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Abstract

Background. For US patients with limited English proficiency (LEP), diversity of language and culture can create potential
health care disparities in discussions of prognosis and goals of care. Although professional medical interpreters are often
thought of as language conduits, they are also trained as clarifiers and mediators of cultural barriers between providers, patients
and their families. Identifying interpreter challenges in Palliative Care (PC) conversations and brainstorming and rehearsing
solutions could improve their confidence interpreting PC encounters and being cultural mediators.

Measures. Pre- and Pre/Postintervention PC confidence questionnaires. Intervention: six-session monthly dialogue-based course.

Outcomes. Interpreters showed significant increases in postintervention confidence in PC communication compared with
pre-intervention (z = —5.646, P< 0.000).

Conclusions/Lessons learned. This dialogue-based intervention eliciting ongoing interpreter challenges, with PC social work
facilitation and role-play with PC clinicians in a mutually respectful environment, significantly improved interpreter confidence

in partnering with clinicians in PC conversations. ] Pain Symptom Manage 2021;62:609—614. © 2021 American Academy of Hos-
pice and Palliative Medicine. Published by Elsevier Inc. All rights reserved.
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EDITORIAL NOTE David Casarett, MD
This study nicely highlights the challenges that medical interpreters face as key participants in difficult goals of care
conversations.

Key Message Background

This article describes a quality improvement project
using dialogues between interpreters and palliative
care clinicians in a six-session monthly intervention to
improve clinician and interpreter skill in palliative care
communication with Limited English Proficiency
patients and increase interpreter confidence as team
members. Results indicate that the project was highly
successful in these aims.

The United States is increasingly diverse with at least
350 languages spoken.' This diversity of language and
culture is present in health care settings where the
Western health care culture can conflict with that of a
patient and family.” While professional medical inter-
preters primarily engage as language conduits and
clarifiers between patients with Limited English Profi-
ciency (LEP) and providers, their role as cultural
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mediators who advise on cultural challenges during cli-
nician pre-meetings, patient encounters, and clinician
de-briefings is increasingly recognized. ™"

Professional medical interpreters are keenly aware
that effective communication is not simply about find-
ing word equivalents in another language, because
often there aren’t any. In Haitian Creole, there is no
equivalent for “MRI”. Concepts like “hospice” or
“proxy” are alien to some cultures. Spanish-speaking
patients conjure up negative images once “hospice” is
misinterpreted into “hospicio,” a false cognate meaning
an orphanage where poor people are left to die. In
Mandarin, words and expressions about cancer range
from the most straightforward “aizheng’ to the vaguest
“zhongkuai,” (which can be a benign or malignant
mass); a professional interpreter can share the differ-
ent meanings with clinicians and help them choose the
term that best reflects their message.

Medical interpreters also face ethical dilemmas, and
family meetings discussing goals of care can be particu-
larly challenging.”” The interpreter must bridge
between providers with typical Western principles of
patient autonomy, individual choices and decisions,
informed consent and truth-telling, and patients and
families who find these principles at variance with their
behaviors, beliefs, decision-making processes and prac-
tices. Conflicts can occur, for example, when the team
asks for a single decision-maker, when the decision
rests with the whole family. To help clinicians commu-
nicate appropriately, interpreters can negotiate with
them to deliver the message accurately and in a cultur-
ally sensitive and respectful manner.

In no other field, therefore, is the need for effective
navigation of language and cultural barriers by medical
interpreters more urgent than in the field of palliative
care (PC).” While there is an excellent PC online
course to prepare trained interpreters to work in PC
settings,” we were not able to identify any studies that
reported on increasing the confidence of interpreters
to assert their role effectively with a PC (or other)
team, especially when helping patients with refractory
disease or who are nearing the end of life.

