddick, Director 

Pacific Medical' Center: Cross-Cul
tural Health Care Program 
John Larson, Clinic Administration 
Robert Putsch, M.D., Medical Director 

I 
Ms. Cynthia Roat, Medical Interpreter 

.Program Director 
 I 
Thu Van Nguyen, Interpreter ' 

IGroup Health Cooperative 

Michael Wander, M.D. Family Practice 

Residency Director 
 IErika A. Steinbacher, M.D., Family 

Practice Resident ~ 


ISeattle/King County Health, Depart- ' 
ment 

IMs. Shari Wilson, Coordinator of Refu

gee,Screening and Interpretation 


ISeattle Area Hospital Council 

'Peggy Shapiro, Director, Office & Fi

nancial Management' 
 I 
Washington Department of Social 

and Health Services 
 IMr. Ed Rodriguez, Director of Diversity 

Initiative Office, . 


I 
2. Boston I
Office for Civil Rights, Region I 

,Ms. Caroline Chang, Regional Man
ager I 
Mr. Jerry Malone; Division Director 
Ms. Deborah Coppa, Investigator 
Ms. Linda Connor, Assistant Manager I 
Boston Children's Hospital IMr. Eduardo Berinstein, Coordinator, 

Il'1terpreter Services ' 


I 
Boston City Hospital 

Eric Hardt, M.D., Medical Director, 

Geriatric Division 
 I 


I 

I 
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Central Massachusetts Area Health I 	 Education Center- Language Link 
Program 
Ms. Gail Lewis, Executive Director I 	 Ms. Ana Mulgoza, Manager, Language 
Link Program 

I 
Clark University 
Thomas P. Massey, Ph.D., Dean, Col-I 	 lege of Professional and Continuing 
Education 
Leo Ortiz-Minique, Ph.D., Profes-I 	 sor/Coordinator, Medic~1 Interpreter 
Training Program 

I Commonwealth of Massachusetts, 
Department of Health and Human 

I Services 
Ms. Victoria Mederos, Director of Af
firmative Action/Human Rights/ADA 

I Coordinator/ MBE Coordinator 

Commonwealth of Massachusetts,

I Department of Public Welfare 

I 
Ms. Agnes Young, Affirmative Action 
Manager 

I 
Greater Boston Legal Services 
Ms. Melanie Malherbe, Staff Attorney 

I 
Mattapan Clinic 
Rodney Taylor, M.D., Director 
Ms. Brenda Carruthers, Coordinator 

Massachusetts Law Reform Institute I Mr. Ernest (Tony) Winsor, Staff Attor
ney

I 	 Massachusetts Medical Interpreter 
Association 
Ms. Raquel Cashman, President I 	 Ms. Margarita Battle, Vice President 

I Massachusetts Department of Pub
lic Health 

I 

Mr. An Ton 

Refugee an 


That, Director, Office of 
Immigrant Health 

Ms. Jennifer Cochran, Director, Refu
gee Health rogram 

Massachus tts General Hospital 
Ms. Patricia ~owell, ~irector, Volunteer 
and Interpret r Services . 

University f Massachusetts Medi
cal Center 
Ms. Maria 0 rham, Director, Interpreter 
Services 
Mr. James ells, Director, EEO/Hu
man Resour s 

s 

Office for Ci iI Rights, Region IX 
Mr. Joe Ken edy. Acting Director 
Ms. Sharon eyers, Investigator 

alth Services Corpora
tion 
Ms. Castalo e la Rocha, President 

Asian Pacifi American Legal Center 
of Southern California 
Ms. Kathryn Imahara, Staff Attomey . 
and Director Language Rights Project 

Asian Pacifi Counseling and Treat
ment Cente 
Ms. Jiun Shi ,Staff Psychiatrist 

Health Care Venture 
ibata 

California epartment of Health 
Services 
Mr. Calvin F eman, Director, Office of 
Multicultural ealth 
Ms. Barbara Marquez, Chair, Cultural 
and Linguisti Requirements Subgroup 
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Cedars Sinai Medical Center . 
Ms. Ruth West, Manager, Interpreter 
Services 

Kaiser Permanente ofSouthern Cali· 
fornia 
Jean Gilbert, Ph.D., Director, Organiza
tional Effectiveness . 
Mr. Jose Deando, Assistant Director of 
Human Resol..irces 
Martin Luther King, Jr. Drew Medical 
Center 
Tessie Cleveland. D.S.W., Director of 
Social Services . 
Mr. Edward Padilla, Coordinator, Inter
preter Services 

Mexican American Legal Defense 
and Educational Fund 
Ms. Inna Rodriguez. Staff Attorney 

. National Health Law Program 
Ms. Yolanda Vera, Staff AUorney 
Ms. Lourdes Ria, Staff Attorney 

. National Immigration Law Center 
Ms. Susan Drake, Acting Directing At- . 
torney 

I 
PacifiCare of California 
Mr. Richard Irwin, Manager, MediCal I 

. Member Services 

Public Advocates, Inc. I 
Ms. Carmella Castellano, Attorney, 

Public Advocates and Executive Direc

tor of the Latino Coalition for a Healthy I 

California 


IStanford University Medical Center 
Ms. Linda Haffner, Director, Interpreter 
Services' IMr. John Chavez, Coordinator of Inter
preter Training 

IT.H.E. Clinic 
.Ms. Sylvia Drew-Ivie, Executive Direc
tor I 
White Memorial Medical Center 
Hector Flores, M.D., Co-Director, Fam Iily Practice Residency Program 

I 
I 
I 
I 
I 
I 
I 
I 
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APPENDIX H: Le islative Initiatives I 
A. IntroductionI Although OCR has been invested in this 
issue over a 15-year time period, other

I Federal agencies have supported service· 
delivery to the LEP population through 
regulatory or programmatic initiatives. 

I During its site visits, the study team iden
tified several programs that were recipi
ents ofFederal, state or local funding, or

I 	 were initiated in response to state regula
tions. This section will document how 
various Federal and state agencies haveI 	 participated in shaping the service deliv
ery system. 

I 	 Although Title VI would appear to affect 
all services provided within and for the 
Department ofHealth and Human ServI 	 ices (DHHS), health and social services 
have historically been managed sepa
rately. Policies around services for LEPI populations have not been developed for 

the entire Department, but rather for each


I agency within the Department. Separa

tion of health and social services is not 

unique to the Federal government, how


I ever, for most states have been structured 

in a similar fashion. Many DHHS ef

forts have promoted services to support 


I 

I increased health access to minority popu


lations, but it is only recently that efforts 

to remove or address cultural and linguis

tic barriers have been initiated. 


I 
 Removal oflanguage and cultural barri

ers fr<?m health care has been a stated 
goal within PHS and, although all of its

I agencies share responsibility for this 
goal, the Office ofMinority Health is des
ignated as the leader within PHS in spear

I heading a movement towards changing 
an existing system. 

I 

I 


B. Office of Minority Health, Public 
Health Servibe 

The Office Of~inOrity Health (OMH) ex
ists to improv the health of racial and 
ethnic minori populations in the United 
States. Histori ally, OMH was perceived 
as an agency t at served mainly African 
Americans, bu recent congressional in
itiatives have sought to extend its goals 
and objectives.1 Section 1707 of the Pub
lic Health Service Act (otherwise known 
as the "Minori~ Health Improvement Act 
of 1990") expands the scope ofOMH's 
efforts to target the LEP population by 
the foHowing activities: (1) estab
lishment of an ~dvisOry committee that 
would provide pidvice, assistance, and 
oversight; (2) ihteragency agreements 
with other agerlcies to support work in re
search, demonJtrations, and evaluations 
to test innovati~e models of delivering 
services, (3) c ,ntracts with health care 

ers' capacity to provide bilingual or inter
preter services, (4) establishment of the 
Center for Lin istic and Cultural Com
petence in Hea~ h Care, and (5) estab
lishment of individual offices of minority 
health within a~encies ofthe Public 
Health servicel 

OMH funds de onstration programs to 
extend access tf persons with limited 
English profici,ncy. Some programs de
velop and test'1ultural orientation training 
for physicians; bthers fund case managers 
and outreach wbrkers to racial and ethnic 
communities, o~ translation and inter
preter services.l Grant awards range from 
537,000 to 575,000. Other OMH demon
stration effortstsuch as the Minority 
Community Hehlth Coalition Program, 
the Coalition E, hancement Initiative, the 
HispaniclLatin Community Health Coa
lition Develop ent Initiative, the Minor-
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ity Male Program, and mvIAIDS pro
jects- promote health selVices in 
broader areas, while lending support to re
moval of language and cultural barriers. 
OMH has also funded research efforts, 
such as the "Language Access Proj ect," 
that developed models and standards for 
bilinguallbicultural selVices for Asian 
and Pacific Islander Americans con
ducted by the Association of Asian Pa
cific Community Health Organization 
(AAPCHO), and the "ASrnO Bilingual 
Health Initiative." conducted by the Asso
ciation of State and Territorial Health Of
ficials (ASrnO). 

OMH operates the Office ofMinority 
Health Resource Center (OMHRC) 
through a contract with a private firm. 
The OMHRC provides health profession
als with information 'about and for minori
ties. It also maintains listings of 
programs operating at the national, State 
and community levels. 

In June of 1994, the U.S. Congress, 
House Committee on Appropriations rec
ommended that OMH implement certain 
initiatives specified in the Minority 
Health Improvement Act to assist health 
care providers in delivering health selV
ices to individuals with limited-English 
proficiency. OMH was asked by this 
Committee to "establish a center to de
velop and evaluate models, conduct re
search, andprovide technical assistance 
to providers on removing Ianf"age barri
ers to health care services." 

1 The Office ofMinority Health. 1995. "Final Draft Plan for The Center for ILinguistic and Cultural Competence in Health Care (CLCCHC)." 

2 Ibid. I 
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I 
The Center for Linguistic and Cultural 
Competence in Health Care (CLLCHC) I 
is currently being planned within OMH 
as an internal component integrating 
OMH's different initiatives. Within its I 
plan for this Center, OMH has recog
nized the significance of Title VI in speci
fying the need for language selVices and I 
sees its role as one of focusing on sys
temic change within Federal, state and lo
cal communities to assist health care I 
providers in accepting responsibility for 
providing competent language selVices to 
LEP patients and increasing the informa I 
tion and resources available to providers. 
The Center will attempt to accomplish Ithe following goals: (1) foster access to 
literature, research and programmatic in
formation on removing language and cul Itural barriers to health care for the LEP; 
(2) collaborate with other agencies (Fed
eral, state, managed care, institutions of 
higher learning, and community-based or
ganizations) to promote research on re
moving Janguage and cultural barriers; 
(3) develop demonstration programs to re
move language and cultural barriers; '(4) 
conduct program evaluations on demon
stration programs to determine replicabil
ity and transfer programmatic knowledge 
to the field; and (5) provide assistance to 
health care providers on removing lan
guage and cultural barriers to health care 
for the LEP populations.2 

Other existing OMH initiatives will also 
be integrated into the Center. An impor
tant part of the Center is sharing informa
tion around LEP issues with other I 

Macro International, Inc. 
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I 
 agencies within the Public Health Service 


I 

that currently support a Minority Health 

Representative. These agencies currently 

include the Agency for Health Care Pol


I 

icy and Research, the Centers for Disease 

Control and Prevention, the Federal Drug 

Administration, the Health Resources and 


I 

Services Administration, the National In

stitutes of Health, and the Substance 

Abuse and Mental Health Services Ad

ministration. It is expected that the re

search and programs supported by these 


I agencies will be planned in such a way as 

to include ways to remove language and 

cultural barriers to health care. 


I 
I 


Plans are underway within the Center to 

develop a minority fellowship program in 


.1 

collaboration with the Centers ofExcel

lence Program within the Bureau of 

Health Professions, Health Resources and 


I 

Service Administration (HRSA). This 

program will involve recruitment ofmi

nority candidates and the provision of re

search, clinical and community 
experiences necessary to obtain tenured 

I 
 status at teaching universities participat

ing in the Centers ofExcellence program. 

I C. Centers for Disease Control and 
Prevention, Public Health Service 

I 
I The CDC holds a major responsibility for 

the surveillance, prevention, and treat
ment of infectious and chronic diseases in 
the U.S. Quite often their work cannot be 
conducted effectively without the inclu

I 
 sion of services to the LEP population. 


The following descriptions are a sample 
of CDC's invqlvement in promoting serv
ices for the L P. 

The CDC's Di ision of Tuberculosis 
Elimination (l cated within the National 
Center for Pre ention Services) has been 
assessing, moryitoring, and treating all in
dividuals in th U.S. for tuberculosis in
fection. They ork closely with state 
governments t ensure compliance at the 
local levels an develop policy around 
working proc ures. Because local TB 
'programs ofte involve outreach and care" 
to persons oft1mited English proficiency, 
the CDC has romoted the use of bilin
gual outreach orkers and, where neces
sary, has fund d efforts to staff state and 
local program with bilingual workers. 
In addition, th CDC advocates the use of 
interpreters in recent publication, "Im
proving Patie t Adherence," and devotes 
a brief, but we I-researched section to 
"Workingwit~ an Interpreter." Although 
promoting the use of trained medical in
terpreters, the uthors freely admit that 
trained interpr ters are not always avail
able and sugg st some guidance around 
not using fami y members, especially chil
dren, and com unity volunteers? 

The CDC's N!tional Immunization Pro-
I 

gram has also ecome involved in study
ing and empl ing methods ofreaching 

Childhood 1m unization Initiative in
cludes develo of an Immunization Ac
tion Plan for e ch region of the country. 

I 
Within some qf the regions, "brainstorm

'1 3 Centers for Disease Control and Prevention. 1994." "1m roving Patient 
Adherence," U.S. Department ofHealth and Human selices, Public Health 
Service, Centers for Disease Control and Prevention,Di ision ofTuberculosis

I Elimination; Atlanta, GA. " . . 

I 
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ing" meetings were conducted around de
veloping the plans that included examin
ing the issues of the LEP population. 
Specific recommendations were targeted 
to the integration of interpreter services 
and bilingual staff within the service de
livelY m~del. The CDC supports such ef
forts and in some instances has funded' 
pn;lposals to augment the existing infra

4structure. 

To promote the prevention ofmV/AIDS, 
the CDC's Division of Adolescent and 
School Health (DASH}has, since 1987, 
funded cooperative agreements with all 
State Education Agencies and several city· 
and local agencies to promote training, 
policy development, curriculum develop
ment and collaboration efforts. In 1991, 
DASH began emphasizing services to mi
nority youth and encouraging bilin
guallbicultural services within the local 
communities. At the local level, many ef
forts were'funded to translate materials 
on mv prevention into other languages. 
Programs located in areas where LEP 
youth resided were supported in hiring bi
lingual outreach workers. 

The CDC's Division of Quarantine is 
also responsible for operating the Refu
gee Health Screening Program through 
an interagency agreement with the Office 
ofRefugee Resettlement (ORR). Ap
proximately 55.7 million was s s spent in 
1993 on preventive health services for 
refugees through this agreement, which 
provided for technical assistance and 
monitoring of health screening practices 

I 
overseas, issuing health documentation of 
refugees entering the count!)', at ports of I 

,	entlY, forwarding of documentation to 
state and local health departments, and ad
ministering the preventive health screen I 
ing grailt program. To ensure that 
refugees meet public heal th requirements 
and are deemed in good health for em I 
ployment purposes, the State Department 
strongly recommends that all refugees re
ceive an initial medical ,screening exam I 
in the domestic resettlement site. Most 
state health departments and some local 
agencies receive funding to manage and I 
support health screening services for 
newly arriving refugees. The purpose of Ithe initial health exam is to screen and 
treat for the following: (1) those health 
conditions that could affect the public 1health, such as tuberculosis and hepatitis 
B, and (2) health problems that could im
paira refugee's resettlement and/or em"'! Iplayability, such as hypertension, 

diabetes, or mental disorders. (Addi

tional funding for these screenings is pro I

vided by ORR in'the form ofRefugee 

Medical Assistance (RMA» Wherever 

possible, state and local agencies also I 

contribute resources to'this screening pro- ' 

gram. 
 I 
Because most refugees are part of the , 
LEP population, language barriers must 
be overcome before refugees are pro I 
vided any type of health service. The do
mestic health screening program has Irecommended that interpreters or bilin
gual staff workers be used to conduct the 
assessment, and as such, the state and 10 I. 

Macro International, Inc. 

4 Roger Bernier. 1994. "Toward a More Population-Based Approach to, " I'Immunization: Fostering Private-,and Public Sector Collaboration" American 

Journal o/Public Health, Vol 84, No~ 10; and Donna Garland, Ce~ters for Disease 

Control and Prevention; interview conducted September 14, 1994. 
 I 

I' 
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cal grants funded by the CDC are freI 	 quently used to fund interpreter services 
programs. One city .health department 
uses the CDC funding to support"interI 	 preter services within its public health 
clinics. Several states fund bilingual staff 
salaries in county health department, andI 	 at least one state funds a monetary incen
tive for using an interpreter during the 
health screening. Even with this assisI 	 tance, many refugee health screening pro
grams rely on the community assistance 
provided by voluntary or resettlementI agencies working with the refugees. 
Often, the refugee is brought in for the

I exam by a bilingual case manager or out
reach worker who stays for the duration 
and interprets for the refugee and the

I health provider. When asked about barri
ers to obtaining health assessments for 
refugees, many providers cited a lack of

I interpreter services within the local com
munities. 

