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ith use of multiple drug therapies
becoming more common and
patients’ medication lists grow-
ing longer, the number cases of drug-
drug interactions seen by urgent care providers is increasing.
Nineteen percent of all hospitals injuries are caused by adverse
drug events, most of which involve common medications and
many of which are drug-drug interactions. This month’s cover
story, by Maya Heck, MD, and John Shufeldt, MD, |D, MBA,
FACEP, reviews the risk factors for drug interactions with war-
farin, antibiotics, oral contraceptives, statins, and selective sero-
tonin reuptake inhibitors. It's not possible for an urgent care
provider to remember all potential drug interactions but it is cru-
cial to maintain a high level of suspicion when making changes
or additions to a patient’s medications, and to thoroughly
review existing medications when prescribing something new.
Ms. Heck is a first year medical student at Oregon Health &
Sciences University in Portland, Oregon. Dr. Shufeldt is principal
of Shufeldt Consulting and sits on the Editorial Board of JUCM.
Millions of people worldwide run
as a form of exercise and training for
competitive events from 5K races to
ultramarathons is no longer unusual.
Half of regular runners find themselves injured each year and
many such complaints are a result of overexertion or overuse.
In this month’s case report, Matthew Speer and John Shufeldt,
MD, D, MBA, FACEP, underscore the importance of prompt and
thorough evaluation of even the most physically fit, young
patient who presents with complaints associated with running.
Those “shin splints” may be chronic exertional compartment
syndrome (CECS) caused by repetitive microtrauma. Without
appropriate treatment, CECS can cause complications that
would put an abrupt end to a patient’s running career.

Mr. Speer is a second year pre-med student at Arizona State
University. Dr. Shufeldt is principal of Shufeldt Consulting and
sits on the Editorial Board of JUCM.

Offering medical interpretation services is a requirement for
urgent care centers that treat patients whose
health care is covered by federally funded pro-
grams or who are hearing- or vision-impaired.
Several methods of reliable medical interpreta-
tion are available, each of which can affect the quality of the
patient experience and clinical outcomes. As Alan A. Ayers,
MBA, MAcc, describes in this month’s practice management
article, some types of medical interpretation are quicker,
whereas as others are more accurate, and still others are more
expensive. How to choose? The author counsels taking into
consideration the frequency or likelihood of non-English-
speaking patients, the diversity of languages presenting, and
the language skills and training of providers and staff.

Mr. Ayers is Associate Editor, Practice Management, JUCM,
Content Advisor, Urgent Care Association of America, and
Vice President, Concentra Urgent Care.

Also in this issue:

John Shufeldt, MD, JD, MBA, FACEP, discusses employee
theft. The key message here is to not let blind loyalty lull you into
a false sense of security.

Nahum Kovalski, BSc, MDCM, reviews new abstracts on lit-
erature germane to the urgent care clinician, including studies
of statins in prevention of urinary tract infection, pediatric appen-
dicitis, and panic disorder and atrial fibrillation.

In Coding Q&A, David Stern, MD, CPC, discusses modifier
-25 and urgent care codes.

Our Developing Data end piece this month looks at incentives
to urgent care providers other than salary and benefits. M
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JUCM, The Journal of Urgent Care Medicine encourages you to sub-
mit articles in support of our goal to provide practical, up-to-
date clinical and practice management information to our read-
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publication in JUCM should provide practical advice, dealing with
clinical and practice management problems commonly encoun-
tered in day-to-day practice.
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be 2,600-3,200 words in length, plus tables, figures, pictures,
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Practice Management

Language Interpretation
Services in the Urgent Care
Center

Urgent message: Cultivating trust requires good communication and
if a language barrier stands between patient and provider, not only
are clinical outcomes jeopardized, but the urgent care operation can
be subject to legal liability.

