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Strategies for overcoming

language barriers
in healthcare

By Allison Squires, PhD, RN, FAAN

anguage barriers between nurses and patients increas-
ingly affect nursing practice, regardless of where care
is delivered. In the United States, a language other
than English is now spoken at home in one of five
households, the highest level since just after World
War 1! Patients with limited English skills are referred
to as patients with limited English proficiency (LEP).
This article provides background informa-
tion about language barriers between nurses
and patients, and how these barriers affect patient
outcomes. Practice-based strategies are offered
to improve outcomes and reduce readmissions.
Although this article doesn’t address barriers to com-
municating with patients with hearing loss, many of
the same principles apply to these patients.

Sources of spoken language barriers
Globalization means more people move around the
world for work and educational opportunities.?
When people migrate, they tend to follow immigrant
networks and start recreating communities in their
new country.’® People also migrate and become refu-
gees due to wars and civil conflicts.®* Countries that
accept these refugees place them in communities
where they can recover from the trauma of their
migration experiences while seeking work and learn-
ing about their new country. Structured refugee reset-
tlement has been going on in the United States since
after World War I1.* With the exception of Native
Americans, just about everyone in this country is
descended from immigrants. When patients have a
language barrier, it’s often related to when they
migrated to the United States.

The largest group of migrants in the last 30 years
speaks Spanish.’ With only 5% of U.S. nurses iden-
tifying as Hispanic or Latino, it’s very common
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for patients in this group to
encounter a language barrier.®
(No publicly available record of
language skills of U.S. nurses
exists.) Mandarin and Canton-
ese Chinese speakers are the
next largest group.! They're also
underrepresented in nursing.’
The number of Russian-speaking
people in the United States is
growing quickly. However, for
many Russian-speaking patients,
Russian is their second or third
language. In many countries
under Soviet rule in the latter
half of the 20th century, people
continued to speak their origi-
nal languages as well as Rus-
sian. With the dissolution of the
Soviet Union, their preferred
language may be the language
of their home country.?

In some parts of the United
States, some older immigrants
still face a language barrier. For
example, many Italians who
migrated to the United States in
the early 1900s never developed
English language skills and may
still need interpreter services.’
Language demographics depend
on who’s moved into your

organization’s service area. As
people age, some may lose skills
in their second language due

to how the brain changes with
aging.'” Even those who devel-
oped strong fluency in English
as adults can lose those skills if
they have significant age-related
neurologic events. Some of these
older adults may end up needing
interpreter services.

Another trend involves adults
who migrated to the United
States and then brought their
parents over to join the family."!
Although the adult children
who brought their parents to the
United States may speak English
well, their parents may not speak
English well enough to commu-
nicate effectively with a health-
care provider.

How migration dynamics
affect nurses

Patients with language barriers
change how nurses work and
organize patient care. These
changes are needed not only to
meet communication needs for
the patient, but also for legal
reasons. In 1964, the U.S. Civil

Table 1: Evidence-based impact of language barriers on

patient outcomes*

Length of stay if interpreter isn’t used at admission or T (3 days)

discharge

30-day readmissions (among certain chronic diseases) T risk (15%—25%)
Central line-associated bloodstream infections T risk
Falls T risk
Surgical site infections T risk
Pressure injuries T risk
Surgery delays 7T risk
Medication management (for example, adherence, T risk
understanding discharge instructions)

Preventive screening J chance
Access to the healthcare system J chance
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Rights Act helped ensure that a
lack of English language skills
wouldn’t be a source of discrimi-
nation.'”® U.S. law requires that
healthcare organizations provide
interpreter services to patients
with LEP.** Regulations imple-
mented as part of the Affordable
Care Act place new restrictions
on the use of family members
and validating language skills of
healthcare workers.">

Much evidence shows how
language barriers impact patient
outcomes and healthcare deliv-
ery. (See Tnble 1.) Patients with
LEP have longer lengths of stay
than English-speaking patients,
even if they have a higher socio-
economic status.'®'® They also
have a higher risk of 30-day read-
mission, by as much as 25%.'5%