I 	 D. Office of Refugee Health, Public 
Health Service 

The Office of Refugee Health (ORH) foI cuses on developing and setting policy . 
around refugee health and mental health

I issues, and identifying problems and solu
tions to refugee health. They are funded 
through an interagency agreement with 

I the ORR and maintain close working rela
tionships with the State Department, De
partment of Justice, ORR, state and local

I 	 health departments and international or
ganizations. such as the United Nations 
High Commissioner for Refugees I 	 (UNHCR) and the International Organiza
tion for Migration (10M). ORH is cur- . 

rentIy sponso 'ng aspeciaJ study entitled 
an "Evaluatioh ofHealth Needs ofNewly 
ArrivingRefo~ees," in which the seven 
states receiviJg the largest numbers of 
refugees will ~e studied. Within this 
evaluation, in~erpreter and translation 
services are e~amined in terms of their 
availability to Irefugees and health care 
providers, as J.1ossible barriers to health 
services, and i~sues to consider for the 
most newly·arkvir:tg refugees. 

E. Office of the Surgeon General, 
Public Healt Service 

Within the 0 'lce of the Surgeon Gen
eral, an initiati e was sponsored in 1992
93 by Dr. Ant, nia Novella, the then 
Surgeo.n Gene~al, to address the barriers 
to quahty health care faced by the His
panicILatino dommunity. The His
panicILatino ~ealth Initiative 
commenced i September 1992 with a 
National Wor shop on Hispanic/Latino 
Health, bringing together over 200 His
panic leaders. lIn Spring of 1993, inten
sive, two-day ~egional meetings were 
held in five cit~es in the U.S. with large 
Hispanic popu~ations: New York, Mi
ami, Chicago; San Antonio, and Los An
geles. Recom~endations were developed 
from these m:ftings to improve health 
care for the ~fpanic community. In a re
port on this inifiative, it was recognized 
that governmej.tal and institutional poli
cies were not ~sponsive to the health 
needs ofHisp nicslLatinos. 5 Recommen
dations includ d establishing policies 
around provid~ng linguistically and cultur
ally competen~ programs, funding re
search initiatiVes around Hispanic health 

I 	 . . I . . 
5 U.S. Department ofHealth and Human Services, Office Qfthe Surgeon General. 

1993. One Voice, One Vision-Recommendations to th~ Surgeon· General to 

I . Improve HispaniclLatino Health, U.S. DHHS: ROCk,~. 

I 
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I 
issues, developing programs to increase 
the numbers of Hispanic health profes
sionals, and seeking ways to foster col
laboration around Hispanic health issues. 
Dr. Aida Giachello, speaking on behalf of 
one of the workgroups said, "... in terms 
ofan ideal system, we want to eliminate 
language and cultural barriers ... We dis
cussed the whole issue ofinterpreters, 
and we were concerned about the fact 
that the role ofthe interpreter may affect 
the quality ofcare. We were concerned 
also about the issue ofconfidentiality . 
There are ethical issues involved when 
you use interpreters and so the lack of 
guidance, the lack oftraining, the lack of 
really establishing protocols to serve 
providers was a clear concern ofthe 
group ... We need to introduce legislation 
. There should be policy andguidance to 
promote bilingual and culturally compe
tent. relevant services." 

F. Health Resources and Services 
Administration, Public Health 
Service 

The Health Resources and Services Ad
ministration (HRSA) has funded several 
research and programmatic efforts to pro
mote access to health care for the LEP 
population. In fact, some ofthese pro
grams were observed by the study team 
during site visits. Because HRSA is 
more service-oriented than other agen
cies Within PHS, their cOmmitment to lan
guage services for the LEP popUlation is 
critical. ManyofHRSA's programs are 
located in areas that are densely popu
lated by LEP individuals and without lan
guage considerations within program 
guidance, it is questionable whether 
agency goals could be obtained. 

Area Health Education Centers (AHECs) 
are funded byHRSA's Bureau ofHealth 

Macro International, Inc. 

Professions (BHPr) to promote partner
ships between community-based agencies I 
and medical schools. In Boston!Worces

ter, the study team observed an AHEC of

fering language bank services, task forces I 

around language services, interpreter serv

ices training programs, and training pro- . 

grams for physicians. AHECs can be .. ' I 

valuable resources within local communi

ties to promote and offer language serv

ices to the LEP population. I 

A few of the programs visited by the I 

Study Team were funded through 

HRSA's Community and Migrant Health 

Center (CfMHC) program. CfMHCs are I 

located in areas in which there are large 

numbers of underserved individuals and 

few resources to serve them. Their mis-· 
 I 
sion has been to serve those in the imme
diate community, and over the years, this 
mandate has at times been difficult due to I 
the shifting ethnic changes within the 
country. When populations shift, the new 
residents may be LEP individuals and I 
without a shift in CfMHC staffing pattern 
to meet this need, Centers funded under Ithis program may be judged as nonre
sponsive to the immediate community. 

I 
The Centers ofExcellence (COE) Pro
gram is located within HRSA's Bureau of 
Health Professions and has as its objec
tive: to strengthen the national capacity 
to train minority. students in the health 
professions; and to supportthe health pro
fessions schools which train a significant 
number of minority health professionals. 
Often minority students require more as I 
sistance from professors and institutions 
of higher learning to maintain an educa
tionallevel consistent with non-minority I 
students. The COE program funds ef
forts by institutions to work more closely I 


I 
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I 	 with minority students to uQderstand the 
needs of these students. 

I 	 G. National Institute of Mental 
Health· 

The National Institute of Mental Health

I 	 (NIMH) has been involved in conducting 
research and providing services to the 
LEP population for a number ofyears.I 	 Providing mental health services to the 
LEP population can be especially diffi
cult because of cultural and confidentialI 	 ity issues. In 1993, NIMH's Office for 

Special Populations sponsored a special 

group to exa~ine culture and diagnosis,
I 	 and the findings of this group comprise 
the Revised Cultural Proposals for DSM

I 	 IV. Various mental health disorders 
were revised to include cultural'considera
tions for clinicians whose training reflects 
traditional Western psychiatry. Observa

I 
I tions by the study team in the field of 

mental health support the need for further 
research in this area. There was also ob
served to be a dearth ofmental health 
services available for LEP individuals, as 
well as professionals who could provideI such services. NIMH has participated in 
and supported research efforts in mental

I health for LEP individuals, especially 
those designated as immigrants or refu
gees. NIMH also publishes several trans

I lated publications in Spanish, describing 
mental illness and specific conditions, 
such as schizophrenia, depression and

I panic disorder. 

I H. Substance Abuse and Mentai 
Health Services Administration 

The Substance Abuse and Mental Health

I Services Administration (SAMHSA) is 
comprised of three centers that focus on 
specific areas of service delivery: The

I Center for Substance Abuse Prevention 
(CSAP) supports services to prevent prob-

I 

lems caused Jalcohol and other drugs; 
the Center for~ubstance Abuse Treat
ment (CSA~) Wunds t~rough block grants 
to the states 1~terventl0n programs in a 
variety of are~s; and the Center for Men
tal Health SeIVices (CMHS) supports the 

. Icommumty mental health programs and 
other mental ~ealth services. As of 
March 1993, .~AMHSA issued a policy 
on "Inclusion andAttention to the Needs 
ofFemales a~Racial/Ethnic Minority 
Populations i~ Extramural Programs." 
While this pol~cy does not address lan
guage issues directly, it does address 
"sensitivity to bltural competency to 
deal with the~1eciai needs ofthe particu
lar r~ci~l/eth ic groups proposed for in
clUSIOn In the roject." The existence of 
~uch a policy may lead to more specific
Ity. o~ how to provide language services. 
Wlthm CSAPjthe agency directive is to 
fund program that use bilinguallbicultu
ral staffworkrs in communities where 
there are pOPl,llations speaking other lan
guages. Inte reters are not funded or en
couraged. CSIAT, because of its reliance 
on block grants to states, is not able to of
fer much guid~nce in this area and defers 
!o state polici s around language serv
IceS. 

Within CMH. is the Refugee Mental 
Health Progr (RMHP) which provides 
consultation . d technical assistance on 
general refugJe mental health issues. It is 
funded by thelDepartment ofJustice 
through inter~gency agreements with the 
Office ofRefil.gee Health and CMHS. 
The RMHP s· onsors and participates in 
workshops, ' nferences and conventions 
that address r fugee mental health issues. 

Also within OMHS is the Community 
Mental Healt~ Services Block Grant 
which funds ~rogramS to support co:"pre-
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I 
hensive, community-based services for 
adults with serious mental illness and 
children with serious emotional distur
bances. Adequate support for such serv
ices does not exist currently in insurance 
and other mechanisms. The types of or
ganizations funded under this block grant 
were previously classified as Community 
Mental Health Centers'(CMHCs) and in
cluded freestanding psychiatric outpatient 
clinics, freestanding partial care organiza
tions and multiservice mental health or, 
ganizations. After the 1981 Block Grant 
program, definitions for mental health 
service providers were changed to (1) 
outpatient mental health clinic, (2) psychi
atric hospital, (3) residential treatment 
center for emotionally disturbed children, 
(4) a mental health partial care organiza
tion, (5) multiservice mental health or
ganization, and (6) general hospitals with 
separate psychiatric service(s). It is inter
esting to note that ina recent publication, 
Mental Health, United States, 1992, data 
were reported for patients and providers 
across the country on "blacks,""wh·tI es," 
and "other races." Minimal efforts were 
made to examine mental health problems 
for the LEP population, although concern 
was expressed by the authors about the 
lack of minority health professionals en
tering the mental health professions, cou
pled with an interest in serving those 
minorities with mental health needs. 

I. The Office of Refugee 
Resettlement, Administration for 
Children and Families 

Since 1975, the Office ofRefugee Reset
tlement (ORR) has been the major funder 
of services to refugees newly entering the 
country. The Refugee Act of 1980 (sec
tion 413(a) of the Immigration and Na
tionality Act) grants comprehensive 
authority to ORR for the domestic reset-

Macro International, Inc. 

dement program. ORR is responsible for Icarrying out those activities that provide 
for effective resettlement of refugees and 
assistance to refugees in obtaining self
sufficiency. Their primary focus is to in I 
tegrate refugees into the service system, 
prepare them for job readiness, and pro
mote full-time employment. As such, I 
various programs funded by ORR and 
through ORR involve the provision of Ilanguage services to new refugees. 

As mentioned earlier, the CDC domestic I 
health· screening assessment program pro
vides some funding for language serv
ices. Additional funding for interpreter I 
services is provided through the Refugee 
Medical Assistance (RMA) program, 
which provides substantial funding to ap I 
proved states to assist states in conduct
ing the domestic health screening 
assessment. RMA funds are frequently 
used by states to staff local health depart
ments with bilingual outreach workers. 
States that are not currently approved for 
RMA expenditures in this manner report 
difficulties in overcoming barriers related Ito a.lack of interpreter services. It was re
ported that many local health departments 
do not have sufficient resources to pro Ivide interpreter services to refugees. In 
some cases, they lack a commitment to 
refugees and services to the LEP popula Ition. 

Also in health care, ORR has funded I 
through its National Discretionary Grant 
Program, an initiative with the Public 
Health Service to conduct hepatitis B I 
screening and vaccination of children and 
pregnant refugee women who have been 
in the U.S. since 1981. This program I 
also provides public information and in
terpreter services related to hepatitis B is Isues for refugees .. 

I 
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I There is much general concern around 

I 
refugees receiving access to health care, 
and it was noted that caring individuals 
within communities act on this concern 

I 
when health care providers are unable to 
offer adequate interpreter services for 
refugees. Often refugees are provided in

I 
terpreter services in health care settings 
by staff in voluntary or resettlement 
agencies working with them as case man
agers or volunteers. Funding for these 
types of services would be paid for by 

I ORR or the State Department. As stated 
earlier though, ORR's mission (in con
junction with the State Department's) is 

I to fund efforts aimed at employability. 
When staff hours are used to interpret in 
health settings, ORR and the State Depart

I ment are paying for services outside the 
scope of their agreements with these agen
cies. Besides governmental cost effec

I tiveness, another issue around the use of 

I 
staff from community-based agencies to 
interpret within health settings is the lack 
of screening, training and assessment pro
vided these individuals. In many cases, 

I 
 an individual is' rated as a "good inter

preter" because "she's been doing it for 

I 

over 13 years". Several health care 

providers working with refugees admitted 


I 

that interpreters are a necessity for them, 

but at times they are not comfortable with 

the quality of interpretation or question 


I 

whether words are being accurately com

municated. It was reported that commu

nity volunteers lack formal training as 

interpreters and can interject an overabun

dance of patient advocacy into the situ


I ation. One nurse reported conveying a 

simple sentence to a refugee and having a 

community inter,)reter then talk to the 


I refugee gee for over ten minutes. 


I 
 In addition to preventive health services, 

ORR funds a broad range of social serv
ices to assist refugees in obtaining em-

I 

ployment ancU~or self sufficiency. All of 
these social s rvices require the use of in
terpreter and t anslator services for al- . 

I 

most every re~gee entering the country. 
Reception se1ices ensure that the refu
gees are met at the airport, and obtain in
itial housing, ~rniture, food and clothing 
for a minimu1 of 30 days. Counseling 
and referral sef:ices are provided to ori
ent the refuge s to the local community 
and the servic system. Employment-re
lated services, such as English language 
classes, vocatipnal training, vocational 
counseling, job placement, and health in
surance needs 'are provided by several re
settlement agerl cies with special funding. 
Many refugee are also eligible for food 

I 

stamps, AFDO, WIC, Medicaid, and SSI, 
and ORR fund~ case management to reset
tlement agencifs to assist refugees in ob
taining services for which they are 
eligible. ORR\has also funded special in
itiatives within its social services to pro
vide servic. es 11 special populations. The 
funding for m st of ORR's initiatives is 
administered ,rough state agencies, with 
the states bein 1 responsible fo'r the effec
tive implemen tion of community-based 
programs. 

J. Administr ticn on Aging 

The Administration on Aging (AoA) is re
sponsible for irhplementing programs 
funded under the Older Americans Act of 
1965, which dJsignates the Assistant Sec
retary for Agin~ to act as an official advo
cate for the eldFrly within the Federal 
government anti to work with State and 
local agenciesjo implement community 
programs. Th AoA funds programs to 
states and territories based on the num
bers of people in each state or territory 
who are 60·and older. The elderly bring 
special issues df language and culture 
into any servic system. The project team 
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discovered that elderly immigrants found 
learning English difficult, and often re
sist~ learning, retaining use of their na
tive language. Many parents of refugee 
and immigrant children are brought to 
this country and find life in the United 
States bearable only with the help of rela
tives to interpret or translate. Because of 
barriers related to culture, language and 
education, elderly LEP residents are less 
able to advocate for themselves. The 
AoA funds programs to work with spe-

Macro International, Inc. 

cial minority populations and has close 
working relationships with minority advo I 

cacy groups for the aging. 
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6 ;'. "lfdministra,.t,;:tolll'ar:iq, Gingricli pleased with Canadian vote. .iWe are 

6ertaihly he~r~e~~d that the United States wili continue to deal 
with . a strong and un. i ted Canada," said St'ate D~.partinent spokesman 
Nibholas Burhs tod~~, ref~rrin~ to Quebec's vote to r~inain part of 

• 	Canada. Prime Minister Jean Chretien calledPfesident Clinton last 
night to discuss the vote, said Burns, who added that the President 
e.. xpresse'd a very strong interest in maintaini~~1 good r.elations with 
Canada. White House Press Secretary Mike McCu ry said: "The 
Presid~nt has often said our ethnic diversity ere in America is orie 
source of bur greatest strength as we look ahe d .to the 21st 
century, and hopefully it will be for the peop e of Canada as well." 

This morning., House Speaker Newt Gingrich ¢ommented: "And aft~r 
yesterday I s vote in Quebec, I' hope there I s no f'emaining ser ibus . 
a'rgument that it would be good for America to ecome a multilingual 

-society 	ih which we just disintegrate,," 'Added Gingrich: "We 
currehtly teach 82 languages in California public schools. Now this 
is a direction towards the Tower of Babel~ An? we simply ne~d to 
reassert that we have a core .civilization and that there is a core 
. ' 	 .'. . J ' 

lahguage. ' I t's good for people to learn seconj and third lahguages. 
But t " 

o 	 Administration and Gingrich pleased with Canadtan vote. "We are 
certainly heartened th~t the United States will continue to deal 

,	with a strong arid united Canada," said State DIIpartment spokesman 
Nicholas Burns today, referring to Quebec's vo e to remain part of 
Canada. Prime Minister Je'an Chretien called P esident Clinton last 
night to discuss the vote, said Burns, who add d that the Presideht 
expressed a very strong interest in maintainin, good relations with 
Canada. White House Press Secretary Mike McCurry said: "The 
J?resideh't has often said our ethnic diversity here in America is ohe 
s"61irce' of oUr great~st strength as we look aheIid to the 21st 

, C'eritury, and hopefully it will be for thepeop. e of Canada as well." 
This morning, House Speaker Newt Gingrich ,ommehted: !lAnd after 

yesterday's vote in Quebec, I hope there's no }emaining serious 
, 	 I 

argUment that it would be good for America to become a multilingual 
society in which we just diSintegrate." Added~Gingrich: "We 
<?urren~ly teach 82 language~ in californ.ia pub! ic schools. Now this 
1S a d1rection towards the Tower of Babel. An, we Simply need to . 
reassert that we have a core civilization and that there is a core 
language. It s good for people to lear'n second' and third languages.I 

But to function in an American polity, in an Afuerican commercial 
society, you have ,to master English." 

http:californ.ia
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Bilingual Edu~ation: 


Separating Fact 

from Fiction 


September 18, 1995 



Fiction: "Studies prove that bilingual education doesn't work." I 

Fact: There is a consensus in the research community both on the soundness of the theory and 
effectiveness of bilingual education. The culmination of the research consensus is reflected in 
two studies, covering thousands of Spanish-speaking limited-English proficient (LEP) students, 
validated by the National Academy of Sciences (NAS) in 1992. 

In 1990, the Department of Education asked the NAS to review these studies and critique their 
findings. The NAS is the most prestigious research body in the world. Composed of researchers 
and social scientists recognized by their peers as the best in their fields, the NAS is considered 
the "all-star team" of the research community. When an NAS review Committee can agree on 
the validity of research, it is believed that a research consensus has been reached. 