ALAN A. AYERS, MBA, MAcc

he demographics of the United States are rapidly

changing. Today a language other than English is

spoken in 55 million households, 67% of which speak
Spanish, and an estimated 19% of Americans have Lim-
ited English Proficiency (LEP).1% In places like Southern
California, over 200 languages are spoken and nation-
ally, 1 in every 10 business transactions occurs in a lan-
guage other than English.? Over 1.2 million immi-
grants, both documented and undocumented, move
into the United States each year, and children born to
immigrants account for over 70% of population
increases.* Considering the proliferation of non-English
speakers who require healthcare in the United States, it
should come as no surprise that the availability of med-
ical interpretation services is required by law.®

Legal Considerations for Urgent Care Operators

While medical interpretation services have been shown

to enhance patient compliance and follow-up while  hearing or sight difficulties:

significantly reducing chances for misdiagnosis, two u Title VI of the Civil Rights Act; and

federal regulations affect how urgent care centers treat u Title III of the Americans with Disabilities Act (ADA).

patients with limited English proficiency or who have  If an urgent care center receives any funds from
Medicare, Medicaid, Tricare or any other federal health

Alan Ayers is Content Advisor, Urgent Care Association of America, program, Title VI of the Civil Rights Actof 1964 requires

Associate Editor—Practice Management, Journal of Urgent Care Medicine, that center to provide “equal access to treatment” in a

and Vice President, Concentra Urgent Care. way that is “meaningfully understood by patients”—
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LANGUAGE INTERPRETATION SERVICES IN THE URGENT CARE CENTER

both of which have been defined as including accom-
modation for limited English proficiency as well as for
physical impairment.

Executive Order 13166, issued by President Clinton in
2000, stipulates, “Any health facility that receives fed-
eral monies must provide competent interpreter services
for all limited English proficient patients. In case of
refusal to provide this service, federal monies can be
denied the facility.”®

In 2000, then President Bill Clinton emphasized the
importance of “meaningful understanding” in medical
settings when his Executive Order 13166 expanded the
protections of Title VI to people with limited ability to
understand English. In 2002, the Department of Health
and Human Services (HHS) followed up with its own
guidance regarding “meaningful access”” that considers
it discriminatory to deny services in a healthcare setting
to beneficiaries of federal health care programs. “Effec-
tive communication is critical for necessary health and
human services,” said HHS, and “in many cases, LEP
individuals form a substantial portion of those encoun-
tered in federally assisted programs.”

Further, according to Title III of the ADA,® “no indi-
vidual shall be discriminated against on the basis of dis-
ability in the full and equal enjoyment of the goods,
services, facilities, privileges, advantages, or accommo-
dations...and that discrimination includes a failure to
make reasonable modifications in policies, practices,
or procedures when such modifications are necessary to
afford such goods, services, facilities, privileges, advan-
tages, or accommodations to individuals with disabili-
ties, unless the entity can demonstrate that making
such modification would fundamentally alter the nature
of such goods, services, facilities, privileges, advantages,
or accommodations.” The definition of public accom-
modation specifically includes the “professional office of
a health care professional,” 42 U.S.C. §12181(7)(F).”
Under the ADA, urgent care centers must provide equal
access to their services and one must assume that includes
patient communication.

Steps to Offering Medical Interpretation Services

Urgent care operators have several options for meeting
the requirement to communicate with patients in a
way they understand. If a center sees a large number of
patients speaking the same non-English language, the
most convenient and perhaps most cost-effective is to
use the center’s staff to translate. This requires hiring bi-
lingual receptionists, technicians and medical assistants
but even better are bilingual nurses and doctors who can

30 JUCMThe Journal of Urgent Care Medicine | March 2013

treat patients without using a mediator. According to
the International Medical Interpreters Association
(IMIA), bilingual staff are an investiment in the patient
experience with “language discordant” patients 61 per-
cent more likely to rate their providers as “fair” or
“poor” compared with language-concordant patients.”!?

However, bilingual clinicians are often difficult to
find and a full-time medical interpreter can earn $40,000
or more per year—a heavy expense burden, even if also
supporting the center as a receptionist or medical assis-
tant. And what happens when, say, a clinic in South
Florida that employs providers and staff who are fluent
in Spanish encounters a French-, Portuguese-, or Russian-
speaking patient, which is common in Miami?

Because the interpreter will be speaking back and
forth between two communicators, the most important
skill is to have fluency in both languages.