How nurses and other health-
care providers respond to the com-
munication needs of patients with
LEP also has a significant impact
on patient satisfaction, with effec-
tive use of interpreter services or
bilingual healthcare professionals
contributing to higher patient sat-
isfaction ratings.?%

A closer look at

medical interpreters

Aside from facilitating communi-
cation between patients and
healthcare providers, medical
interpreters can also serve as
cultural brokers.?”* The medical
interpreter helps bridge the cul-
tural divide between patients
and clinicians. The translation
process ensures that what a
nurse says is delivered not

only with technical accuracy,
but also with culturally specific
phrasing. Nurses can assess the
quality of medical interpreters’
cultural brokerage by observing
how the patient responds to the
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interpreter through his or her
body language.

Medical interpreters have a
professional code of ethics that
binds them to the same patient
confidentiality requirements
as every other healthcare team
member.* Most interpreters
hired by healthcare organiza-
tions have undergone some kind
of medical interpreter training
because healthcare has its own
language.** According to the
National Council on Interpret-
ing in Health Care, no mini-
mum number of course hours is
required for interpreter training
at this time, but it recommends
that programs adhere to its cur-
riculum standards, which were
developed in 2011.* Implement-
ing a course that meets the
standards usually requires a
minimum of 40 hours of study
and successful live demonstra-
tion of the ability to interpret a
medical encounter. Participants
receive a certificate after they’ve
completed the course. They can
then take a national exam to
become a board-certified medical
interpreter.®* Board certification
is voluntary at this time.

Improving care quality

and outcomes

How can nurses help improve
outcomes for patients with LEP?
These evidence-based strategies
can help nurses better organize
their care to improve outcomes
and meet The Joint Commission
requirements for bridging
language barriers.

Use the organization’s inter-
preter resources. Interpreter
resources typically include in-
person interpreters employed
by an organization, in-person
interpreters contracted through

www.nursingmanagement.com

Table 2: 10 tips for working effectively with an in-person
medical interpreter

1.

2.

10.

For an in-person interpreter, call the interpreter service and specify the
language needed and about how much time the interpretation will take.
When the interpreter arrives, introduce yourself and provide a brief
report on the work needed and a brief patient history.

. Greet the patient and introduce the interpreter. Explain to the

patient what will happen, and let the patient know that he or she
can ask the interpreter anything, even if it isn’t the main reason for
the interpretation. Then begin the activity. *

. When working with the interpreter and patient, communicate directly

with the patient. Resist the temptation to talk to or look at the inter-
preter, unless you need clarification of something he or she said.

. Speak in shorter sentences than normal. Doing so makes it easier

for the interpreter to remember the sentence and improves the
translation’s accuracy. *

. If the interpreter appears confused about something you've said,

ask the interpreter if clarification or rephrasing is needed to improve
interpretation quality for the patient.*

. Try not to interrupt the interpreter when he or she is translating the

patient’s reply. Guessing what the patient is about to say may not always
be right, and some cultures perceive interruptions as rude behavior.*

. If the interpreter seems to be taking a long time to translate for the

patient, it may mean that he or she is trying to phrase the sentence
in a way that will be best received. Conversely, if an interpreter simply
translates, for example, “yes,” to something the patient took a long
time to say, it may be an indication of poor translation quality. Make
sure that the interpreter interprets patients’ responses completely.
Don’t accept a “yes” or “no” when the patient gave a lot of informa-
tion, even when you're in a hurry.

. When the encounter finishes, ask the patient if he or she needs

anything else while the interpreter is there. Many patients have more
needs, and often the interpreter encounter makes them feel comfort-
able enough to express them.*

After leaving the room with the interpreter, review the encounter to
ensure that both you and the interpreter ended up on the same
page. The interpreter may also have some cultural insights to share
that can help with care planning.

*These steps also apply to telephone or video interpretation.

external agencies, and telephone-
or technology-based interpreter
services. (See Table 2.)

Some organizations deal with
language barriers all of the time
and have excellent resources.
They may have an interpreter
services department to manage
the demand for language inter-

However, many healthcare orga-
nizations are seeing more diver-
sity and have a greater need for
interpreters. Most organizations
begin with interpreter phone
services and, if the demand
becomes high enough, hire full-
time interpreters.