The NAS review affirmed the finding that LEP students in bilingual education programs made 
greater academic gains in content areas, like math, than the students who received all instruction 
in English.2 

Fiction: "Many 'bilingual' programs use the student's native language almost exclusively in 
the first few years. Students aren't learning English." 3 

Fact: This often heard claim is wholly refuted by the studies validated by the NAS. The studies 
found that English was used the majority of time in bilingual education programs and by the 
fourth grade only 3 percent of instruction was in the student's native language. Specifically, the 
studies found that in transitional bilingual education classrooms, English was used 65.8% of the 
time in Kinde:rgarten, 69.1 % in Grade 1, 74.5% in Grade 2,80.3% in Grade 3, and 97.3% in 
Grade 4. Even in developmental bilingual programs, where the goal is fluency in both lan
guages, English was used a majority of the time in Grades 3-6. Every bilingual education pro
gram has an English as a second language (ESL) component. That is, every bilingual education 
program includes significant coursework in teaching English language skills.4 

Fiction: "Studies confirm what common sense would tell you: the less time you spend speak
ing a new language, the more slowly you 'II learn it." 5 

Fact: The studies validated by the NAS directly addressed and refuted this claim. "The study 
concluded that providing LEP students with substantial instruction in their primary language 
does not interfere with or delay their acquisition of English language skills, but helps them to 
'catch up' to their English-speaking peers in English language arts, English reading, and math. 
In contrast, providing LEP students with almost exclusive instruction in English does not accel
erate their acquisition of English language arts, reading or math, Le., they do not appear to·be 
'catching up.' The data suggest that by grade six,students provided with English-only instruc
tion may actually fall further behind their English-speaking peers. Data also document that 
learning a second language will take six or more years [regardless of the instructional approach, 
English-only or bilingual education]."6 
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Students in bilingual education classes posted superior test sc<:,res ?ecause bilingual education 
students were allowed to continue to academically and cognitivelYldevelop as soon as they 
entered school through the use of their native language. Bilingual fducation students were able 
to problem solve, analyze, and apply critical thinking skills earlier ~han LEP students in monolin
gual English settings because they could explore challenging contlnt matter long before students 
in monolingual English classrooms. . 

To use an example from Washington, DC, Public Schools, student~ at the Oyster Bilingual 
Elementary School -- where the student body is composed of roughly equal numbers of native 

I 
English- and native Spanish-speakers -- are taught half of the time 'nEnglish and half of the time 
in Spanish. Sixth grade students at the school posted scores equiv ent to twelfth grade students 
in English language arts on the California Test of Basic Skills. In ther words, sixth grade 
bilingual education students were not only performing at the level ,f high school seniors in 
English, they were also fully literate in Spanish.7 

Fiction: "How difficult can it be to learn English ifBerlitz can teach someone to speak En
glish in 30 days?',g I . 

Fact: There is a great difference between the conversational Phrast taught by Berlitz and the 
high-level aca~eIQic English needed to su~ceed in school, college, ~ndhigh-skills job mar~et.. 
The conversational phrases taught at BerlItz and other short -term lapguage programs pemut the 
student to order food, make hotel reservations, or locate. a train stat,on. They do not claim to 
equip students with the ability to write a high school-paper, for exatnple, on the symbolism of the 
white whale in Herman Melville's Moby Dick, at the same level as rnative English speaker. 

In a soon-to-be-published study that mirrors the findings of st~dies ralidated by the NAS and. 
many, many others on the length of time for English acquisition, t,o researchers from George 
Mason UniversitY examined school records of approximately 24'OO~ language-minority student 
records per school year with six to ten years of data on achievemen in standardized tests, perfor
mance assessment measures, grade point averages, and high school courses in which enrolled. 
Students reached English fluency, as measured by the 50th percent~e on an English standardized 
test, in 5 to 10 years if taught in English only and in 4 to 7 years if tlaught in bilingual education.9 

Fiction: "Language-minority parents and communities oppose blngual education. " 

Fact: Polls show that language-minority communities solidly suP~rt bilingual education. For 
example, more than 80%·of the Latinos interviewed back bilingual education, according to a poll 
by the Los Angeles Times. 10 . 1 
Surveys cited by bilingual education opponents always use loaded uestions that border on 
silliness. For example, English First, a national lobbying organizat~on that helps to funnel 
campaign contributions to English-only supporters, offers this survdY question result in 
theirpromotional material: "the great majority of Hispanic parents -fmore than three-fourths of 
Mexican-American parents and more than four-fifths of Cuban-Am~rican parents -- are opposed 
to the teaching of Spanish at the expense of English." [emphasis a ded] It is almost surprising 
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that only 75 percent of Hispanics affinnatively answered such a loaded question that way. The 
question is not whether Hispanic or other language-minority communities want their children to 
speak Spanish or another native language ~, but rather what is the best way to teach an LEP 
student and does it produce student~ who speak both English and their native tongue. As this 
document shows, bilingual education teaches English and is the most effective way to teach 
children academic content areas. 11 

Fiction: "Kids are being placed in bilingual education who can already speak English flu
ently just because they have a Hispanic or ethnic minority surname. m2 

Fact: Anecdotes of inappropriate misplacement of non-LEP students in bilingual education are 
tragic. They reflect terrible education policy that no bilingual educator would condone and are 
against federal law. There have been no national studies nor evaluations that have even sug
gested that inappropriate misplacement of non-LEP students into bilingual education is anything 
but an abhorrent aberration. '3 

What has been well documented is that there are millions of LEP students who are not provided 
at all with ~ervices that enaJ?le them to understand instruction. More than a quarter (26.6 percent) 
of LEP students currently receives no tailored educational services to allow them to understand 
instruction, in violation of federallaw. '4 

Even more troubling is the misplacement of LEP students into special education classes. A class 
action suit on behalf of over 1,000 Asian immigrant families accused the City of Philadelphia of 
misplacing their LEP children into special education classes without parental knowledge or 
con~ent in the late 1980's. In the initial case that led to the class action, an Asian refugee child 
was transferred to three separate middle schools but never received any assistance in learning 
English, in violation of state and federal law. After years in which the child failed to make any 
academic progress, the school te$ted him, found him to be mentally disabled, and placed him in a 
special education class, all without the knowledge or consent of his parents. IS 

Fiction: "LEP dropout rates remain very high despite the widespread application ofbilingual 
education. U16 

Fact: High dropout rates of limited-English proficient (LEP) students cannot be blamed on 
bilingual education because over three-quarters o,f LEP students are not taught through bilingual 
education. Bilingual education is used to instruct only about one in four LEP students. English 
as a Second Language (ESL) instruction, in which the student's native langu,age is not usedfor 
academic instruction, is used to teach just less than half of LEP students. Over a quarter of LEP 
students receive neither services to teach them English nor assistance tailored to help them 
understand what is being taught to them. This ,is often called a "sink-or-swim" approach 
toteaching LEP students and. is in violation of federal law . If a reading of this data suggests 
anything, it is that lack of bilingual education, an overdiance on ESL, and the prevalence of 
sink-or-swim approaches to teaching LEP students may bethe real CUlprits in high LEP dropout 
rates. 17 
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Fiction: "Bilingual education is impractical because it costs $8 t $libillion and there are 
180 languages spoken by America's students. 1118 

, 
Fact: The $8 to $11 billion estimates of the costs of bilingual edu ation offered by opponents are 
outrageous but simple to understand. The number reflects the cos of educating LEP students 
whether or not they are taught using bilingual education instructio~al techniques. There are 

I 
approximately 2.3 million LEP students in the· U.S., according to t~e U.S. Department of Educa
tion. If this number of students is multiplied by the average cost of educating a student in the 
U.S., about $5~OOO, one arri~es at the often repeated $8 to $11 bill~bn estimates. As one can see, 
$8 to $11 billion would be spent on instructing LEP children even:f'f every school in the U.S. 
chose to use neither bilingual education nor ESL. The true.cost of bilingual education is the 
additional amount of funds that a school expends to change a mon I lingual English program to a 
bilingual educational program. This additional cost is limited pri larily to the purchase of 
additional instructional materials, which is marginal. 19 

The large number of language groups would only be a problem for schools if eachschool had to 
instruct students from many different language groups. While it is true that most major school 
districts have many language groups, most schools are linguistical~ homogeneous. For ex
ample, there are over 75 languages represented in the Tucson publit schools, however, no single 
school ~as more than four languages represented. In Denver, ther~.are 60 identified language 
groups, yet no more than three languages are spoken in any given chool. In these situations, 
there is no question that bilingual education can, and should, be pr vided. Nationally, only one 
quarter of LEP students attends schools in which the numbers and diversity of LEP students 
would make it impossible to carry out abilingual education progr I ,according to data from the 
General Accounting Office . 

. Even when the numbers are not large and certified teachers sparse, there are many ways to use 
the students' native language and culture by drawing upon the reso ces of the language minority 
communities. In Fountain Valley, California, for example, ProjectlGLAD students, who come 
from 12 different language groups, receive one hour each day of content and literacy instruction 
in the native language, taught by paraprofessionals from ·their cojunities. Bilingual education 
in most U.S. schools is not only desirable~ but is also possible. . 

. . 

More important, arguments against the practicality of bilingual ed Ication forward the absurd 
proposition that because one LEP student cannot be served, no LEE> students should be served. 

. I . 
. The Supreme Court in Lau V. Nichols, the landmark caSe that requ~es schools to ensure that LEP 
students can understand instruction, wroteJhat states can and shou~!d consider the numbers and 
diversity of their LEP students when considering what services sc ools can reasonably offer . 
LEPstudents.2o 

Fiction: "My grandparents were immigrants and made it withou bilingual education or any 
other special help." 

Fact: While there are surely extraordinary cases, examples of turn- f-the-century immigrants 

learning English. and succeeding in the American job market are e ceptions to the rule that are 
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usually inapplicable to today's high-skills, high-technology labor market. Contrary to the widely 
accepted myth that earlier immigrant groups managed without special programs, most immigrant 
children who entered schools were more likely to sink than swim in English-only classrooms. In 
1908, for example, just 13% of the twelve-year-olds enrolled in New York public schools, and 
whose parents were foreign-born, went on to high school, compared with 32% of white children 
whose parents were native born. Some immigrants with limited Eriglish skills and formal educa
tion could succeed because the economy, with its industrial and agricultural base, relied on 
uneducated and unskilled labor. For example, an immigrant factory worker could do quite well 
for himself with conversational English skills, but the same immigrant with the same conversa'
tional' English skills would have much greater difficulty securing even an entry level job today 
with ffiM.21 . 

Fiction: "Bilingual education is a 1960 's creation ofthe federal government. m2 

There is a tradition of bilingual education in the U.S. that dates from early nineteenth-century 
AmeriCanschools. In the public schools of many states between 1839 and 1880 -- including 
Ohio, Louisiana, and New Mexico --' German~ French, and Spanish were used for instruction. 
Between 1880 and 1917, German-English bilingual schools, in which both languages were used 
for instruction, operated in Ohio, Minnesota, and Maryland. In several other states, German was 
included in the curriculum as a subject rather than as a means of instruction. The sameis true for 
Norwegian, Italian, Czech, Dutch, and Polish. 

In private schools, mostly parochial, German-English bilingual education flourished throughout 
the United States before 1800. Also, during this period, many French schools were established 
in the northeastern United States (precursors of the modem-day Lycee Francais found in New 
York City, for example) and Scandinavian and Dutch schools were formed in the Midwest.23 

Fiction: "Ethnic leaders use bilingual education as a way to keep their constituencies easily 
manipulated and disenfranchised. "24 

Fact: Of all the claims made against bilingual education, this is the single most ridiculous. The 
. nation's highest language-minority elected officials -- Members of Congress -- are democrati

cally elected every two 'years to represent the largest language-minority communities nationwide 
and millions of Latino voters. All Latino,' all Native American, and the overwhelming majority 
of Asian American Members of Congress support bilingual education as a key to educational and 
life success. In contrast, those individuals who accuse Latino leaders of disenfranchising 
theirconstituencies are usually not democratically elected officials and therefore in a poor posi
tion to represent the views of language minorities across the country. 

Elected officials critical of language-rrilnority leaders invariably do not represent significant 
numbers of language-minority voters (they hail from places like·Wisconsin, Missouri, Kansas, or 
Georgia) and therefore arein no position to assert the "true" sentiments of language-minority 
communities. On the other hand, those non-language-minority elected officials who do represent 
language-minority communities are some of bilingual education's strongest supporters. Indeed, 
the claim seems to suggest that language-:-minority voters are incapable of electing representative 
leaders. .. 
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1 For example, "No evidence exists to back up the C.laim that teachfng children predominantly in 
their native tongues is better than other instructional models using ~ntensive English, such as 
English as a Second Language." From Rosalie Pedalino Porter, "B~'lingUal Ed Flunks Out," The 
American Experiment: A Quarterly Publication ofthe Center for qual Opportunity, Spring 
1995, p. 1. Porter is Chair of the Research in English Acquisition d Development, Inc. (READ 

I 
Institute) and is editor of the READ Perspectives publication. RE was founded with funds 
and assistance from U.S. English, a national lobbying grouping de oted to making English the 
official, federal language. 

2 Michael M. Myer and Stephen E. Feinberg, Editors, Assessing E aluation Studies: The Case of 
Bilingual Education, Panel to Review Evaluation Studies of Bilin~al Education, Committee on 
National Statistics, and Commission on Behavioral and Social Sci~nces and Education, National 
Research Council, (National Academy Press: Washington, DC, 19i2). The two Department of 
Education studies reviewed by the NAS ate entitled: The National fAJngitudinal Study of the 
Evaluation ofthe Effectiveness ofServices for Language Minority timited-English Proficient 
Students and The Longitudinal Study ofImmersion Strategy, Early~exit and Late-exit Transi
tional Bilingual Education Programs for Language-Minority StudJnts. See Appendix A for the 
members of the Committee on National Statistics and the Panel to eview Evaluation Studies of 
Bilingual Education of the National Academy of Sciences. 

3 Linda Chavez, "Bilingual Ed the Real Culprit," USA Today, Sep 6,1995, p. 13A. Linda 
Chavez is president of the Center for Equal Opportunity (CEO) an former executive director of 
U.S. English. 

4 The Longitudinal Study ofImmersion Strategy, Early-exit and La e-exit Transitional Bilingual 
Education Programs for Language-Minority Students, p. 90-91, as I' alidated by the NAS review. 

S Linda Chavez, "One Nation, One Common Language," Readers i:Jigest, August 1995, page 90. 

'Executive Summary, The Longitudinal Study of Immersion Strate~. Early-exit and Lote-exit 
Transitional Bilingual Education Programs for Language-Minority, Students, p. 1, as validatedby 
the NAS review. 

7 Results reported in D.C. Public Elemenla!Y Schools Median SCOf S and Percentiles from May 
1991 Examinations of Comprehensive Test of Basic Skills. The si th grade students from 1Oyster Bilingual Elementary School scored at the 12.2 grade level, grade equivalent scores based 
on national norms. 

8 Paraphrasing of Jim Boulet, executive director, English First, on iumerous radio ~alk shows. 

9 Wayne P. Thomas and VirginiaP. Collier, "Research Summary o~ Study in Progress: Language 
Minority Student Achievement and Program Effectiveness," Georg~ Mason University, 1995. 
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Publications to come on this series of studies: Report by Lynn Schnaiberg, Education Week, 
'September or October 1995; research monograph by Thomas and Collier for the National Clear
inghouse on Bilingual Education, late fall 1995; articles in Bilingual Research Journal and other 
education journals in 1996. For other studies on the length of time to acquire academic mastery 
of a second language see V.P. Collier, "Age and rate of acquisition of second language for ' 
academic purposes, TESOL Quarterly, 21, 617-641; Collier, "How Long? A Synthesis of re
search on academic achievement in second language," TESOL Quarterly, 23~ 509-531; Collier, 
"A synthesis of Studies examining long-term language-minority student data on academic 
achievement," Bilingual Researchlournal, 16 (1-2), 187-212; Collier and Thomas, How 
quickly can immigrants become proficientin school English, Journal ofEducational Issues of 
Language Minority Students, 5; James Cummins, The Role of Primary Language Development 
in Promoting Educational Success for Language Minority Students, Schooling and Language 
minority Students, California Department of Education, 1981, and Interdependence of first- and, 
second-language proficient in bilingual children, in Bialystok, ed., Language Processing and 
Bilingual Children, Cambridge University Press, 1991, and Bilingual Education and English 
Immersion: The Ramirez Report in Theoretical Perspective, Bilingual Research Journal, 16 (1
2); and F. Genesee, Learning through two languages: Studies ofImmersion and Bilingual Edu
cation, Cambridge, MA: Newbury House, 1987. 

10 Poll reported in The Los Angeles Times, Dec. 7, 1992. 

II English First, "Statement of English First in Opposition to S.B. 88." The president of English 
First is Larry Pratt, also president of Gun Owners of America. 

12 Jorge Amselle, "When one language is better than two," Opinion Editorial in The Washington 
Times," August 24, 1995, page A19. He writes: "Bilingual education today means three to five 
years in a program where as much as 90 percent of child's [sic] day is spent in the native lan
guage, even if it isn't his or her native language. I have spoken to many parents and teachers all 
over the country who have similar horror stories." . 

13 "Students shall not be admitted to or excluded from any federally assisted education program 
merely on the basis of a surname or a language-minority status." Section 7502(b)(4) of the 
Improving America's School Act. 

14 Data from the California Department of Education as reported by Reynaldo Macias, "More 
LEP Students Receive No Special Services," University of California Language Minority Re
search Institute, Volume 4, Number 2, p. 1. Data from California, which enrolls 42.1 percent of 
all LEP students, gives the best description of educational services to LEP students. 