But interpreters are often called on to do just that,
and barriers are frequently placed in their way. At our
institutions (Brigham and Women’s Hospital (BWH)
and Dana-Farber Cancer Institute (DFCI), we had
anecdotal evidence that some providers displayed a
limited view of interpreters as language conduits, sim-
ply providing a translation of what they said. While the
federal government (Executive Order 13,166 of August
11, 2000) and the Joint Commission both recognize
that medical interpreters are essential members of an
effective and equitable health care team, we heard that
interpreters were usually brought in at the last moment
as a “tool”; they were denied access to the medical
record, rarely made aware of the patient’s prognosis or

the emotionally-charged subjects likely to arise, and
rarely included in the debriefings. The interpreters
therefore could not prepare themselves emotionally
to be the actual bearers of the difficult or serious
news. Even when interpreters knew the patient and
family, cultural norms, and identity of the decision
maker, they often lacked the confidence to share
that information with or explain their concerns to
the providers.

Our interprofessional team of a PC social worker
(J.G.), certified medical interpreter leadership (Y.
M., M.S.R., N.S.), and PC physician (J.L.A.) initiated
this Quality Improvement intervention because we
were concerned that this lack of confidence and
these unresolved language and cultural barriers
might result in lack of equity, health care dispar-
ities,” and health care errors.'’ Our intervention was
designed to ensure that our colleagues were trained
and confident as professional team members in
engaging in nuanced PC communications, being
included in pre-meetings and debriefings, and medi-
ating cultural barriers.

Measures

With the authors’ permission, we modified for inter-
preters the non-validated, but frequently used confi-
dence questionnaires developed for the Serious Illness
Care Program of Ariadne Labs originally designed for
internists being trained by them in palliative care con-
versations (personal communication).

The questionnaires consisted of 23 items self-report-
ing interpreter confidence, with responses from
1 =Very unskilled to 7 =Very skilled (Appendix). When
necessary, we modified the questions to reflect what an
interpreter, rather than an internist, would normally
do. For example, Question 9, “Discussions of patient
goals” became “Interpreting discussions of patient
goals.” But many of the questions did not require modi-
fication.

Baseline Assessment of Current Practice

As a baseline assessment, all participants were asked
to complete the pre-course questionnaire: “Interpreter
Confidence- Beginning of Training,” which measures
interpreter confidence in participating in PC conversa-
tions.

End of Intervention Assessment

At the end of the intervention, participants com-
pleted the post-course questionnaire “Interpreter Con-
fidence- End of Training.” This questionnaire asks
participants to rate, retrospectively, their confidence
level prior to the start of the six sessions (i.e., the
“Before” questions) and also their confidence level at
the end of the six sessions (i.e., the “After” questions).
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Table 1.
Curriculum for Palliative Care Dialogues With Medical Interpreters”

Session Topic

Activities

#1 How to initiate and manage a meeting between palliative care
provider and interpreter that occurs before they visit the patient or
family

#2 The basics of a family meeting

#3 Focusing on accuracy: how to interpret when there is no accurate
translation or a cultural “bump” prevents direct communication

#4 Family meeting to discuss code status and end-of-life life-
prolonging therapies; cultural mediating

#5 Interpreting for social workers and chaplains: unique challenges

#6 Experiencing in being a cultural mediator in end-of-life care
discussions

Small group discussion of premeeting challenges (15 minutes) and
report to large group (15 minutes) facilitated by PC SW; Role play
solutions w PC MD (20 minutes); Wrap up:5 minute

Small group discussion of family meeting challenges and review of
premeeting challenges (20 minutes) facilitated by PC SW; Large
group discussions of conclusions w PC SW (20 minutes); Wrap up:10
minutes

In their language groups, interpreters complete worksheets
translating palliative care terms and discuss interpretation
challenges in their culture or language (50 m)

Small groups review sessions 1 and 2’s conclusions and discuss cultural
barriers and ethical issues in these type of family meetings (15
minutes); large group discussion and role play of how to partner
with PC MD in facilitating interpreter role (25 minutes) facilitated
by PC SW; Wrap up 5 min (PC SW)

Small groups discuss unique challenges posed by interpreting for SW
or chaplains, including interpreting prayer (15 minutes); Large
group to discuss conclusions and solutions, facilitated by PC SW (20
minutes); wrap up (5 minutes)

Individual interpreters will do partially scripted roleplays with invited
PC clinicians, including a pre-meeting and navigating a cultural
barrier. PC SW and PC MD facilitate (50 minutes); Final wrap up
10 min.