Telephone interpretation can

pretation services. Some locations
have experience with certain lan-

guage groups and need interpre-

tation for only a few languages.

work if implemented well. A
good telephone interpretation
session requires minimal waiting
time for the phone interpreter,
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adequate sound quality so that
everyone can hear clearly, and
an outcome in which both the
patient and provider obtain the
information needed.®

Nonetheless, both nurses and
patients have reported prob-
lems with interpretation qual-
ity, expressing dislike for the
depersonalization of the patient
encounter when using the inter-
preter phone.?*** However,
when no other option is available,
telephone interpreter services are
the best way to bridge the lan-
guage barrier. New options with
live video interpretation are also
coming onto the market and may
replace telephone interpreters.

Inappropriate interpreter
use, including nonvalidated
translation apps on a nurse’s
smartphone, puts the organiza-
tion at legal risk. Many apps for
interpretation are available for
smartphones, but their accuracy
can be poor and most aren’t com-
pliant with the Health Insurance
Portability and Accountability
Act (HIPAA). The quality of
translation is rarely evaluated
systematically or using rigorous
approaches. Many of these apps
are also designed for translat-
ing only basic sentences, such
as how to order dinner when
traveling. Most computer pro-
grams don’t yet have the sophis-
tication needed to translate the
language of healthcare. Use only
those apps sanctioned by your
employer that have undergone a
thorough internal review and are
HIPAA-compliant.

As a general rule, family mem-
bers, especially children younger
than age 18, shouldn’t serve as
interpreters, except under exten-
uating circumstances such as an
immediate threat to life.***! Using

a family member to interpret
increases the risk that something
won't be translated correctly. For
instance, a family member may
not feel comfortable conveying
some sensitive types of informa-
tion to the patient, such as about
sexual health, substance abuse,
or a terminal diagnosis. Using a
family member also increases the
risk of medical errors.® Depend-
ing on the situation, it may also
violate patient confidentiality
protocols. Err on the side of cau-
tion: Don’t use family members
for interpretation.

Get your professional staff
members who speak other lan-
guages fluently certified for their
skills and help them obtain medi-
cal interpreter training. It’s inevita-
ble that staff members who speak
other languages will get pulled
in to interpret at the last min-
ute or when an interpreter isn't
available. Help reduce the risk of
adverse outcomes related to poor
quality translation by getting your
staff certified and trained.

Use care when other staff
members provide interpretation.
Staff members who speak the
same language as the patient are
a common resource for interpre-
tation, but this practice has its
own set of risks. Use coworkers
with language skills appropri-
ately, but only when necessary.
The Agency for Healthcare
Research and Quality (AHRQ)
has developed guidelines for how
to better utilize staff members
with language skills.” Accord-
ing to the evidence, choosing a
nurse or other healthcare profes-
sional who speaks the patient’s
language and who's had his or
her language skills professionally
evaluated by a language assess-
ment expert is best.?
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Unlicensed assistive personnel
or housekeeping staff members,
who are commonly asked to
interpret, may not have the med-
ical vocabulary needed to accu-
rately translate for the patient
and family. If they become certi-
fied as medical interpreters or
the organization assesses their
language skills, however, they
can then be used to translate.

Organizations that are imple-
menting the AHRQ guidelines
use name badges that designate
the staff member’s language
skills. Those employees have had
a formal language skills assess-
ment, understand medical ter-
minology in the languages they
speak, and speak the language
well enough to safely communi-
cate with patients and families.”

Every time you ask profes-
sional staff members to interpret,
you take them away from their
own patients and add to their
overall patient case load.?*¥443
Consider developing an agree-
ment for the patient care unit
so that nurses with other-than-
English language skills, with their
permission, can be assigned to
language-matching patients. Even
if this means the staff member
doesn’t have a “geographically
efficient” assignment, it will help
to streamline his or her work.