15 United States District Court, Eastern District of Pennsylvania, Class Action Complaint, Y.S., a 
minor, by his father; Yin S., and Yin S. and Lim c., individually and on behalfofall others 
similarly situated, Plaintiffs, v. School District ofPhiladelphia, Defendant, No. CA 85-6924. 

16Por example, see Porter, "Bilingual Ed Flunks Out," p. 5. She writes: "Spanish speaking LEP 
students who have had the heaviest engagement in bilingual programs still have the highest 
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dropout rates in the country at nearly 50 percent, compared to abort 10 percent for English 
speakers." . ' 

17 Data from the California Department of Education as reported by Reynaldo Macias, "More 
LEP Students Receive No Special Services," University of Califotln\ia Language Minority Re
search Institute, Volume 4, Number 2, p. 1. Data from California, which enrolls 42.1 percent of 
all LEP students, gives the best description of educational services to LEP students. 

18 Rep. Toby Roth and Jim Boulet in English First promotio.,al mirials. 

19 Figures from the Office of Bilingual Education and Minority LJgUage Affairs of the U.s. 
Department of Education for 1992 as reported by State Education Agencies. 

'" Data cited by Senator Edwanl Kennedy during reauthorization Jthe Elementary and Second
ary Education Act, 1992. Lau v. Nichols (1974). 1 ' 
21 U.S. Department of Education, The Condition ofBilinguai Educ tion in the Nation: A Report 
to the Congress and the President, Office of the Secretary, U.S. D partment of Education, 
Washington, DC: 1991, p. 2. 

22 Rep. Peter King, press release entitled "Rep. King Introduces En !ish Language Bill," Spring
Summer 1995. King writes: "Beginning in 1968, however, the fedrral government began to 
reverse this proven policy by mandating bilingual education in our schools which meant that 
students would be taught in their native language rather than in Entlish." Rep. King is author of 
HR 1005, a bill that would make English the official, federal language of the United States and 
eliminate bilingual education. 

23 See James Crawford, Hold Your Tongue: Bilingualism and the Politics of "English-Only," 
. I 

Reading, MA: Addison-Wesley, 1992; Arnold H. Leibovitz, The Bvlingual Education Act: A 
Legislative Analysis, Washington, DC: InterAMerica Research Assbciates, Inc., 1980; Diego 
Castellanos with Pamela Leggio, The Best ofBoth Worlds: B#inguJI-Bicultural Education in the 
U.S., Trenton, NJ: New Jersey State Department of Education, 19S:~; and Bill Piatt, Only En
glish? Law & Language Policy in the United States, Albuquerque, fM.: University of New 

Mexico Press, 1990. .1. 
24 For example, see Rep. Newt Gingrich, "English Literacy is the C0in of the Realm," Opinion 
Editorial in the Los Angeles Times, August 4~ 1995. He writes "Sadly, there are some ethnic 
leaders who prefer bilingualism because it keeps their voters and su porters isolated from the 
rest of America, ghettoized into groups more easily manipulated fo political purposes often by 
self-appointed leaders." 

I' 
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The Meaning of the Quebec Vote 


children cannot learn French (or English), they"People fear a close result that fails to set
will not.tle the issue either way, say 51 percent to 49 

percent."--Maclean's, October 30, 1995, page 32. 

(1) The issue is not settled--even right now. 
Final vote on independence 49.4% Yes, 50.6% 
No. This may be subject to a recount as at least 
85,000 ballots (1 % of the total) were rejected, ac
cording to the Canadian Broadcast Company last 
night. 

(2) Quebec separatism is stronger even after 
years of accommodation by English-speaking Ca
nadians. This vote was a major improvement for 
the pro-independence forces. In 1980, independ
ence lost by 60%-40%. 

(3) This narrow election suggests Canada will 
eventually break apart. The closest election in 
U.S. history was the 1960 race between Kennedy 
and Nixon. Nixon carried 49.6% of the vote. 
Keep in mind that at the time most voters did not 
see much difference between the two men, leading 
a Kennedy supporter to write Kennedy or Nixon: 
Does It Make Any Difference? A close vote on 
candidates who seem similar is to be expected. A 
close vote on independence from Canada is cause 
for alamL 

(4) What language schools teach matters. 
Quebec insists that French be taught in its schools 
and that immigrants learn French. Both students 
and immigrants generally have done so. French is 
much stronger today in Quebec than ever, despite 
a world in which English is increasingly common, 
as noted by R. Kent Weaver's The Col/apse of 
Canada, pages 91-92. 

If schools expect children to learn French (or 
English), they will do so. If schools expect that 

(5) Officia bilimmalism does not lead to 
unity. Canada made French a second co-equal 
language with ~nglish in 1969. Eleven years 
later, Quebec h Id its first referendum on inde

pendence. 1 

Remember tha President Clinton Praised Ca
nadian LanguaFe Policy 

During his ~ebruary, 1995, speech to the Ca
nadian Parliamrnt, President Clinton spoke of 
Canada's policies regarding the nation's French 
speakers. Cana~a has been officially bilingual for 
years. Despite this, French-speaking Quebec con
tinues to seek inbependence. 

I .. 
What did t ~e leader of the free world say 

about this? 

"In a world darkened by ethnic conflicts that 
literally tear na ions apart, Canada has stood for 
all of us as a I~lOdel of how people of different 
cultures can w6rk together in peace, prosperity 
and respect." 

If Canada is a model for our President 'of how 
to handle the l' nguage question, we should pre
pare for seces1ionist movements in Texas and 
Florida. 

Prepared by tl e legislative staff of English First, 8001 
Forbes Place, Suite 102, Springfield, VA 22151 (703) 321 
-8818 (voice) (703) f 21-8408 (fax). Sent free of charge via first 
class maiL Available free of charge via fax. Permission is 
granted to freely 're~roduce and circulate this information, pro
vided credit is given to English First. 
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Karen Hanson 
(202) 785-1670 

STATEMENT OF RAUL YZAGUIRRE, NCLR 
ON LESSONS FROM QUEBEC 

Washington, D.C. -- The National Council of La Raza (NCLR) dismayed to see House 
Speaker Newt Gingrich invoke the example of Quebec as a reason adopt English as the 
official language' of the United States. This canard, that somehow U.S. is headed 
towards a Quebec-like situation within, its own borders, is a old i)UIIlUU1JlU sung by those in the 
English-only movement. And with all due respect to the Speaker' considerable political 
acumen and his historical expertise, his comparison is deeply and historically 
inaccurate. 

First, as was clear from yesterday'S referendum, fully balfof who live in Quebec wish 
to separate from the rest of Canada, for political and historical as as cultural reasons. 
There is no countetpart for the separatist movement here in the U States. The Hispanic 
community, which English-only advocates seem to fear the most, overwhelmingly 
supportive of learning English and are among the most .< • patriotic of all 
Americans. In poll after poll, even recent immigrants have stated intense desire to 
become fully American. In fact, if there is a parallel with Quebec it is that immigrant 
communities in Quebec, immensely loyal,to Canada, were the voting bloc which 
helped defeat the referendum. .' 

Second, much of the divisions in Quebec stem from the .!!!!.~!!.!!i~~ of the French-speaking 
majority to accommodate other languages and cultures. Quebecers have 
steadfastly maintained separate institutions that function in one language, to the 
detriment of all other groups. This is true, not only for Quebecers but for 
new immigrant groups as well, which were subjected to frequent distasteful immigrant-
bashing from the separatists, from the head of the movement 'on The vote of English-
speaking and new immigrant Quebecers on Monday was in no, part a repudiation of 
political monolingualism and an affmnation of cultural pluralism diversity. 

Third, the lesson we can truly draw from Quebec is quite the ODr)osite of what Speaker 
Gingrich putpOrts -- there is, in fact, an inherent danger in battlelines between those 
who speak different languages and attempting,to legislate the of one language or 
culture over another, as the English-only movement seeks to do in the United States. 
This has caused enormous and painful divisions within Quebec and . Canada which may 

It has and will continue to do the same here in our collntlLV 

1111 19th Street, N.W., Suite 1000, Washington. 
LA RAZA: The Hispanic People of the New, 

<: L heal. 
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NAPALe Ur~s Members of Congress to Oppose 
, English Only Proposals 

The National Asian Pacific American Legal Consortium (NAPALC), a non-profit, nori~' 
partisan organization, urges all members of Congress to oppose any and all "Official 
English" and "English Only" legislation. The Asian.Pacific American community 
would be gravely affected by s~ch legislation. One in fire Asian Pacific Americans 
have limited English proficiency (LEP). Prohibiting g0'fernment employees and 
agencies from communicating to them in their native l~r.uage, would impact their ' 
acce~s to basic services such as education, police ~.rotect'r·on, health care and emergency 
services. , 

lD: addition, it would seriously compromise the civil and criminal judicial process. , 
,Cases involvingLEP parties or LEP witnesses would not get a fair hearing. Moreover, 
language barriers are one of the greatest barriers to effec~ive law enforcement. Asian 
Pacific American crime victims have been mistakenly jailed while the real criminals 

I ' 

walk,away because of communication barriers. Others do not report crimes or cannot 
assist police or prosecutors because of these barri.e~s. Mby would not be able to get 
911 emergency assistance if translators were prohibitedJ . 

Enactment of any of the proposed measures would je~p' ·dize the education of Asian . 
Pacific Americans. Teachers would be unable to' teach of communicate with many of 
their students if bilingual education were to be eliminateq or to become illegal. Nor 
would the teachers or school administrators be able to ta~With the students' parents to 

,discuss problems or to enco~rage parents' school involv ent. ' , 

Prohibiting language assistance in hospitals would furthe . limit ,access to health care for 
millions of Asian Pacific Americans. Many minoritie's a~ eady do not receive adequate 
care because of language barriers .. Without language assl' stance, patients .cannot 
communicate symptoms; and doctors cannot explain med cal procedur~s, communicate 
treatment issues, or even discuss drug dosages or other oht-patient needs., . 