“Full CEU materials, curriculum and reference materials available on request.

Data Analysis

Questionnaire data was collected de-identified and
analyzed in aggregate. Total scores for pre- and post-
intervention interpreter confidence were calculated as a
mean of all pre- and postintervention items, respectively,
if at least 16 items were answered in each measure.

Institutional Review Board Review. An Office of
Human Research Services (OHRS) staff member at
Dana-Farber/ Harvard Cancer Center reviewed the
project and determined that it met the definition of a
Quality Improvement/Measurement activity and did
not meet the definition of research.

Intervention

Based on the data from the baseline assessment of
interpreter confidence, we developed the Quality
Improvement intervention, a six-session hour-long
monthly curriculum, “Palliative Care Dialogues with
Interpreters.” The intervention’s curriculum was written
using an iterative process over four meetings by a board-
certified PC physician (PCMD) with over 20 years’ expe-
rience in PC and in teaching in academic medical cen-
ters and a PC social worker (PCSW) with 20 years’
experience as a trainer and nine years managing inter-
preter services at other institutions. It was designed as an
interactive course, with the PCSW eliciting the chal-
lenges and barriers (emotional as well as language and
cultural) faced by the interpreters participating in the
PC encounters and then brainstorming solutions that
were role-played by the PCMD and volunteer

interpreters. For Session 3 (below) we used the vocabu-
lary list from “Interpreting in Palliative Care: A Curricu-
lum for Trainers”,” a web- based didactic course for
interpreters, not involving any interactive training.

This intervention was offered in both the BWH and
DFCI Professional Medical Interpreter Continuing
Education Series. Table 1 lists the topics and activities
in each session. The 6 topics were: Initiating and man-
aging a pre-encounter conference; Family meetings;
Terms used in PC meetings; Family meetings to discuss
code status and end of life-prolonging therapies, cul-
tural mediating; Interpreting for SW and chaplains
(with SW and chaplains participating in the role plays);
and Experiencing being a cultural mediator in end-of-
life care (with PC MDs and Nurse Practitioners partici-
pating in the role plays). The week before each session,
PDFs of the readings and links to other materials were
sent to all participants.

In each session, the PCSW first elicited the chal-
lenges raised by the topic by brainstorming with the
interpreters in language groups (no more than four in
a group) (10 minutes). Groups then reported out key
challenges and the PCMD or PCSW recorded them on
Post-it charts (15 minutes). Interpreters next brain-
stormed potential solutions in the large group (10
minutes). Role plays between the PCMD and volunteer
interpreter(s) were then done to try out those solutions
(20 minutes). In the last five minutes, the PCSW led a
wrap-up session and plans for incorporating what both
clinicians and interpreters learned into our clinical
work. Within a week after the session, the PCSW pre-
pared a summary of notes from the session and sent
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the summaries to participants along with a “survey
monkey” evaluation form.

The dialogues were conducted over facility-provided
lunch in BWH or DFCI conference rooms that held
20—40 people. To encourage small group communica-
tion, tables and chairs were arranged to facilitate 4—6
people per group. To further encourage interpreters
to participate, participants received CEUs for each ses-
sion completed, and both CEUs and a certificate of
completion if they attended all six sessions. The PCSW
provided the CEU materials for all six sessions to the
BWH and DFCI interpreter services management who
used them to obtain Medical Interpreter IMIA/NBCMI
CEU accreditation.

Sample Role Plays

Role plays were usually spontaneous and semi-
improvisational based on a conversation taking place
between the interpreters and the facilitators. The fol-
lowing are two examples of phrases and a role play sce-
nario developed through the sessions.