Document the use of medical
interpreter services. Documenting
interpreter use is just as important
as documenting wound care or
any other clinical intervention.
Document not only when an
interpreter was used, but also the
type of interpretation. For exam-
ple, state whether it was at admis-
sion or discharge, or for informed
consent or patient teaching. Then
document whether the interpre-
tation was done by a medical
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interpreter on staff by telephone
or with a computer, and the
interpreter’s name. In some
cases, depending on the orga-
nization’s policy, the interpreter
will be required to document the
encounter as well. The interpreter
will include information such as
the patient’s unique identifier,
time and duration of the encoun-
ter, and any other information
required by the organization.
When a nurse has to rely on a
staff member to interpret, either
because no interpreters were

f

R

An interpreter can also help
nurses tailor patient teaching to
the needs of patients and their
educational level. At discharge,
having an interpreter present is
equally critical, even if it delays
discharge by a few hours. A good
patient discharge process with an
interpreter will decrease the risk
that patients will be readmitted
because they didn’t understand
how to take their medications or
other discharge instructions.!®4
An idea for a clinical lad-
der project is to have discharge

may require translation. Second,
whenever possible, medication
instructions should be in the
patient’s preferred language.
Remember that even when some-
one speaks some English, he or
she may not be able to read it.

A review of medications using
teach-back techniques helps pro-
mote adherence, reduce readmis-
sions related to failure to take
new medications or understand
changes to the old regimen, and
help with care coordination with
community-based providers.”

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

available or because of techno-
logic difficulties, documenting
the decision making behind that
choice will also help protect the
nurse. Showing that every effort
was made to adhere to organiza-
tional policy means the nurse has
done what'’s legally required.
Time interpreter use strategi-
cally. Research shows that the
three critical times when nurses
should use interpreters are at
admission, during patient teach-
ing, and at discharge. Using inter-
preters at these times decreases
the risks of medical errors and
hospital readmissions. 836446
How will it help? During
admission, using an interpreter
will provide more accurate base-
line information. That, in turn,
will help the healthcare team
create a more accurate care plan.

www.nursingmanagement.com

instructions and patient educa-
tion materials translated into lan-
guages spoken by many patients.
Bilingual discharge instructions
also ensure that when patients are
referred for home health services,
home healthcare nurses who
don’t speak their language can
also read the discharge instruc-
tions. The more resources that can
be used for teaching and facilitat-
ing discharge for patients with
LEP, the less likely they are to be
readmitted or visit the ED.!84
Prioritize patient understand-
ing of medication management.
Medication adherence is complex
when patients speak English,
but even more so when patients
have LEP.#*8 First, medications
may have different names in
other countries, even in other
English-speaking countries, and

Prioritize hiring professional
staff members who speak the
languages of your patients. If
you have professional staff mem-
bers who speak the language of
your LEP patients, you have an
excellent chance of improving
patient outcomes and satisfac-
tion. You can determine the
demand for these nurses by
looking at the census of your
non-English-speaking patient
population. It’s also worth pay-
ing them at a higher hourly rate
because their language skills will
reduce interpreter costs, improve
outcomes, and reduce the risk of
costly adverse events.*

Speaking up

These evidence-based tips for
bridging language barriers
between nurses and patients
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with LEP help nurses provide
optimal patient care. They can
apply to nearly every healthcare
delivery setting, with some mod-
ification. Remember: Nurses
have the responsibility to do
their best to bridge language
barriers with their patients to
adhere to practice standards and
improve patient outcomes. NV

REFERENCES

—_

IS

~

8.

9.

10.

26 April 2018 ¢ Nursing Management

. Ryan C. Language use in the United

States: 2011. www.census.gov/prod/
2013pubs/acs-22.pdf.

Shaffer FA, Davis CR, To Dutka J, Richard-
son DR. The future of nursing: domestic
agenda, global implications. J Transcult
Nurs. 2014;25(4):388-394.

Czaika M, de Haas H.The globalization of
migration: has the world really become
more migratory? http://onlinelibrary.
wiley.com/doi/10.1111/imre.12095/
full.

. Miner SM, Liebel D, Wilde MH, Carroll JK,

Zicari E, Chalupa S. Meeting the needs
of older adult refugee populations with
home health services. J Transcult Nurs.
2017;28(2):128-136.