As a substitute for bilingual providers and staff, most
large cities have companies that can provide on-site face-
to-face medical interpretation services in any number of
languages. A trained medical interpreter is someone who
has been formally educated in medical interpretation
and is not only sensitive to cultural nuances but also edu-
cated in medical terminology. More often than not, med-
ical interpreters are native speakers. The advantages of an
in-person, experienced medical interpreter include
patient satistaction, assurance that truthful information
is being conveyed, better understanding on behalf of
both the patient and caregiver, decreased costs of diagnos-
tic testing, and fewer preventable medical errors.!!

Sign language interpreters help their clients a bit dif-
ferently than do spoken language interpreters. They
have fluency in both English and American Sign Lan-
guage (ASL), which has its own grammar. ASL is com-
posed of signing, finger spelling, and specific body lan-
guage. People with hearing difficulties may read speakers
lips. Interpreters help lip-readers use oral interpreta-
tion, which is mouthing the words carefully and dis-
tinctly so that the person who is lip reading can under-
stand more easily. They may use “cued speech” — hand
shapes near their mouth to give lip readers more infor-
mation. They can also use body language and facial
expressions to communicate. For patients who are both
sight- and hearing-impaired, the interpreter will use
“tactical signing”—signing into the patient’s hand so
that he/she can feel the communication.'?

When an On-Site Interpreter Isn’t Possible

While the advantages of using “professional inter-
preters” cannot be disputed, the on-demand nature of

WWWw.jucm.com



LANGUAGE INTERPRETATION SERVICES IN THE URGENT CARE CENTER

urgent care and ebbs and flows in walk-in volume make
it impractical to have an interpreter physically present.
And when family members and other non-profession-
als (such as community activists or church representa-
tives who arrive with the patient) are relied upon, there
can be an inherent lack of familiarity with medical ter-
minology, word substitution or editing, or emotions
added by the interpreter, which contribute to confusion,
miscommunication, and medical mistakes.!? Introduc-
ing non-professionals to the patient encounter can also
jeopardize patient privacy.

Depending on an urgent care center’s location, it
may see limited English proficiency patients several
times a day, once or twice a week, or once or twice a
year. The frequency with which a center encounters the
need for medical translation plays a large role in deter-
mining which translation options balance demand,
cost, and efficacy.

Given the impossibility of having bilingual staff to
meet every need that could arise at an urgent care cen-
ter, the most practical methods of interpretation are
flash cards containing common signs, telephonic, and
video services.

First off, research casts doubt on the efficacy of flash
cards for medical interpretation purposes. The odds of
miscommunication using flash cards are high because
pointing to images lacks the specificity of spoken lan-
guage and can convey any number of meanings. Based
on studies that trained interpreters are 70% less likely to
err than untrained interpreters,'* the most effective
solution is the use of technology to “bring” a trained
interpreter into the clinic.

Telephonic medical interpretation has been the fastest
growing, and according to the IMIA, 'S this method was
touted for use in facilities that dealt with many lan-
guages, had infrequent need for translation services, or
that were located in outlying areas. Because encounters
can be conducted in an exam room with the clinician,
patient and a speakerphone—telephonic translation
preserves patient confidentiality. Service providers are
available 24 hours a day, 7 days a week, and support
almost every language and dialect.

Telephone interpretation can be useful with patients
who speak uncommon languages or in emergencies
when an in-person interpreter cannot be arranged. But
the telephone interpreter cannot monitor and evaluate
the patient’s body language and facial expressions.
Communication is more than words; patients lack med-
ical lexicon so consider someone pointing to a body part
to indicate where their pain originates or how it trav-

WWW.jucm.com

els.!® Using Internet technology, telephonic interpreta-
tion can be coupled with a video feed, providing both
words and gestures to the interpreter. Allowing for
visual cues not only improves the accuracy of transla-
tion, but it can accommodate communication for the
deaf and hearing-impaired patients because sign lan-
guage is easily communicated via video connection.

For most urgent care centers, a subscription to a tele-
phonic or video medical interpretation service is a low
cost way to ensure compliance and preparedness, should
a non-English-speaking or hearing-impaired patient
show up and require services.

Conclusion

Urgent care centers are required to offer interpretation
for patients who are using federally funded programs to
pay for health care services as well as those who are hear-
ing- or vision-impaired. To identify the best interpreta-
tion method for your center, consider the frequency or
likelihood of non-English-speaking patients, the diver-
sity of languages presenting, and the language skills and
training of providers and staff. |
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