Section 203-has led to increased voter participation. Repelling Section 203 of the Voting 
Rights Act, which requires bilingual assistance in the voti11g process in certain areas, 
would limit the access of Asian Pacific American citizens 0 the voting booth. For 
instance, since Los Angeles County provided voting materials in Asian languages, an 
estimated 25,000 new Asian Pacific Americans, have gaine~ access to voting booths. 
"English Only" legislation would restrict this very access, infringing on these citizens' 

~~~, \' . 

"Official English" and "English Only" le~isl~ti~n ~il1 mean that tax-paying Asian 
- Pacific Americans will not get the services that their tax 4011ars support. It would 
endanger their health, safety, and education, as well as their conStitutional rights to due 
process and to vote. If Congress wants to ensure that iIInbgrants'leam English, it 
should instead support funding for English as a Second L~guage training. Immigrants 
want_to learn English, but there are one- to two-year wait' g lists for most courses in 
urban areas. 

- 30
1629 K Street NW. Suite 1010. Washington, DC 20006 Tel: 202-2 6-2300 • Fax: 202-296-2318 
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"THE U.S. IS NOT CA ·~IADA" 
NABE director urges Hill panel to look c~refully at Quebec 

Washington, DC -- The Executive Director of the National Association LBilingual Education (NABE) 
urged members of a House Subcommittee, which held a hearing on Engt'sh-onlY, to learn from Quebec 
and not enact an official government language in written testimony toda . He also objected to the 
unfairness of asking seven witnesses to testify in support of English-Onil and only one opposed. 

"The current divisions within Canada have been exacerbated by the esta -lishment of French as the 
official language of the provincial government of Quebec," stated James J. Lyons, NABE Executiv~ 
Director. "Enactment of Bill 101 in 1977, establishing French as Quebe 's official language, drove 
Anglophone residents and businesses from the province. Bill101-also c eated a regulatory bureaucracy 
to police language use in public and private communications. Among tHe many duties of Quebec's 
language police include the measurement of commercial signage to ensul e that French is always larger 
than English. " 

Lyons also emphasized that unlike in Canada, "no responsible person ha suggested thatthe United 
States should be officially bilingual or that English should be replaced a our common national . 
language," and that "no group of language-minority Americans has ever bonsidered succession from the 
Union. They are deeply patriotic. American ideals of freedom, democraty, and tolerance -- not language 
-- have been and always will be the bOnds that hold America together." 

Lyons opened his testimony lamenting that the hearing was so one-sided with seven witnesses testifying 
in support of English-Only and only one opposed, "This hearing is imb anced and unfair to Members 
of the Subcomtnittee and the American public. A panel of seven witnes es supportive of English-Only 
and only one witness opposed to English-Only gives a grossly distorted rew. of the ~ssue and will not 
help anyone to make infonned policy decisions.'" ,I 
His testimony outlined "10 reasons why English-Only proposals are botli highly unnecessary and deeply 
dangerous," including "English-Only is a debate about new government I egulations on language use, not 
about the importance of speaking English in the U.S." and "Engiish-Oni laws would prompt extensive, 
divisive, and frivolous litigation." The full text is attached. i . 

-###

(Editors: The full statement is attached.) 
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Testimony ofJames J. Lyons, Esq. 

Executive Director of the National Association for Bi~ngual Education 


before the House Economic and Educational Opportunities Subcommittee 


the topic of "English as our common language." 

Let me begin by saying that this hearing is imbalanced and unfair to Members of the 
Subcommittee and the American public. A panel of seven Witnessejsupportive of English-Only 
and only one witness opposed to English-Only gives a grossly disto ed view of the issue and 
will not help anyone to make informed policy decisions. 

My name is Jim Lyons and a I am Executive Director of the Nationa!l Association for Bilingual 
Education (NABE). NABE is a national, non-profit organization deficated to improving 
educational opportunities for language-minority children and to emIfwering language-minority 
families. Founded in 1976, NABE and its 26 state affiliates have approximately 15,000 
members, drawn from nearly every segment of the educational c0rrultunity. NABE members are 
teachers, paraprofessionals, researchers, administrators, corporate ci~izens, and parents. They all 
have one thing in .common: a commitment to top-quality education fpr language-minority . 
students. . I ' 

My testimony will be brief. I would simply like to offer the Subconkittee 10 reasons why 
English-Only proposals are both highly unnecessary and deeply danterous. 

Reason 1: En Iisb-Onl is a debate about new overnment re lations on Ian ua e use not 
about the importance of speaking English in the U.S. 
You have heard other witness imply that those opposed to EngliSh-O~nlY are opposed to speaking 
English. Nothing could be farther from the truth. Everyone -- Engli h-Only proponents and 
opponents, immigrants, ethnic minorities, and language minority lea ers -- recognizes that it is 
impossible to take advantage of all the opportunities offered by the 1.s. unless one speaks 
English. In fact, it is organizations like NABE and others who oppose English-Only who are in 
the front lines offering language minorities the opportunity to learn ijnglish and other skills 
essential to succeeding in America. So the issue is not about the im~ortance of English. Rather

on Early Childhood, Youth, and Famill es 
November 1, 1995 

, 

- and I want 10 underscore this point -- the issue is whether it is nece sary or wise to enact new 

. government laws or regulations on language use. 


Reason 2: "Official English" is English-Only. 

I believe that English-Only is much more appropriate than "Official 
 lish" as a way to 

1220 L STREET. N.W.. SUITE (j()5. WASHINGTO!\. D.C. 20005-401S PHONE (202) 898-1829 FAX (202) i89-28fi6 



James J. Lyons, NABE statement 
Page 2 

describe the collection of bills before the Subcommittee today. As t e ninth circuit court of 
appeals expressed in its recent decision striking down the Arizona s ate.English-Only case, the 
purpose and effect of every English-Only bill is to make it illegal fo government employees or 
documents to communicate in a language other than English. Make no mistake, if a government 
employee were to speak to a taxpayer in Spanish because it was eas~er to get his or her message 
across, they would be breaking federal law. Some English-Only bil s go further and establish a 
new federal preference for English in private communications. I 

Reason 3: English-Only is unnecessary. 
Over 97 percent of Americans speak English, according to the Cens s. It is important to 
distinguish the ability to speak English and another language and th ability to speak English. 
Two weeks ago, Congressman Roth testified that over 30 million ericans speak languages 
other than English. That is true. But what he neglected to say was t at the overwhelming 
majority of Americans who speak foreign languages also speak Eng ish. In fact, research shows 
that today's immigrant are learning English faster than previous gen rations.2 In Los Angeles, 
demand f~r. En~lish class .is so gre~t that some schools run 24 hours la day and 50,000 students 
are on w31tmg lIsts. Enghsh-Only IS also unnecessary because mor9 than 99.9 percent of federal 
documents are in English, according to a report by the General Accounting Office (GAO). 

Reason 4: En lish-Onl laws would rom t extensive divisive lnd frivolous liti ation. 
The proposed English-Only laws would allow anyone who believes hat they have been 
discriminated against for communicating in English to the federal g vernment to sue in federal 
court. There are no documented cases of discrimination for commu icating to the federal 
government in English. It could potentially allow those disgruntled with government services to 
sue over accents or dialects spoken by federal employees. Some pr posed English-Only laws 
would even permit citizens to sue one another in federal court over violation of the new federal 
"preference" for English in private communication among citizens.3 

Reason 5: American ideals of freedom democrac and toleran e -- not hln ua e -- have 
been and always will be the bonds that hold America together. 
America has remained strong and united because we share a comm n set of ideals and values 
based on American political traditions offreedom, democracy, equ ity, and tolerance. 
American soldiers in World War II did not fight to "make the world safe for English," but rather 

I See Section 162 of HR 739, Declaration of the Official Act of 1995, which states 
"English is the preferred language of communication among citizenk of the United States." 

2 Calvin Veltman, Ph.D., Language Shift in the United Stat s, (Berlin: Mouton 
Publishers, 1983). 

3 See Sections 163 and 164 of HR 123 and Sections 162, 16 ,and 169 of HR 739 . 
..'. 
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to "make the world safe for democracy." An official federallangua~e could not have prevented 
the American Civil War nor could it have prevented the current civi strife in the fonner 

Yugoslavia. 


Reason 6: The United States is not Canada • 
. First, no responsible person has suggested that the United States should be officially bilingual or 

that English should be replaced as our common national language. . econd, no group of 
language-minority Americans has ever considered succession from he Union. In fact, language
minority Americans -- Native Americans, Hispanics, Asian ~p1eric s -- are deeply patriotic. 
They have fought and died for the United States. Third, the current ivisions within Canada have 
been actually exacerbated by the establishment of French as the official language of the 
provincial government of Quebec. Enactment of Bill 101 in 1977, bstablishing French as 
Quebec's official language, drove Anglophone residents and bUSine~ses from the province. Bill 
101 also created a regulatory· bureaucracy to police language use in ublic and private 

. communications. Among the many duties of Quebec's language po ice include the measurement 
of commercial signage to ensure that French is always larger than E glish. 

Reason 7: En2lish-Only 2ives 20vernment officials open license 10 rewlate how Americans 
talk. . I 
In 219 years of American history, the federal government has neithe had an official language 

, 	nor involved itself in regulating how people talk. By inaugurattng a new and an unprecedented 
role for the federal government, English-Only laws embolden gove ment officials who have 
already twisted the law to prohibit the speaking of any language but English. In.a Texas child 
custody case, a State Judge threatened to remove a child from custo I y of her mother because the 
mother had spoken Spanish to her daughter. The Judge equated the mother's use of Spanish with 
"child abuse." Indeed, federal regulation of language use is similar to federal regulation of 
religion. Just as the U.S. has never established an official, federal r ligion, in contrast to other 
nations, the U.S. would be ill-served by establishing an official, fed 

1

Reason 8: En Ush- nl laws make overnment more ex ensiv 
As the Ninth Circuit Court of Appeals noted in recently striking do 
Only mandate, ~e use of a language other than English can make it asier to serve taxpayers. In 
the Arizona case, a bilingual state employee found it easier, quickerl and less expensive to collect 
medical malpractice infonnation from claimants who were more coilntortable conversing in 
Spanish. The Arizona English-Only mandate outlawed governmentl communication in Spanish 
or other languages. Federal English-Only laws would outlaw c0IIlII1-unication between Members 
of Congress and their constituents in any language but English and Wrohibit federal law 
enforcement agents from using languages other than to English to gather infonnation on a crime. 

Reason 9: En2lish-Only disconnects millions of Americans from their20vernment. 
For millions of American citizens and nationals on the island of Puetto Rico, Native American 
reservations, or U.S. territories in the Pacific, the right to communic~te in a native language is 



, ... 
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protected by treaty or custom. It is counterproductive and dangeroutto forbid elderly language
minority Americans, who have a difficult time learning English, or ose in the process of 
learning English from communicating with their government. Engl·sh-Only laws would also 
forbid official use of American Sign Language (ASL), preventing g vernment communication 
with the hard of hearing. ' 

Reason 10: America should be thinking how to learning more. npt fewer, languages. 
Four of five jobs in the U.S. are created through exports, and the majority of exports jobs are 
service-related. To succeed, Am.erican business must follow the cre¥o of a sage Japanese 
salesman. When asked if English was the most important language to know in international 
business, he replied: "Not necessarily. The most important languag~ to know is the language of 
the customer." In this regard, the 32 million Americans who speak languages in addition to 
English are at a competitive advantage. 

A similar point with regard to tourism to the U.S. was made by Con 
of the Congressional Travel and Tourism Caucus, in an article in the 
newspaper: 

In today's changing world of high technology and increasing 

ressman Toby Roth, Chair 
October 30, 1995, Roll Call 

obility, tourism is an 
economic sleeping giant. Futurist John Naisbitt writes: 'The rore exposure we have to 
other cultures, languages, and landscapes, the stronger our d~ire to experience them 
firsthand. These days everyone wants to reach out arid touch someone; we are 
increasingly likely to do so by airplane as much as by teleph ne." Naisbitt is right. In 
1995, travelers in the United States will spend an estimated $635 billion. They will 
support 14 millionjobs and $493 billion in wages and salariek. The revenue generated by 
travel and tourism will total $127 billion in federal, state, and local taxes.4 

ironically, English-Only legislation, including the measure sponsorJ by Congressman Roth, 
would outlaw signs at government owned tourist attractions that include languages of 
international.tourists, customs brochures printed in languages of intetnational tourists, or 
government provided tourist information in languages of internatiomh tourists. 

Thank you and I would be happy to answer any questions the sUbcoLttee may have. 

4 Rep. Toby Roth, "An Economic Sleeping Giant," Roll Call olicy Briefing on Travel 
and Tourism, October 30, 1995, page 3. 
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Introduction 

During the November 1989 Common Cause National GoverninI Board meeting, the Board passed 

the following motion: . 

Resolved, that the National Governing Board authorize sta organizations, if they so desire, 
to oppose the adoption of any English as the official lan~e statute or constitutional 

amendment. . . ..J . 
As a result of the vote, opposition to English as the officiallangua e statutes or constitutional 

amendments was added to the list of state issues approved for stat action, without the need for 

authorization by the Special Committee on State Issues. 

This issue brief is designed to provide state organizations w ch are interested in opposing 

"Official English" measures with background information on this t· pic. 

Background 

The potential exists for Official English measures to abridge the civil rights of non-English

speaking and bilingual people in areas such as voting and the crinunal justice system. These 

measures have the potential to interfere with access to education, el ergency assistance and social 

services. 

-In several states and localities across the country there have en efforts in recent years to 

make English the official language . While resolutions have been . troduced in Congress calling for 

an English language amendment to the Constitution, these measure do not appear to be moving 

forward. Activity on this issue, thus, is concentrated at the state 

In 1988, two Common Cause state organizations, Arizona ani Colorado, received special 

permission to oppose efforts to make English the official language. I In 1991, after the issue was 

added to the pre-approved list of state issues, Common CauselMissouri opposed an official English 

measure, which was later defeated. 

This issue has been raised periodically throughout the history of our nation. As early as 1780, 

official English measures were suggested imd efforts surfaced aga' in the mid-18oos and early 

19OOs. 1 In the 1980s there was a resurgence of the Official Englis I movement. There are now 16 

IThe American Bar AssoCiation's Section on Individual Rights and Responsibilities, paper presented to its House of Deiegates, 
June 1988, pp.4-S. 
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states with statutes or constitutional provisions in varying forms which make English the state's 


official language (see chart on page seven). 


In 1988 at least'30 state legislatures debated Official English bills.2 In 1990, measures were 

introduced in 14 states, including implementing legislation in California and Florida.3 Under 

California and Florida law, the legislature must pass i.ri:lplementinglegislation in order to put a 

constitutional amendment into effect. .In '1991 and 1992 OffiCial English measures were introduced 

in at least eight states, but all of the measures were defeated.4 ,In 1993, attempts to pass English-only 

measures occurred in the legislatures of at least six states - Georgia~ Massachu~etts, M~ryland, 

Ohio, Pennsylvania and Wisconsin. Three of the bills were defeated in committee, Pennsylvania's 

bills remain in committee, and the Ohio and Wisconsin bills had not received a hearing as of 

December 1993. 

Two court decisions may significantly affect future efforts to establish English as the official 


language. An Official English constitutional amendment, which was passed by initiative in Arizona 

, . 

in 1988, was struck down by a federal district court in February 1990 on the grounds that it violated 

First Amendment rights of free speech. Previously, in July 1989, a federal court struck down a 

, Pomona, California ordinance that had required all commercial signs containing foreign alphabetical 

'characters to also contain at least 50 percent English alphabetical characters on the grounds that it 

violated the First and Fourteenth Amendments of the Constitution. 5 


Since 1989, a decreasing number of Official English measures have ,been introduced each year 


and the momentum behind such measures appears to have slowed noticeably. 


I. 	BRIEF mSTORY 


As noted earlier, the current movement to make English the official language of the United 


States is not without precedent. While English has been the predominant language of the United 


. States since colonial days, there have been periodic movements to make English the official language 

or to bar the use of other languages. These . movements typically have coincided WIth the arrival of 

waves of immigrants from non-English-speaking countries. 

2Qfficial English/English Only: More Than Meets the Eye, Nationa1 Education Association, 1988, p.S. 


'These states were: California (implementing legislation), Florida (implementing legislation), Iowa, Kansas, Minnesota, Missouri, 

New York (introduced in both the Senate and Assembly), Ohio. Pennsylvania, Rhode Island, Utah, Vermont, Wisconsin and 

West Virginia. (EPIC Events, March/April 1990, pp.2-4.) 


4In 1992. these states were: California. Maryland, Massachusetts, Missouri, New Jersey, New York. Ohio and Pennsylvania. 


'Asian Week, July 28, 1989. p.4. 
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In 1780, John Adams suggested creating an "officiallanguag 

"refining, improving and ascertaining the English language." A 

linguistic and cultural ut:rlty among separate colonies." HiS idea 

academy" with the aim of ' 

sought a way to "maintain 

as rejected as undemocratic.6 In 

the 1870s, the anti-Chinese Workingmen's Party fought for Offici I English laws in California.' In 

1911, the Federal Immigration Corriniission issued a report contrajting "old" and "new" immigrants. 

, The report argued - in terms remarkably similar to those being Ujed today - that while "old" 

immigrants assimilated well; "new", immigrants were less willing,tp learn English. As a result, 

English literacy requirements were enacted as conditions for publid employment, naturalization, 

immigration and suffrage.s In 1919, Teddy Roosevelt stated: 
, ' 

,We have room for but one language here and ~t is the Eng ish language, for we intend to see 
that the crucible turns out people as Americans and not ~s d 
house.9 ',. 

Anti-German feelings d~g and after World War I resulted 

During this same time period, 20 midwestern states enacted laws t 

German. 11 

, However, in .1980, only tWo states' had official English laws 

constitutional amendment of 1923, ,which was passed during a wav 
. ,', , " 

because of World War I, and Illinois' 1969 statute amending a 1921 

state's official language. 12 The majority of state Official English 

last decade. 

Bilingualism also has a long history in this' country. In the e 

Continental Congress printed various official documents in Germa 

ellers in a polyglot boarding-

some states banning German. tO 

bar schools from teaching 

n the books - Nebraska's 

of anti-German sentiment 

law dechiring "American" the 

easures ,have passed within the 

liest days of our nation, the 

13 ,In the early 1800s, 

~e Ameri~ Bar Association's Section on ~dividual Rights: paper prese~ted to FGeneral Asse~bly, June 1988; p.4. See 
also" A National Language Academy? Debate m the New Nanon," IntematzOnal J ofthe SocIOlogy ofLanguage, 1976, 
pp.19-22. '... ' 

'Official Engl~hI&glish Only: MJre Than Meets the Eye, National Educa~on Ass iation, April 1988, p.1S. 

8"DeclaringEnglish the Official Language: Prejudice Spoken Here," Harvt1rd Civi Rights eivilliberties Law Review, voI.24, 
, no.2, Spring 1989. 

9Not Only English: AffirmingAmerica's Multilingual Heritage, Harvey A. Daniels, ., National Council ofTeachers of English, 
1990, p.8. ' 

IO"Declaring English the Official Language: Prejudice Spoken Here," Harvard Civi Rights Civil liberties Law Review, voI.24, 
no.2, Spring 1989, pp.297-298. . 

IIOfficial Englishl&glish Only: MJre Than Meets the Eye, National Education As ociation, April 1988, p.16. 

12EPIC Events, voI.2, no,S, p.l. " J ' 
l30fficial English/English Only: MJre Than Meets the Eye, ~atiOnal Education As ociation, April 1988, p.1S. 
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bilingual German-English public schools were common. 14 Louisiana published ballots in English 

and French. IS California printed its original state constitutional proceedings in both Spanish and 

English and was officially bilingual for 30 years in the mid-1800s. 16 New Mexico was officially 