To help an interpreter engage a clinician during a pre-
meeting:

PCMD playing the interpreter: “I know something about
this patient I think you need to know and that can save
you time!”, or “Can I make a suggestion?”

To encourage an interpreter to pursue explaining impor-
tant cultural issues to a clinician:

PCMD playing oncologist: “I'm glad you’re able to come
to help us with the family meeting. We want to tell the
patient the cancer has spread. We’re going to make sure
the patient knows what is wrong with her and ask her to
make some decisions”.

Mandarin Interpreter: “I think we should talk to her daughter
first. Otherwise, her daughter would be very upset,”

PCMD: “We want to know what her mother feels about
her quality of life and about being resuscitated. I under-
stand I should not tell her what her prognosis is, because
it’s very bad in the Chinese culture to do that. But don’t
we need to hear from her?”

Mandarin Interpreter: “It’s very important to have her voice
heard. I suggest we maybe talk to her daughter first.”

PCMD: “You seem to think her daughter is very protective.
What if I suggested to her daughter that she should let us
ask her mother because of her love for her.”

Mandarin Interpreter: “Well, I know what you mean, but the con-
cept “love” is not used that way in her culture. Instead, could we
appeal to her filial respect for her mother, her duty to her mother. I
think that might help her daughter overcome her resistance to let-
ting us ask her mother those questions.”

PCMD: “That’s very helpful. That makes sense to me. Let’s
try that. Thank you.”

Table 2.
Interpreter Confidence Pre- and Postintervention

Confidence (N =44; 22 BWH,
22 DFCI)

Opverall Difference Pre- and
Post-intervention

Items Showing the Highest
Average Difference Pre- to
Post-Intervention (Increase on
a1l to 7 Scale)

z=—5.646, P=0.000

Mean (std dev) of Average
Difference (Increase)

Advocating for the interpreter
role in the pre-meeting with
other team clinicians

1.83 (1.248)

Discussing palliative care 1.65 (1.13)

Interpreting hospice and 1.64 (1.16)
“hospice care” accurately

Discuss referring patients to 1.58 (1.20)
hospice

Discussing end-of-life issues 1.56 (0.93)
with patients

Telling a patient he or she is 1.56 (1.32)
dying

Outcomes

Of the 50 interpreters who completed the course,
data was available from 44 participants (22 BWH, 22
DFCI) who completed both the pre- and post-interven-
tion questionnaires on confidence items (88% comple-
tion rate). About 25% of the 50 interpreters attended all
sessions; at each BWH session there were 24—30 inter-
preters and at each DFCI session there were 12—20.
There was no significant difference in the pre-/post-
intervention difference scores between groups (BWH,
DFCI) so the samples were pooled for analysis.

The Wilcoxon Signed Rank test was used to compare
interpreters' confidence before and after the interven-
tion. Results indicated that post-training interpreter confi-
dence (Mdn=6.19, IQR=5.80-6.60) was significantly
higher than pretraining (Mdn=5.09, IQR =4.28-5.48)
(z=—5.646, P < 0.000).

The preintervention confidence questionnaire was
printed on both sides of the paper and some partici-
pants did not answer items on the back, resulting in
missing at random data. A sensitivity analysis of data
from the 28 participants who completed the full pre-
intervention questionnaire showed similar results with
preintervention confidence significantly lower than
postintervention (Mdn=5.24, IQR=4.82—-5.62) (z =
—4.51, P=0.000). Items that showed the highest aver-
age differences (i.e., increases on the 1—7 scale) from
pre- to post-training are shown in Table 2.

Interpreter comments

In addition to indicating an increase in confidence
on their questionnaires, some interpreters volunteered
revealing thoughts after completing the intervention.
They shared their stressors, including difficulties inter-
preting end-of-life vocabulary, violating cultural norms
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of their patients and families, and experiencing emo-
tional, cognitive and mental stress especially when not
included in pre-encounter huddles. Interpreters felt
the intervention improved their collaboration with
physicians and increased their involvement in huddles
and their confidence. They especially appreciated what
they learned in role plays.