bilinguai for 20 years in the early 1900s. 17 Its constitution called for "the bilingual publication 

of official documents" _in English and Spanish. 18 And Hawaii has been officially bilingual since 

1978.19 

In 1923, by striking down a state criminal statute that barred mdividuals and schools from 

teaching in a language other than English to anyone who had not completed the eighth grade, 

the U.S. Supreme Court, in Meyer v. Nebraska, cited the due.process clause of the 14th 

Amendment in support of the ·right to teach in a language other than English. In 1974, the 

Supreme Court ruled in the case of Lau v. Nichols that failure to provide education to Chinese 

students in their native tongue violated Title VI of the 1964 Civil Rights Act, which prohibits 

discrimination based on "national origin." The Court further ruled that a school district 

receiving federal aid was required to "take affirmative steps to rectify the language deficiency in 

order to open its· instructional program to these students ... 

In 1975, Congress amended the Voting Rights Act of 1965 to require bilingual election 

materials,including voting ballots, in counties with significant minority language groups (see 

page 14). 

ll. CURRENT STATUS OF OFFICIAL ENGLISH 

The leading advocates for constitutional amendments at both the state and national levels 

are two organizations, U.S. English and English First. The largest of the two, U.S. English, is 

a national nonprofit organization which, according to information provided by the organization, 

had 500,000 dues-paying members in 1992 and spent more than $5 million in 1990. Founded 

in 1983 by the late Senator Samuel I. Hayakawa (R-CA), the group's stated goals are to adopt a 

constitutional amendment to establish English as the official language of the United States, 

14Not Only English: AjJinniJ1.g America's Multilingual Heritage. Harvey A. Daniels, Ed., National Council of Teachers of 

English, 1990. p.80. -. 


1S1he Orlando Sentinel, May 24, 1993. 


160jfid0l English/English Only: More 1han Meets the Eye, National Education Association, April 1988, p.1S. 


11State Update and Strategy Q::tions, English Plus Information Clearinghouse, April 3, 1989, p.S. 
. . 

lIThe Orlando Sentinel, May 24, 1993. 


"EPIC Events. January/February 1989, p.S. 
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repeal laws mandating multilingual ballots and voting materials, d restrict government funding 

for bilingual education to short-term transitional programs only. . 

In March 1992, allegations of misappropriation of funds, Un roper political contributions, 

and other fmanciaI improprieties.led to a higblypublicized shakeu within U.S. English. 

Accused of using organizational funds for personal use~ as well. as for political activities 

violating the organization's tax-exempt status, U.S. English's cha' resigned and the newly 

appointed chair announced the closure ofthe group's Los ADgeles and San Francisco offices. 

In early 1992, the organization began efforts to soften the m ssage of the English-only 

movement, using new phrases such as the "common language mo~ement" and "English as the 

primary language of government:" Susan Armsby of People for e American Way warned 

opponents of English-only legislation to beware of this "gentler rh toric," noting that, "By any 

" name, it's all motivated by the same impulse: marginalize, ostrac' e and penalize those with 

limited-English proficiency ...20 

"Despite its problems in 1992, U.S. English launched a new $1.6 million "National Voter 

Education Project" targeted at Members of Congress who resisted ~e Official" English 
, . 

movement. The organization ran a series of advertisements from ¥ay to November in 

publications across the country - specifically in districts with CIOS~lY contested races .:... asking 

voters to tell the 297 House members who did not co-sponsor the Jational Official English bill 

to do so, "Because you can turn them around. Or turn them out" The bill died in committee 

in 1992. 

In 1993, the organization was found to be out of compliance .with the Better Business 
. . , 

that were not complied with include one requiring that a reasonabl" percentage (at least SO 

Bureau and the National Charities Information Bureau's standards or charities.~" The standards 

percent) of total income and public contributions be applied to pro 

the organization exists and another requiring ·that total fundraising d administrative costs not 

exceed SO percent of total income. 21 

The other leading organization supporting an English langua e amendment, English First, 


was formed in 1986. English First claims 200;000 dues-paying members and a $2 million 


budget (although the group's 1991 financial disclosure form ,filed ith the Internal Revenue 


2t)EPIC Events, March/April 1992, p.2. 


21Copies of the repon can be obtained from the Council of Better Business Bureaus, P 'lanthropic Advisory Service, 4200 Wilson 

Boulevard, Arlington, VA 22203 or the National Charities Information Bureau, 19liJnion Square West, New York, NY 10003. 




- 6 

Service lists only $800,000 in expenditures). 

At the state level, a few groups have fought for Official English measures. For example, 

the. California Committee for Ballots in English worked for an Official English ballot initiative in 

1984, and the American Ethnic Coalition was formed to press for an Official English 

constitutional amendme,nt in Texas. In a number of states,U.S. English has established 

statewide offices such as the Alabama English Committee, Florida English and Arizonans for 

Official English, to fight for Official English measures. 

State Official English provisions 

In June 1990, Alabama voters approved ·a state constitutional amendment proclaiming English 

as the state's official language. The initiative passed with an overwhelming 89 percent of the vote . 

. Prior to that, in the 1988 elections, voters in three states - Arizona, Colorado and Florida -had 

passed similar ballot measures. In Arizona, the measure passed by a narrow margin of 51 percent to 

49 percent of the vote. Coloradans, by a clear majority of 61 percent to 39 percent, voted in favor 

of Official English .. And in Florida, official English captured an overwhe~g majority with 84 

percent of the vote. 

Currently, '16 states make English the state I s official language -- 11 by statute and five by state 

constitutional amendments. However, no enabling legislation has been enacted in California or 

Florida.22 Fourteen of the 16 states approved Official English measures within the, ten years from 

1980 to 1990. No attempts to enact Official English measures have been successful since 1990. In 

fact, a number of measures have been overturned in the past four years,including the 1988 Arizona ' 

Official English Amendment that was declared unconstitutional in 1990. 

The wording of the various laws ranges from a simpl~ statement declaring English as the 

official language, to specific proscriptions as to the acceptable use 'of languages other than English. 

States with older legislation tend to have simple statements, while states with more recent legislation 

tend to have the most detailed and far-reaching measures. 

121he Orlando Sentinel, May 18, 1993. 

http:Florida.22
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Following is a chart of the current status of official language measures: 


.~ OFFlCIALX:~~~HMEASm::i1;' STATES" 

Nebraska 
Dlinois 
Virginia 
Indiana 
Kentucky 
Tennessee 
California 
Georgia 
Arkansas 
Mississippi 
North Carolina 
North Dakota 
South Carolina 
Colorado 
Florida 
AJabama 

' 1923 
196924 
1981 
1984 . 
1984 
1984 
1986 
1986 " 
1987 
1987 
1987 
1987 
1987 
1988 
1988 
1990 

Constitut onal Amendment 
Statute 
Statute 
Statute 
Statute 

" Statute 
Constitut 
Statute 
Statute 
Statute 
Statute 
Statute 
Statute 

onal Amendment 

Constitut'onal Amendment 
Constitut~onal Amendment 
Constitutional Amendment 

The American 'Bar Association's Section on Individual Righ 

described ,the situation in a June 1988 paper: 

While many states that have enacted English-only legislation ,. 
wholly symbolic, akin to a state tree or a state bird, the cle 
passage of Proposition 63, California' sEnglish Language 
English-only legislation increasingly restrictive. Far from s 

and Responsibilities 

the past see the law as" 
trend in light of the 1986 
endment, is to make 
bolic, such measures 

provide a private right of action for individuals to challenge tate and local government 
use of any language other than English. 25 

Legislation in six states consists of a concise statement, such as the law inlliinois, which 

states, "The official language of the state of Illinois is English. "26 Nebraska's constitutional 

amendment states that English is the official language of the 'state d that "all official" 

proceedings, records and publications shall be in such language, Jthe common school 

~is chart is from the March/April 1991 issue of EPIC Events. Hawaii is OffiiiallY bilingual, with Native Hawaiian and 
English as coequal languages. . " " 

24Illinois declared" American" its official language in 1923. The statute was amen ed in 1969 to "English." 

2.5This repon was written by the Section on Individual Rights and Responsibilities of the American Bar Association and was 
presented to its House of Delegates with a recommendation to oppose any Official nglish measures. 

unese states are: Georgia, Illinois, Indiana, Kentucky, Mississippi, and North ota. [CRS'Report/or Congress: States 
Designating English as the Ojfidal State langUage, Congressional Research Service The Library of Congress, March 9, 1988, 
(Revised April 20, 1989; Revised again, January 22, 1992).] 
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branches shall be taught in said language in public, private, denominational, and parochial 

schools. "27 Measures in four other states say, in addition, that the legislature has the power 

to enforce. the measure through legislation.28 Four state .laws name specific activities that are 

exempt from the Official English rule, such as the law in Arkansas, which states, "This 

section shall not prohibit the public schools from performing their duty to provide equal 

educational opportunities to allcbildren," or the North Carolina law, which says, "[This 

section] shall not permit the Division of Motor Vehicles to discontinue providing driver's 

license examinations in any language previously administered. ,,29 

Some states have laws both declaring English as' the official language and specifically 

prohibiting certain activities in any language other than English. For example, in Tennessee 

the law states, "English is hereby established as the official and legal language of Tennessee. 

All communications and publications, including ballots,produced by governmental entities in 

Tennessee shall be in English, and instruction in public schools and colleges of Tennessee 

shall be conducted in English unless the nature of the course would require otherwise." 

Alabama and California have the most far-reaching English language amendments, 
,'. , 

containing provisions declaring English as the official language and stating that no law can be 

enacted requiring a language other than English to be used. A critical way in which these 

amendments are distinct from other state official English measures is through the inclusion of 

an enforcement provision. P~rsons residing in or doing business in Alabama or California are 

allowed to bring suit against their state to enforce the law in court. 

Municipal-level Official English provisions 

In addition to the 16 states with Official English provisions, many local governments 

have adopted such measures. An October 6, 1986 Us. News and World Report article noted 

that such measures have been enacted in 39 municipalities, from Los Altos, California to 

Elmira, New York. 

However, in May 1993, the county commissioners of Dade County, Florida voted to 

repeal Dade's landmark Official English county ordinance - the passage of which marked the 

Z7Ibid. 


2&Jbese states are: Alabama, California, CoI,orado and Florida: (Ibid.) 

290J.'be other two states are South Carolina and V~ginia. (Ibid.) 


http:legislation.28
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birth of today's English-only movement. According to. leaders of the. English-only movement, 

this is the frrst time an Official English measure,has been repeale .30 

The ordinance was approved in 1980 by 57 percent of voters in Dade County, which 

include.s the city of Miami. It prohibited using county funds "for e purpose of utilizing any. 

language other than English or promoting any culture other than t of the United States." 

According to an October 26, 1986 New York Times article, after p ssage of the ordinance "the 

county stopped translating documents and signs into Spanish, and . e Latin Affairs office was 

cut back." Originally, the ordinance exempted activities that were required by federal law, 

such as bilingual education programs and election ballots. ID. 19 ,the county commission. 

amended the ordinance to exempt as well, medical, social and emergency services from the 

Eriglish-only rule. I ..., 

Implementing the ordinarice - and its exemptions - led to cobty agencies splitting 

hairs. For example,' "warnings about the electrified third rail in tr nsit stations [were] in both 

languages. Directions and information in those stations, however, [were] in English only, 

since they do not involve public safety. "31 

At the time of the 1980 census and the passage of .the Englis -only law, non-Hispanic 

whites comprised 48 percent of Dade County's population, Hispa 'cs made up 35 percent and 

blacks were. 17·percent. According to the Orlando Sentinel, "T y, half of Dade's residents 

are Hispanic, 30 percent are non-Hispanic whites and 20 percent e black. "32 
~., , 

In· April 1993, as a result of district elections ordered by a F deral Court, the largely 

Anglo at-large Metro-Dade commission was replaced with six His anic, four black and three 

white members. One month later, after embittered debate ~d a hated public hearing, the 

commission voteq unanimo~ly to overturn the Official English or inance. 

Groups as varied as the. National Association for the Advanc ment of Colored People 

(NAACP), the Greater Miami ChaInber of Commerce and the Ant'-Defamation League of 

B'nai B'rith supported the repeal. However, Citizens of Dade Uni ed, which supported the 

Official English law. sued the county on the grounds that the CO+Sion had no authority to 

repeal a voter-passed ordinance. A Dade County Circuit Judge up eld the commission's 

3O"Dade County's English-Only Ordinance may be Repealed," National Public Radi . Morning Edition, May 18, 1993, 

31 Governing, August 1988, p.67. 

321he Orlando Sentinel, May 18, 1993. 
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action in 1993.33 

In other municipalities many' English-only laws remain. 

In Lowell. Massachusetts, where there has been a marked iricrease in the number of 


Hispanic and Cambodian immigrants in recent years, a measure making English the city's 


official language and "requiring most city business to' be conducted only in English was 


approved in November 1989.34

In early 1989, the county commission in Suffolk County, New York considered, but 

defeated, a proposal to make English the'county's official language. This proposal. which the 

New York Times called "more restrictive than those proposed elsewhere," would have required 

anyonecoritracting with the county to conduct .their county business solely in English . 

. According to a February 26, 1989 New York Times article, under this law, bilingual doctors, 

consumer advocates, social workers and child-abuse investigators - presumably those under 

contract with the county - would have been forbidden to speak Spanish to clients. Most 

county business, brochures and pamphlets would have been required to be conducted or . 

printed in English only. In addition, a February 14, 1989 New York Times article stated that 

this provision would have "blocked the creation of bilingual county jobs and barred the 

County Human Rights' Commission from investigating complaints 'stemming from the county's 

conducting its business in EngliSh." In fact, this law would have gone so far that U.S. 

English withheld its support and called the provision "counterproductive." In particular, U.S. 

English objected to the provision that would have barred investigations of complaints. 

Congressional Official En~lish proposals 

In 1981, an English language amendment to the United States Constitution was 

introduced in Congress.· Similar legislation has been reintroduced in succeeding Congresses, 

but has never made it to the House or Senate floor for' a vote.3S 

In the 103rd Congress, Representative John Doolittle (R-CA) was the primary sponsor of 

the English language amendment, H.J. Res. 171. The resolution proposed to amend the U.S. 

Constinition.to· make English the official language which "shall be used for all public acts 

33The Phoenix Gazette. August 6. 1993. 


34The New York Tunes. February 8. 1990. 


3'0fficial English/English Only: M:Jre Than Meets the Eye. National Education Association, April 1988; p.8. 


http:Constinition.to
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including every order. resolution. vote or election. and for all records and judicial proceedings 

of the Government of the United States and the Governments of th several states." No 
~ \ . 

similar legislation was introduced in the Senate. If an amendment were to be considered in 

this or a succeeding Congress. passage would be difficult because onstitutional amendments . 

must be approved by a two-thirds majority of both houses of Con ess anci. then ratified by 

three-fourths of all thesiates. 

During the 103rd Congress, Representative Bill Emerson (R-rO) reintroduced his 

"Language of Government Act." H.R. 123, which would not amen'd the constitution, but is 

designed instead to alter Title IV of the U.S. Code. The bill: decl~res English the language of 

the government; obligates the preservation and enhancement of .the English lan:guage; prohibits 

discrimination against individuals who speak only English; and giv s U.S. residents the right 

to sue if they feel the law is. being violated. 

H.R. 123 was introduced in January 1993 as part of a three-t ered "Language for All 

Peoples Initiative" designed to counteract criticisms' that parts of th previous proposal were 

xenophobic. It contains a companion bill, H.R. 124. which provides a tax. credit to employers 

for 50 percent of employees' . qualified language training expenses, d a Sense of the House 

Resolution, H.Con.Res. ·13, recognizing "the cultural importance 0 the many languages 

spoken in the U.S. and ... that the United States should maintain . 

language common to all peoples. II 

As of December 1993, H.R. 123 had 88 cosponsors in the Hluse of Representatives. A 

similar bill had 138 cosponsors at the end. of the 102nd Congress, ut it failed to get a 

committee hearing and died at the end of the session. 

Senator Richard C. Shelby (D-AL) introduced S. 426, a Senai. counterpart to the 

"Language of Government Act." in February 1993.36 Shelby's billl~id not include the other 

parts of Representative Emerson's "Language for All Peoples Initiative". This bill also did 

not receive a bearing in the first session of the 103rd .Congress. A timilar bill died without a 

bearing in the last Congress. . . . 

In addition to these bills. Representative Toby Roth (R-Wl)' 

of Official Language Act" in February 1993. The act. H.R. 739. 

preferred language of communication among citizens of the United 

36EPIC EvenJs. April/May 1993, p.2. 

oduced the "Declaration 

eclares that "English is the 

States" and extends the 
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scope of the bill to the government's promotion of English in personal and business· 

communications. It also outlines "duties of citizenship" providing that "all United States 

citizens should be able to read, write, and speak English to the full extent of their physical.and 

mental abilities." To this end J:I.R. 739 seeks to make naturalization requirements more. 

restrictive and repeal all federal bilingual education and voting rights programs. Accordingto 

Julie Inman,a policy analyst with the Joint National Committee for Languages, which opposes 

English-only measures, Roth's bill poses "a much greater threat to language freedom than 

H.R. 123, the Language of Government Act. 1137 

H.R. 739 is supported by English First, which strongly opposes bilingualism. The bill 

received a hearing in Au&Ust 1993 and as of December 1993 has been cosponsored by 54 

Representatives. No companion bill has been introduced in the Senate. 

m. PROBLEMS WITH OFFICIAL ENGLISH 

To many, it seems counter-intuitive to vote against English-Only proposals. English is 
indisputably the primary language of the United States. Ninety-eight percent of the 

. inhabitants of this country speak English well or very well. Thus, declaring English the 
official language seems benign; why not declare "official" what all of us know to be true 
--that English is the national language? However benign it may seem, the declaration of 
an "official" language would also be used asa tool for prejudice .... The leaders of the 
English-Only IIlovement focus their public arguments on the goal of national unity. 
Hidden inside this velvet glove is the iron fist of prejudice and discrimination. . . . 

. -- Antonio Calif a, Harvard Civil Rights Civil Liberties Law Review 

The impact of Official English on civil rights '. 

OffiCial English proponents such as English First argue against providing bilingual 

ballots and publicly funded interpreters in criminal proceedings. But the electoral and 

criminal justice systems are critical to the rights of all Americans, and restricting access to 

them could threaten the civil rights of non-English-speaking people. 

Proponents of English as the official language also argue for the elimination of 

government services in any language other than En~lish. This action could interfere with 

access to education, social services and emergency services for non-English-speaking people. 

In 1991, Antonio Califa. legislative counsel for the American Civil Liberties Union (ACLU), 

"EPIC Events. February/March 1993. p.2. 
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noted that 21 U.S. government agencies provide information in I 

in addition, many agencies provide grants to community service 0 ganizations that provide 

services in non-English languages. The Federal Communications ommission grants licenses 

to TV and radio stations to broadcast in languages other than Eng ish. According to Califa, 
I ' 

"Passage of 'English-Only' laws would jeopardize, the granting of ese licenses and grants, 

and the distribution of information. "38 
, , 

In a June '1988 paper, the American Bar Association's Sec on on Individual Rights and 

Responsibilities said: 

, This movement threatens to make the lack of English Ian ge proficiency a legal 
'barrier to the enjoyment of the equal' rights, opportunities and services that should be 

- available to all Americans. English-only legislation threatet' to ,interfere with many 
aspects of popular access to government and social services Thus, bilingual 
emergency services, fire prevention literature, hospital care court interpreters for, 
victims, housing assistance for the elderly, and many equally important services are all 

, jeopardized when English-only legislation is enacted .... Pr~posed constitutional 
amendments ... have the potential to sweep away fundamental rights of persons charged 
with crimes and to deny equal 'access to juStice to individuals who are limited-English 
proficient. 

At a 1991 conference on Lai1~ge PI,uralism in the United tates, People for the ' 

American Vfay'g Susan Armsby gescribed the aftermath of imple enting English-only in Dade 

County, Florida: ' 

[C]ounty funds could not be used to print bilingual fire prevention literature - in fact, 
the fire department could not even distribute the bilingual li~rature already in its 
possession. County hospitals could not distribute informati1n on pre-natal care in' 
languages other than English. All county public hearings, Ilileetings and publications 
were only in English. Marriage ceremonies in Spani~h wer~ prohibited and public 
transportation signs in Spanish were removed. In 1984 the aw was amended to allow 
the use of other languages in certain limited circumstances. 3 

As described on page nine, the Dade County English-only ordman e wa.s repealed in 1993. 

In his 1991 ~stimony before the Committee on State AdmiIpstration, Massachusetts 

state Representative Nelson Merced gave examples of discriminatibn in-states where-official 

English laws have been passed: 

• bilingual 9J 1 operators have been eliminated; 

38Antonio Califa, "The Attack on Minority Language Speakers in me United States," August 11, 1991. p.ll. 

39Krosniy, Blanc and Azul: 1he English Plus American, Susan Armsby, People forme American Way, April 13, 1991. 



• 	 bospitals have eliminated interpreter services; and 

• 	 public bealth agenCies have eliminated bilingual education programs around AIDS 
prevention, prenatal care and substance abuse and prevention.40 

Representative Merced also stated: 
. . . ~ 

The truth is that the Englisb Only movement is not about making English the official 
language; it is about legitimizing discrimination on the basis of language. "English 
Only" is a wolf in sheep's clothing. 

Bilingual voting ballots 

Although Official English supporters are pushing for the elimination of.voting ballots 

printed in languages other than English, bilingual voting ballots are protected by federal law. 

In 1975, Congress amended the Voting Rights Act of 1965 to require bilingual election 

materials, including voting ballots, in counties meeting two criteria. First, more than five 

percent of the voting-age population must be of a single language-minority group., Second, 

the English illiteracy rate of the language-minority group in ~e state or jurisdiction must be 

higberthan the national English illiteracy rate.41 In 1982, Congress amended the first 

provision to require that members of a single language-minority group constituting five percent 

of the voti:.p.g-age population not be able to "speak or understand English adequately enough to 

participate in the electoral process. ,,42 Also in 1982, 'Congress extended the bilingual 

provisions of the Voting Rights Act until 1992. 

In 1992, Congress extended the bilingual provisions for 15 more years. The 

reauthorization included two amendments to expand coverage of .the Act to Native Americans, 

as well as large populations of language minorities in large metropolitan areas, previously not 

covered. The fIrSt amendment modifies the threshold for coverage, requiring jurisdictions to 

provide language assistance to members of a single-language minority if they total either five 
, 	 '. . . 

percent of the voting-age population or 10,<;KX> citizens ofvoting age in a county. The second 

amendment provides an alternative coverage standard for Native Americans, requiring 

counties with reservations to provide assistance where more ,~ five percent of the Native 

American voting -age population of the reservation has . limited English proficiency. 

<4OStatement of Rep. Nelson Merced before the Committee on State Administration, H.3498, H.4797, April 1, 1991, pp.2-3. 

4!~Declaring English the Official Language: Prejudice Spoken Here, ~ Harvard Civil Rights ciVil liberties Law Review, vo1.24, 
00.2. Spring 1989, p.306. 


42Minorlty.Language Provisions, chapter 6, p.1S. 
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Throughout the floor debate on the reauthorization, Mem r~ of Congress reaffirmed '. " 	 , I 
the importance of providing voting assistance to language minorities: . 

• 	 Bilingual voting mawrials do 'not divide us .. Rather,mby unite our Nation by 
brU;t~ing groups who have ~en ~7 reci~i7nts of pervat.ive discrimination into the 
polIucal arena, a process which JOms millIons of Amencans. , 

- Congressman Bill Richardsonl (D-NM) , "July 23, 1992 

• 	 Providing bilingual voting assistance is a way ofenc01aging citizenS to . 
participate in the most American of institutions - the ~oliticalprocess. By giving 
language minorities a reason to believe in American Gc!>vermnent and by giving 
them a way to become invested in the decisions our Gtvermnent makes, bilingual 
voting assistance. can cultivate a sense of patriotism an civic dUty. that is sorely 
needed in today's anti-Govermnent climate. '. 

. 	 . ',!.' - Congressman Solomon Ortiz -TX), July.24, 1992 

'. 	 ~. I 
• 	 If you want to encourage someone to learn to speak Eqglish and become fully 

integrated in society in every way, get them involved ili the political process. But 
if they feel th~y have no stake in the political process f'ause they cannot even go 
in and read the ballot with ,any degree of certainty, the what'stake do they have? 

. 	 - Senator Joseph Biden (D-DE) August 6, 1992 

The Justice Department monitors adherence to the law and rMarch 1993 successfully 

sued Dade County', Florida for failing to distribute voter informati n in Spanish. The New , 
, 	 , 

York 'Times reported thai a Federal district judge "ruled that the D de County attorney had 

misinterpreted the 'letter and spirit' of the Federal Voting Rights ct, "43 which required the 

county to print and distribute new voting information in Spanish. ade County's English-only 
, . 

law was repealed one month later (see page nine). 

Employment practices 

Official English provisions may also result in unfair emplo ent practices. Hiring 

practices of employers who restrict the use of any languages other than English could result in 

discrimination against peoplewlio are not fluent in English. 

In 1987, the Equal Employment Opportunity Commission . EOC) established a 

guideline saying that a. rule requiring employees to speak only En lish fu their work place was 

a burdensome condition of employment. The guideline states: 

The primary language of an individual is often an essential tional origin 
characteristic: Prohibiting employees at all times, in the w rk place,from speaking 

431he New York Tunes. March 19. 1993. 



- 16

their primary language or the language they speak most comfortably, disadvantages an 
individual's employment opportunities on the basis of national origin. It may also 
create an atmosphere of inferiority, isolation and intimidation based on national origin 
which could result in a,discriminatory working environment.44 

Examples of negative effects of Official English' proviSions on employment practices 

have been cited in California, which has an Official English law. A December 5,1988 Time 

magazine article reported that, "The manager of an insurance company in Los Angeles 

ordered Chinese-American staffers to sPeak only English unless they were dealing with a 

Chinese-speaking customer." 

And in' August 1988, Governing magazine pointed out that the ACLU of Northern 

California had been "receiving complaints about work place rules barring employees from 

speaking their native languages to one another." Ed Chen, staff counsel with the group, was 

quoted as saying, "You can't help but think that these kinds of policies are finding some sort 

. of support in a law like Proposition 63 (California's Official English provision)." 

The use of English-only workplace rules has become prevalent in several states. 

According to a report by freelance business writer Norman Sklarewitz, "sooner or later every 

business will have to deal with the issue of us,ing foreign languages in the workplace. 1145 

Sklarewitz cites cases in California where controversy and legal battles erupt over company 

policies against workers using their native language, in casual conversation. 

A "no-Tagalog" [the Filipino language] policy at a Pomona, California hospital received 

wide media attention in recent years when aFilipina nurse sued the hospital, ch3rging that the 

policy violated her civil rights by not letting her speak her native language even while on 

break. In 1991, a federal district court judge ruled that the policy was not discriminatory 

because it was "little more than management's response to the increasing tension that was 

dividing the staff nurses .... However misguided and ineffective the hospital's language 

restriction may have been, there is simply no basis for ,concluding that it was motivated by 

ethnic animosity: 1146 The judge determined that if an employer bans only one foreign language 
. 1~: <.. ... __ 

at only one specific unit on only one, shift, the policy does not qualify as an English-only rule . 

.w"Declaring English the Official Language: Prejudice Spoken Here,· Harvard Civil Rights Civil Liberties li1w Review. vol.24, 

no.2, Spring 1989, p.310. 


·'"English-Only on the Job.· Nonnan Sklarewitz, Across the Board, January/February 1992. p.19. 


46The l.i:Js .Angeles Tunes, October 26, 1991. 


http:environment.44
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Although disappointed by the ruling, civil rights attorneys do not iew the decision as 

precedent-setting because it was at the district ~ourt level. In 1991. a settlement was reached 
; " '. '. . 

by the parties. ' 

Of more .concern is a decision bY'a three-judge panel of the Ninth Circuit Court of 

Appeals in 1993 which calls the EEOC policy guidelines into question. Garcia. et. al. v. 
. I 

Spun Steak Company concerns a .Califo~a company's rule requtg English to be spoken in 

connection with work. Two employees. were caught speaking Spa .sh to one another during 

work and were separated from each otherfor two months. They , ed suit and in 1991 the 

court granted summary judgement in their favor. However, the c urt reversed this decision 

on appeal, ..arguing that an English-only rule does not automatical create an annosphere of 

tension as the EEOC policy suggests. The Court of Appeals also oted that "the Supreme 

Co~ has held a plaintiff in a disparate impact case must prove th alleged discriIDinatory 

effect,before the burden shifts to the ,employer," whereas the EEO presumes that an English-: 

only rule has a disparate impact. 47. The employees' request to hay their case reheard by the 

full Court was denied. They now have until January 1994 to appe I to the Supreme Court. 

. ~ '" Discriminatory side effects 

Campaigns to ~ss Official English measures have been cri cized for creating an 

environment that encourages acts of discrimination. The campaigqs themselves have led to a 

heightened sense of division between English speakers and nOn-En1liSh speakers. And acts of 

discrimination often have occurred following the passage of state ~d local Official English 

measures. Although some of these discriminatory acts have reSU1+ from gross 

misinterpretations of the measures, often they are examples O.f hO] such laws can lead to 

blatant discrimination. 

According toa November 7, 1989 Wall Street Journal artic e, "Last November, the 

day after Florida· passed a referendum making English the state's fficiallanguage, an Anglo 

manager in a Miami supermarket suspended a Hispanic cashier for speaking to a co-worker 'in 

a foreign language' . " 

A February 20, 1989 Newsweek article reported'that in Cali ornia, several Los Angeles 

47EPIC Events, June/July 1993, p.6. Disparate impact refers to the discriminatory ect ofa law or rule on a particular group 
of people, such as a language minority. 
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suburbs with large Asian populations ,have passed ordinances restricting foreign language 

,signs; some teachers have forbidden ,the use of Spanish among students; and some Los 

Angeles shelters have refused to accept non-English-speaking homeless people. 

On December S. 1988. Time magazine described the following events in California. 

which has one of the most restrictive official English constitutional amendments: "At a Los 

Angeles hospital. the head nurse forbade workers to speak anything but English and urged 

employees to report anyone overheard using another language;" and "The city council in 

Monterey Park. a suburb of Los Angeles. ousted the trUstees of the library for buying foreign

language books and magazines." 

Such events are not limited to states or municipalities with Official English provisions. 

In 1993 a northern Virginia bank circulated memos informing tellers "it was the bank's policy 

that everyone speak English unless it is absolutely necessary ... ' to serve customers." The 

bank's headquarters denied, such a policy existed. but severalemployees maintained that the 

memos required approval from ~eadquarters and that their circulation was not an "isolated 

incident" as the bank stated.48 

The Cuban American National Council has stated: 

Laws that require language confonnity ultimately will produce a selection process 
favoring those who "look American," "sound American," and so "deserve" the ' 
opportunities now granted to all. If we accept laws segregating citizens according to 
language, what group will be next, and under what pretext?49 ' 

English language proficiency 

Official English backers argue that the English language is in jeopardy. They contend 

that the English language is the main unifying force in our country and that our heritage is 

endangered because of language differences and ethnic separatism. 

Proponents of Official English contend that the bilingual movement is dividing the 

United States., One of their stated aims is to avoid the battles that have plagued countries such 

as Canada over official bilingualism. Supporters argue that the United States must counter a 

trend toward bilingualism and that official English measures will do just that. In statements 

made introducing his Official English bill, Senator Shelby invoked the "tremendous problems 

41he Washington Past February 23, 1993. 


49- America's English Need Not Divide Nor Censor, - Cuban American National Council brochure, p.8. 


http:stated.48
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currently facing Canada, Sri Lanka, [and] Yugoslavia" to support his proposal.so 

The English language, however, does not appear to be un er any .threat of .. 
disappearing or even becoming a secondary language. In fact, su h a threat may be more real 

for Spanish, Chinese and other languages ·which could be overwh lmed by English in.the 

United States. 

Official English advocates argue that the newest immi ants are not assimilating as· 

well as previous groups. Supporters also claim that recent immi ants do not want to 

assimilate, citing "linguistic ghettos" as examples of immigrants' 'nwillingness to learn 

English. They also say that the proliferation of state and federal overnment use of foreign 

languages in government services and publications is discouraging acquisition of English. 

Census Bureau statistics show, however, that 97 percent of U.S. residents over the age 

of five speak English "well" or "very well. "SI Recent studies sho Hispanics learning English 

at the same rate as previous immigrants.52 A 1985 Rand study on language acquisition in 

California found that 95 percent of first-generation Hispanic immigrants learn English; their 

children are all fluent in English and half of the children speak 0 English.s3 According to 

Newsweek, a survey of language attitudes in south Florida found t 98.1 percent of Hispanic 

parents believed it was important for· their children to read ~d ·te "perfect" English.54 The 

Latino National Political Survey, conducted in 1'989 and 1990, dis overed that most U.S. 

citizens of MeXican, Puerto Rican and Cuban descent prefer to s . ak English rather than 

Spanish, more than 90 percent believed U.S. citizens and residen should-learn English, and 

about 85 percent felt that the purpose of bilingual education was t! learn English. ss 

In areas of the country with many non-English-speaking pe -pIe, English language 

classes have long waiting lists. According to a December 1; 198 

Journal article, "In Los Angeles alone, 40,000 people are on wai g lists to learn English. In 

New York City, the number exceeds 25,000." In Montgomery C unty, Maryland, the 

number of students in adult English classes has grown from fewer than 10,000 iil1986 to 

SOCongressional Record, February 24, 1993, S.2022. 


SIU.S. Census Bureau, 1990. 


S21he Arizona Republic, October 15, 1988. 


s3Business Week, November 10, 1986, p.166.' See also.American Bar Association 
 'oUrnal, December I, 1988, p.3S. 

S4NeWsweek, February 20, 1989. 

sS1he Washington Past, December 16, 1992. 

http:English.54
http:English.s3
http:immigrants.52
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more than 16,000 in early 1992.56 

Official English opponents are concerned that laws making English the official language 

could hamper efforts to ensure that students acquire English proficiency. Norman Cousins, 

former editor of The Saturday Review, summarized this pomt <in his resignation from the 

Advisory Board of U.S. English: "Not until we provide educational facilities for all who are 

now standing in line to take lessons in English should we presume to pass judgment on the 

non-English-speaking people in· our midst. ,,57 

IV. ORGANIZED OPPOSITION TO OFFICIAL ENGLISH MEASURES 

Common Cause 

To date~ three Common Cause state organizations have actively opposed official English 

legislation in their states .. 

, Common Cause/ Arizona joined a coalition of organizations - including civil rights < 

groups, state'legislators, church groups and Hispanic leaders - to counter an Official English 

measure on the November 1988 ballot. The initiative passed in Arizona by a narrow margin 

of 51 percent to 49 percent of the vote. 

Common Cause/CoJorado became involved by joining a coalition of groups opposing 

English as the official language when the measure was placed on the ballot in November 

1988. The Official English initiative in Colorado won by a vote of 61 <percent to 39 percent. 

In 1991, Common CauselMissouri opposed a bill to make English the state's official 

language. The legislation failed, in a tie vote, in a Senate committee. 

English Plus Information Clearing House (EPIC) 

A loose coalition of groups has organized in support of English Plus, a concept that 

. promotes working towards a citizenry that is proficient in English plus another langUage. The 

English Plus Information Clearinghouse (EPIC) was established in 1987 to collect and 

disseminate information on language rights and language policy and to respond to current 

efforts to restrict the use of languages other than English. To date, 57 state and national 

S61he Washington Post, April 22, 1992. 


,,,..America's English Need Not Divide Nor Censor,' Cuban American National Council brochure, p.4. 
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organizations (see Appendix B) have endorsed EPIC's statement . f purpose and goals, which. 

includes the following: 

n1he national unity and oUr constitutional values reqUire t language assistance be 
made available in order to ensure equal access to essential. ervices, education, the 
electoral prOCess and other rights and opportunities guaran i ed to all members of 
society. .. 

Other Groups 

While all of the groups that support English Plus oppose nglish as the official 

language, a number of organizations have been particularly active. The. Mexican American 

Legal Defense and Educational Fund (MALDEF) passed a resolu 'on in opposition to Official 

English and is currently working on a comprehensive plan to op .se English as the official 

language, including legislative efforts, legal defense issues and gr ssroots education. 

Californians United was organized in 1986 to oppose Proposition 63, a constitutional 

amendment to maIce English California's official language. (The Fndment was subsequently 

approved.) In 1988. Californians United held a nationalCOnferenre which gave birth to the 

National Coalition for Language Freedom. a grassroots organizatifn working.to oppose . 

Official English laws. Other national groups opposing Official E glish include the ACLU. the 

American Psychological Association, the Leadership Conference n Civil Rights (LCCR), the 

National Education Association (NEA) and People for the Americ Way. 

In addition to opposing .the passage of new Official English measures, groups have been 

monitoring the effects of existing laws. Since the passage of Pro osition 63, Californians 

United has established several task forces to monitor the law's efffcts. The task forces' 

activities include tracking incidents of dis~rimination, proposing l~gislation to offset the impact 

of the initiative, looking for possible challenges to the legality of e law, and engaging in 

public education. 

V. COURT RULINGS ON OFFICIAL ENGLISH PROVIS ONS 

Opponents of Official English were buoyed by two court d cisions fmding one state and 

one local Official English measure unconstitutional. 

One case involved an Official English amendmet;lt to the constitution in Arizona that 

was ruled unconstitutional on February 6, 1990.s8 A federal dis ct judge in Phoenix, Judge 

'Synieuez y. Mofford 730 F. Supp309 (D. Ariz 1990). 

http:working.to
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Paul Rosenblatt, declared that Arizona's constitutional amendment making English the only' 

language allowable for "government functions and actions" was a violation of free speech 

rights guaranteed by the First Amendment to the U. S. Constitution. While this ruling is 

binding only in Arizona, it is likely to be a factor in lawsuits in other states. 

According to the suit, prior to the enactment of Arizona's Official English law, Maria

Kelly Yniguez, a state insurance claims manager since 1984, often spoke Spanish with 

Spanish..:speaking people who were flling medical malpractice claims againstthe state. After 

enactment of the law, she stopped ,speaking Spanish in her job, even when asked to translate, 

for fear that she would be violating state law and be sanctioned. Two days after the 

enactment of the Arizona law; Yniguez flled suit. 

A second plaintiff in the case; state Senator Jaime Gutierrez (D-Tucson), claimed the 

law would block bim from communicating with his Spanish-speaking cOI}Stituents. Judge 

Rosenblatt eliminated Gutierrez as a plaintiff, saying Gutierrez had a "right to communicate in 

Spanish with his Spanish-speaking constituents." 

On February 7, 1990, The Tempe Daily News Tribune reported: 

[Judge] Rosenblatt ruled that Arizona's official English law, which prohibits the use of 