Comments from Interpreters after Partici-
pating in the Intervention

Improved collaboration

... Twas afraid to talk to certain doctors. Now I use i, the technique,
the words that you guys taught me. And it really helped me to talk to
those doctors that I was afraid of talking. And also, If we have an
idea, they took an idea from us with the wording that we use.

... And I really understood that they think the kind of things we
think. I never thought that a doctor would feel like (JLLA) shared
with us, that she felt guilty because she did not have any more
treatment for the patient. That really changed the way I feel about
oncologists and other doctors right now. It’s not always just what
you see. ... I think as Latinos, we are very passionate and you
can see it on our faces. You realize other people they carry their feel-
ings about what they feel in a different way.

Huddles

In the past we did not focus on huddles and now I ask the pro-
vider to give me a brief idea of what we will talk about. I initiate
the huddle ... (if they do not).

Having huddles has provided me with the opportunity to realize
that we are all the same, we are all human and we all have feel-
ings and vulnerabilities (ve: patients) and this has reduced my
past feelings of alienation (from physicians).

Confidence

1 have been so impressed with Palliative Care's approach that they
do not "'use’’ us but "works'" with us. They are so in tune with
what we do. 1 feel validated and in the past, I felt very unimpor-
tant (was treated that way).

In the past I was more passive. . ..

Now, I ask more questions. . ..

1 have more purpose

I am more aware of the physician’s goals. . .. From what I learned
in the dialogues and from asking the doctors.

Role Plays
The dialogues were very helpful especially the roleplaying...

because we are doing actual role plays and this prepares us for sit-
uations with patients and providers.

Conclusions/Lessons Learned

Conclusions

Our intervention, which included facilitated and well-
structured dialogues, including didactics, sharing challenges
and solutions, and role-playing caused significant improve-
ments in interpreter confidence in PC conversations. The dia-
logue format provided PC clinicians an opportunity to
learn about the challenging linguistic, cultural and

emotional experiences of medical interpreters. Clini-
cians began to understand their role in inviting inter-
preters into the team’s deliberative processes, and in
maximizing the interpreter’s performance especially
during family meetings, while minimizing their stress.
The dialogues and role-plays enabled interpreters to
assert concerns, share knowledge, and practice new
behaviors in a “safe” space, behaviors they reported
they then used in clinical practice.

Lessons Learned/ Key Take-Aways

Carefully structuring a relevant curriculum, provid-
ing skilled PCSW facilitation of interpreter participa-
tion in dialogues, and creating a “safe space” in a
mutually respectful environment for role-playing prob-
lems and solutions with a PCMD to mimic situations
occurring in clinical practice were key to improving
both interpreter confidence as team members in PC
conversations and competence in identifying and solv-
ing ethical conflicts in their work, enhancing their role
in the PC conversations with patients and their families
with LEC.

Resources and support from leadership in both
interpreter programs was critical in enabling inter-
preters' participation in the program, validating the
value of their work, and engaging and motivating the
interpreters to improve their work. Some examples of
leadership support include arranging meeting times,
locations, and food, paying for the CEU application,
attending the sessions, offering support and solutions
for problems their staff raised, and contributing to
brainstorming in their language groups (Mandarin
and Spanish).

While we did not do a follow-up questionnaire 6
months after completion of the intervention, its sustained
effectiveness can be inferred by the requests of both
BWH and DFCI interpreters for more training, to go
“deeper” into the meaning and cultural impact of the lan-
guage of the Serious Illness Conversation materials, and
to work further with SW, nurse practitioners, pharmacists
and chaplains. In 2019, we completed the second series
of 6 sessions with the BWH interpreters, and as of January
2021, with a COVID modified Zoom format, are halfway
through the 3rd; we are also halfway through the 2nd
series of sessions with the DFCI interpreters.
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