foreign languages in official government action, would "force governmental officers and 
employees ... to either violate their sworn oaths to obey the state coristitution, and 
thereby subject themselves to potential sanctions and private suits, or to curtail their 
free speech rights." The measure is "invalid on,its face in violation of the First 
Ainendment," Rosenblatt said in his 20-page decision. ,He also called the law 
"substantially overbroad." 

Former Arizona Governor Rose Mofford, the only person with legal standing to appeal 

under the district judge's ruling, refused to do so saying, "I'm happy the courts ruled it 

unconstitutional," and adding 'that the law was "flawed fr~m the beginning. ,,59 

However, Arizonans for Official English, an affIliate of U.S. English, successfully 

appealed to the Ninth Circuit Court of Appeals to be allowed to intervene in the case. They 

are currently appealing Judge Rosenblatt's ruling. 

In another' case about ·the Arizona English-only law, employees and elected officials of 

the stateflled a class action suit in November 1992. Ruiz v. Symington,. brought in part by 

state Senator 'Armando Ruiz against Governor Fyfe Symington m, argues that the law violates 

the plaintiffs' First and Fourteenth amendment rights to freedom of speech and equal 

S9Tempe Daily News, February 7, 1990. " 
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protection under the law. Arizonans for Official English also are seeking to intervene in this 


. case because they do not believe that the State would vigorously efend the law. 

In July 1989, a federalcorirt struckdown a Pomona, Calm rnia city ordinance that 
. 

required all commeI:cial. signs containing foreign alphabetic~l' char cters also to contaiIf at least 

50 percent Engl~shalphabetical characters. 'The ordinancewas:,pa sed in N()v~mber 1988. In 

Febru~ry 1989, the Asian Amenccpl Business Group. filed a lawsu t against the ordinance. 

Federal Judge Robert Takasugi ruled that the ordinance;violated • e First and Fourteenth 
, , ' ' ..' 

Amendments of the U.S. Constitution.60 


According to a July 28, 1989 .article ,in Asian Week: 

. . . 

T1:J.e ordinance reads in part: "On preQlisessigns of comm~ cial or manufacturing 
establishments which have advertising copy in foreigIl alp beticalcharacters shall 
devote at least one-half of the sign area to advertising copy in English alphabetical 
characters.'" But the terminology "advertising copy". was" constitutionally vague," 
wrote Takasugi.' ... Vague statutes irihibitaperson's exerci e of freedom of expression 
out of fear ofbreaking the law .. TIley also'violate citizens' right to due process. And 
because the ordinance is directed. at sign.owneI'swho :use fi reign alphabetical 
characters, and the use of foreign languages i~ directly rela~d to national origin, the 

" o.rdinance "overtly discriminates on the basis of national or~gin" and' violates the right 
, to equal protection under .the 14th Amendment, wrote. Taka~ugi. ... 

,', ,- ,~ • -, I ' 

An· August 1993 ,Circuit Court ruling upholding the Metro- . ade Coriunission' ~ repeal. 

of Dade County's municipal English-Onlylaw (see page eight) als is encouraging for . 

opponents of Official English seeking to overturilsuch measures. 

In California, a proouct liability case is. testing the lirfiits' 0 

provisions. Rosa Rivera sued Plough, .In,c.when her son contrac d Reye!s, Syndrome as a' 

resuIt.of·her'not being able to read the Englisblanguage, warning n the label of a bottle of 

aspirin.. ,' The pharmaceutical. distributor used California's English nly constitutional provision 

in its defense. Initially, the 'Superior Court· ruled in favor of Plou h, but the decision was 

reversed on appeal. The Appeals Court argued that "Ploug1:J.'s ar ent that public policy 

absolutelypr~ludes liability for failing to warn in a foreign: lan~ge is. seriously undercut by 

federal regulations." The 'Federal Dnig Administration (FDA) s cifically states that its rule 
. ",.' 

requiring Reye' sSyndrome warnings does not. preclude warnings other languages and 

encourages ~ufacturers to distribute such warnings. In f~ct, al ough Plough did not issue' 

warnings in Spanish, it did advertise in the Spanish lang'uag~ med a. A trial can now proceed 
I 

60Asian Week, July 28, 1989. p.4. 

http:Constitution.60
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to determine whether Plough was negligent. 61 

VI. INNOVATIONS IN MULTILINGUAL REFORM 

Recognizing that the United States is becoming more ethnically diverse and 

multilingual, a number of states and localities have established more inclusive policies 

pertaining to language. 

Four states have enacted laws officially recognizing the importance of learning multiple 
, , 

languages as well as becoming proficient in English. In March 1989, the New Mexico 

Legislature passed the first English Plus 'measure in the nation, encouraging "multilingualism . ' 

as benefi~ial to the state's continuing economic and cultural vitality, I whether that p~oficiency 

derives from second language study by English speakers or from home language maintenance 

plus English acquisition by~peakers of other languages. ,ft 62'The measure also reaff1I1Iled the 

Legislature's "advocacy of the teaching of other languages in the United States and its belief 

that the position of English is not threatened." (See Appendix C for full text.)' Although it 

passed with strong support, the resolution is nonbinding and contains' no guarantee of 

increased funding for language programs. Nevertheless, the policy has discouraged additional, 

English-oply'campaigns in New Mexico. 

In 1989,'Oregon and Washington State also enacted English Plus measures. 

Washington's law established a policy "to welcome ,and'encourage the presence'of diverse 

cultures and the use of diverse languages in business, government, and private affairs in this 

state." Oregon's re,solution established policy "to welcome, encourage and protect diverse 

cultures and use of diverse languages in business, government·and private affairs. "63 

In May 1992, Rhode Island became the fourth "English Plus""state,enacting legislation 

that recognizes "English is and will remain, the primary language of ,the United 

States" and, "encourages all citizens to become proficient in English to facilitate full 
, " 

participation in society." The legislation also states: 

[Ilt shall be the policy of the state of Rhode Island to welc,ome and encourage the 
presence of diverse cultures and the use of diverse languages in business, government, 
and private affairs in this state. ' 

61EPIC Events, February/March 1993, p.5. 

62Mary Carol Combs, "English Plus: Responding to English Only." in Language Loyalties, James Crawford, ed., University 
of Chicago Press, Chicago, 1992, p.223. ' 

fillbid., p.223. 
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In Massachusetts, a coalition of educational and·comInuni -based organizations, led by 

Massachusetts English Plus , sponsored an "English Plus Month" November 1991. While 

citizens from across the state participated in the activities, the cittes of Cambridge and Boston 

declared November 'to be English Plus month. The month-long Ellvent included a series ~f 
activities promoting cultural and language diversity and examinin the issue of language 

rights. Over 200 bilingual education students participated in an writing contest focused on 

the theme of diversity, while adult students of English as a Seco Id Language (ESL) 

participated mwriting projects that were later,. displayed in their ommunities. The activities 

culminated at a Boston festival where hundreds .of people shared the bilingual education 

contest awards presentation and participated in multicultural perl, rmances. 

In the Washington, D.C. area, gover:pment and priva sector policies have been 

adapting to a wave of immigration in recent years. During the p st decade, the area's 

Hispanic and Asian populations have doubled and immigrants fro dozens of other countries 

have settled in the area, primarily in the suburbs surrounding the capital city.64 Some bank 

machines. in the area offer instructions in Spanish; political candiftes communicate to 

constituents in Korean; county recycli:ng reports are printed in C bodian, Laotian, and two 

Ethiopian languages; all-Spanish radio shows have been added to local stations; county 

government agencies publish weeldy health notices and voting gu' des. in a dozen languages; 

signs in stores have been added in Vietnamese and Spanish; and e Potomac Electric Power . . 

Co, and Chesapeake & Pot?mac Telephone Co. have established Spanish-speaking hotlines. 

Schools in Fairfax and Arlington, northern Virginia subur s, have adopted voluntary .. . 

language immersion programs, in which students with a range of language backgrounds spend 

part of the day in classes where only Spanish, French or Japanesf is spoken. The Arlington 

program was sharply criticized by U.S .. English when it was annrunced.65 Arlington, whose 

student population is 28 percent Hispanic, also has established a rogram with private-sector 

employers to. teach their employees English. 66 

Local leaders laud these efforts. Mara Lopez, acting dire tor of the m~yor's office on 

Latino affairs in the District of Columbia, noted: 

64The Washington Post, February 11. 1992. 

"'The Washington Post, November 20. 1993. 

6f>The Washington Post, December 2: 1993. 
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My general impression is that there is a recognition by politicians, by business people, 
by anybody providing services, .that the demographic fabric of this area bas changed, 
and to stay competitive and do business and to respond to the needs of the community, 
there is a need to be able to communicate. When you see a sign in Spanish, it says, 
'We know you are here. We value your business. We value your input.' 

VD. CONCLUSION 

Few people would dispute that English is the primary language of our country, that 

Epglish language skills are necessary to function most effectively in our society, and that 

advancement in employment in the United States generally requires English proficiency. But 

it is a long jump from these fundamental statements to the belief that English is ~ndangered 

and should be made the official language. 

Efforts currently underway at the state level to mak~ English the official language 

would threaten the rights of non-English-speaking residents and would compromise their 

access to elections, emergency and social services, education arid the criJpinal justice system. 

By distinguishing between English-speakers and non-EngliSh speakers in these areas, Official 

English measures, in effect, legalize discrimination against people who are not fluent in 

English. Blocking the Official English Movement's quest to canonize English as the official 

language is a crucial step to safegtiard the rights of non-English-speaking and bilingual people. 

Acknowledgement 


This paper was prepared by Anna Pegler Gordon, Research Associate for State Issues. 




.' 
.~ 27 

APPENDIX A 

Resolution ;- Englisbas the Official Lan age 

Common Cause National Governing Board 

November 4, 1989 

Resolved, that the National 'Governing Board autliorize state organizations, if they 
so desire,' to oppose the . adoption of any English As the Official. Iingilage statute 
'or constitutional amendment. . 

.~, • I.;i 

RESOLUTION APPROYED: 

I 

38 YES. 5 NO. 5 NOT'VOTING 
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APPENDIXB 


Organizations Endorsing the EPIC State~en~ or Principles 


Advocates for Language Learning 
American Civil Liberties Union 
American Council on the Teaching of Foreign Languages 
American Jewish Committee 
American Jewish Congress 

ASPIRA Association 

American Council on the Teaching of Foreign Languages; 

Asian Pacific Amedcan Legal Center of Southern California 

Asociacion Politica de HablaEspanol . 

Californians United 

Caribbean Education and Legal Defense Fund 

Center for Applied Linguistics 

Chinese for Affirmative Action 

Christian Church -- Disciples of Christ 

Coloradans for Language Freedom 

Colorado Women's Agenda 

Committee for a Multilingual New York 

Conference on College Composition and Communication • 

El Concilio de El Paso 


.' Greater Miami United 
Haitian American Anti-Defamation League 
Haitian Refugee Center 
Image de Denver 
IRATE (Coalition of Massachusetts Trade Unions) 
Japanese American Citizens League 
Joint National Committee for Languages 
League of United .Latin American Citizens 
Linguistic Society of America 
LULAC Foundation 
Mexican American Legal Defense and Educational Fund 
Michigan English Plus Coalition 
Michigan State University, Department of English 
Multicultural Education Training and Advocacy Project 
National Association for Bilingual Education 
National Association for Asian and Pacific American Education 
National Association of Latino Elected and Appointed Officials 
National Coalition of Advocates for Students 
National Council of La Raza 
National Council of Teachers of English 
National Education Association 
National Immigration Project 
National Immigration, Refugee and Citizenship Forum 
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National Lawyers Guild 
National Puerto Rican Coalition 
New York Association for New Americans . 
New York State Association of Foreign Language Teachers 
New York State Council on Languages 
New Y ork Stat~ Teachers of English to Speakers of Other Languages 
Organization of Chinese Americans 
Pacific Northwest Council on Foreign LangUages 
People for the American Way 
Socialist Party USA 
Society for the Psychological Study of Social Issues 
Southwest Conference on Language Teaching . 

"Stop English Only" Committee of Hostos Community College (NY) 

Teachers of English to Speakers of Other Languages 
United States Student Association 
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APPENDIX C 

STATE ENGLISH PLUS MEAS 

New Mexico English Plus Rf7Solution, 

WHEREAS the people of New Mexico promote the spirit f diversity-with-harmony 
represented by the various cultures that make up the fabric of our state and American society; 
and 

WHEREAS the people of New Mexico acknowledge that It nglish Plus It best serves the 
national interest since it promotes the concept that all memberso~ our society have full access 
to opportunities to effectively learn English plus develop proficiency in a second or multiple 
languages; and 

WHEREAS the people of New Mexico recognize that the sition of English in the 
United States needs no official legislation to support it; and 

. WHEREAS the people of New Mexico recognize that for s ivaI in the twenty-first 
century our country needs both the preservation of the cultures languages among us and 
the fostering of proficiency in other languages on the part of its c tizens; 

NOW THEREFORE BE IT RESOLVED ... that the First essionof the Thirty-Ninth 
Legislature of the State of New Mexico hereby reaffirms itS adv acy oithe teaching of. other 
languages in the United States and its belief that the position oiE glish is not threatened. 
Proficiency on the part of our citizens in mOre than one language is to the economic and , 
cultural benefit of our state and the nation, whether that proficien y derives from second 
language study by English speakers or from home language main nance plus English 
acquisition by speakers of other languages. Proficiency in Englis plus other languages should 
be encouraged throughout the State. 
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Rhode Island English Plus Bill (H 8357), 1992 

An Act Relating to State Affairs and Government 

State Policy in Regards to Diversity of Cultures 


Chapter 5.1: Rhode Island Policy and its Diverse Cultures 

42-5.1-1. Policy stated.~(1) Diverse ethnic and linguistic communities have contributed to the 
social and economic prosperity of Rhode Island. 

(2) It is the welcomed responsibility and opportunity of Rhode Island to respect and 
facilitate the efforts of all cultural, ethnic, and linguistic segments of the population to become 
full participants in RhOde Island communities. 

(3) This state's economic well-being depends on foreign trade and international 

exchange and many jobs are directly linked to foreign trade and international exchange. 


(4) If Rhode Island is to prosper in foreign trade and.international exchange, it must 

have citizens that are multilingual and multicultural. 


(5) While recognizing the value of a multilingual background, the state also encourages 
all citizens to become proficient in English to facilitate full participation of all groups in 
society and to promote cross-commurucation that currently exists in this state should be 
promoted to build trust and understanding among all of its citizens. 

Therefore, it shall be the policy of the state of Rhode Island to welcome and encourage 
the presence of diverse cultures and the use of diverse languages in business, government, and 
private affairs in this state. . 

(6) The immigration of Hispanics, Portuguese, Southeast Asian and other non-English 
speaking peoples to Rhode Island continues; and English is already the predominant language .. 
of Rhode Island and needs no legislation to support it; and 

(7) English is and will remain the primary language of the United States, and all of our 
society recognize the importance of English to national life, individual accomplishment, and 
personal enrichment. . . 

(8) The ability to communicate in English and other languages has promoted and can 
further enhance American economic, political and cultural vitality. 

(9) The state both aff:ums the right of every resident to nurture his or her native 
language and also encourages all citizens to become proficient in English. to facilitate full 

. participation in society and promote cross-cultural communication. 
(10) Native language ~truction facilitates the development of English proficiency in 

limited English-proficient children and boosts the overall academic achievement of such 
childfen;anq . 

(11) Proficiency in a second or multiple languages can be a major tool for economic 
growth for our state and help overcome this country~s disadvantage in the world economy as 
we move into the 21 st century. 
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APPENDIXD 

, PUBLICATIONS ON omclAL ENGLIF 


Arington, Michele, "English-Only'Laws and Dire~t Legisl~tio~: The Bab~ in the States over Language 
Minority Rights," Journal ofLaw and Politics, Winter 1991. ' 

Armsby, Susan, "Krasniy, Blanc and Am]: The English Plus American " Conference on Language 
Pluralism in the U. S.: Linguistic Minorities and "English Only," Michigan State University, April 13, 
1991. Contact People for the American Way, 2000 M St., N.W., wasr'gton, DC 20036. 
(202) 467-4799. , ' 

Califa, Antonio, "The Attack on Minority Language Speakers in the U ted States." Also, "Declaring 
English the Official Language: Prejudice Spoken Here," Harvcud Civil Rights Civil liberties Law 
Review, Vol. 24, No.2, Spring 1989. For both papers, contact the AC U, 122 Maryland Avenue, 
N.E., Washington, DC 20002 (202) 544-1681., 

Crawford, James, Hold Your Tongue: Bilingualism and The Politics of 'English Only," Addison-Wesley 
Publishing Company, Massachusetts, 1992. This new book provides ba kground on the history of the' 
English-Only movement, the major players, the various arguments, and ther topics relating to the 
English OnlylEnglish Plus debate. " 

limguage Loyalties: A Source Book on the Q/ficial English eonhvversy The University of Chicago 
Press, Chicago, 1992. This compilation of articles edited by James Cra ord provides historical roots 
of the debate, the arguments for and against, the sociological significan ,of language conflict, legal 
precedepts on language and civil liberties, implications of language dive sity on education, and 
international perspectives, on language politics. . 

CRS Report for Congress: States Designating English as the Q/ficial St e limguage, Congressional 
Research Service, The Library of Congress, March 9, 1988 (Revised A, ril20, 1989 and January 22, 
1991). 

"English Language Constitutional Amendments," Hearing Repon before the Subcommittee on Civil and 
Constitutional Rights of the Committee on the Judiciary, House of Repr entatives, May 11, 1988, 
Serial No. 120. Contact the Superintendent of Documents, Congressio I Sales Office, U.S. 
Government Printing Office, Washington, DC 20402. 

English-Only l£gislation in Multicultural America: A State and Federal UpdaJe, Mexican,American 
Legal Defense and Education Fund, June 1990. Contact the English PI Information Clearinghouse, 
c/o National Forum, 220 I Street, N.E., Suite 211, Washington, DC 2cro2 (202) 544-0005. 

EPIC Events; a bimonthly newsletter on official English~d related lanJuage issues. Contact the 
English Plus Information Clearirighouse, c/o National Forum, 220 I Strebt, NE, Suite 211, Washington, 
DC 20002: (202) 544-0004. " .' 

Not Only English: Affirming America's Multilingual Heritage, Harvey l Daniels, Ed., National 
Council of Teachers of English, Urbana, lllinois; 1990. Contact the Na'onal'Council of Teachers of 
English, 1111 Kenyon Road, Urbana, IL 61801. (217) 328-3870. 

OjJicial English/English Only: More '/han Meets,the Eye, National Educ tion Association, April 1988. 
Contact the NEA, Human and Civil Rights, 1201-16th Street, N.W., W hington, DC 20036. 
(202) 822-7700. . 



- 33 

APPENDIXE 

ORGANIZATIONAL SOURCES OF INFORMATION ON OFFICIAL ENGLISH 

American Civil Liberties Union 

122 Maryland Avenue, NE 

Washington, D. C. 20002 

(202) 544-1681. 

English Plus Information Clearinghouse 
c/o National Forum 
220 I Street, NE 
Suite 211, Washington, D. C. 20002 .' 
(202) 544-0004. 

Joint National Committee for Languages 

300 I Street, NE, Suite 211 

Washington, D.C. 20002 


. (202) 546-7855. 

Mexican American Legal Defense and Educational Fund 

1430 K Street, NW, Suite 700 

Washington, D. C. 20005 

(202) 628-4074. 

National Council of Teachers of English 

1111 Kenyon Road 

Urbana, Illinois 61801 

(217) 328-3870. 

National Education Association 

1201 16th Street, NW 

Washington, D. C. 20036 

(202) 822-7700. 
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We would appreciate your taking a few moments to complete e following questions about 
the Official English issue brief. Even if some time has elaps since the brief was 
published, your comments and sugges,tions will be helpful in 'ting future editions of this 
issue brief. Please, send completed questionnaires to: . 

Research Associate for State Issues 
Common Cause 
2030 M Street, N.W. 
Washington, D.C. 20036 

1. How. useful is the Official English issue brief? Please rank 
useful) to 5 (very useful) by circling a number below: 

less useful yery useful 

1--2--3 4 5 

2. Are there any sections in this issue brief that need signifi 

your answer from 1 (less 

t work? 

Are there any sections that you would recommend deleting? 

Are there any new sections that you would recommend addin .? 

3. How do you rate the amount of information in this issue br 
answers below. 

too little about right" too much 

ef? Please circle one of the 

4. With whom do you share this issue brief (e.g. state board, oluilteers, press, state 
legislators, etc.)? ' 

S. Are there any other comments you woUld like to make reg ding either the form~t or 
content of this issue brief? ' 