U.S. Census. Facts for features: His-
panic Heritage Month 2015. www.
census.gov/newsroom/facts-for-
features/2015/¢cb15-ff18.html.

U.S. Health Resources and Services
Administration. The future of the nursing
workforce: national- and state-level pro-
jections, 2012-2025. https://bhw.hrsa.
gov/sites/default/files/bhw/nchwa/
projections/nursingprojections.pdf.

U.S. Health Resources and Services
Administration. Sex, race, and ethnic
diversity of U.S. health occupations
(2011-2015). https://bhw.hrsa.gov/
sites/default/files/bhw/nchwa/
diversityushealthoccupations.pdf.
Shpilko I. Russian-American health

care: bridging the communication gap
between physicians and patients. Patient
Educ Couns. 2006;64(1-3):331-341.
Hudelson B, Vilpert S. Overcoming lan-
guage barriers with foreign-language
speaking patients: a survey to investi-
gate intra-hospital variation in attitudes
and practices. BMC Health Serv Res.
2009;9:187.

Antoniou M, Gunasekera GM, Wong

PC. Foreign language training as cog-

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

nitive therapy for age-related cogni-
tive decline: a hypothesis for future
research. Neurosci Biobehav Rev.
2013;37(10 Pt 2):2689-2698.
Acevedo-Garcia D, Bates LM, Osypuk
TL, McArdle N. The effect of immigrant
generation and duration on self-rated
health among US adults 2003-2007.
Soc Sci Med. 2010;71(6):1161-
1172.

The Joint Commission. Language
access and the law. Title VI of the U.S.
Civil Rights Act (1964). www.joint
commission.org/assets/1/6/Lang%20
Access%20and%20Law%20Jan%20
2008%20(17).pdf.

Ku L, Flores G. Pay now or pay later:
providing interpreter services in health
care. Health Aff (Millwood). 2005;
24(2):435-444,

Diamond LC, Wilson-Stronks A, Jacobs
EA. Do hospitals measure up to the
national culturally and linguistically
appropriate services standards? Med
Care. 2010;48(12):1080-1087.
Youdelman M. Short paper #5: the ACA
and language access. www.healthlaw.
org/issues/health-care-reform/aca-
and-language-access#.WVaOD4TytOw.
Karliner LS, Kim SE, Meltzer DO, Auer-
bach AD. Influence of language barriers
on outcomes of hospital care for gen-
eral medicine inpatients. J Hosp Med.
2010;5(5):276-282.

Levas MN, Cowden JD, Dowd MD.
Effects of the limited English proficiency
of parents on hospital length of stay
and home health care referral for their
home health care-eligible children with
infections. Arch Pediatr Adolesc Med.
2011;165(9):831-836.

Lindholm M, Hargraves JL, Ferguson WJ,
Reed G. Professional language interpre-
tation and inpatient length of stay and
readmission rates. J Gen Intern Med.
2012;27(10):1294-1299.

Prescott HC, Langa KM, Iwashyna TJ.
Readmission diagnoses after hospi-
talization for severe sepsis and other
acute medical conditions. JAMA.
2015;313(10):1055-1057.

Bagchi AD, Dale S, Verbitsky-Savitz N,
Andrecheck S, Zavotsky K, Eisenstein

R. Examining effectiveness of medical
interpreters in emergency departments
for Spanish-speaking patients with
limited English proficiency: results of a
randomized controlled trial. Ann Emerg
Med. 2011;57(3):248-256.e1-4.

21. Diamond LC, Tuot DS, Karliner LS. The
use of Spanish language skills by physi-
cians and nurses: policy implications
for teaching and testing. J Gen Intern
Med. 2012;27(1):117-123.
Fatahi N, Mattsson B, Lundgren SM,
Hellstrom M. Nurse radiographers’ expe-
riences of communication with patients
who do not speak the native language.
JAdv Nurs. 2010;66(4):774-783.
Néapoles AM, Gregorich SE, Santoyo-
Olsson J, O'Brien H, Stewart AL. Inter-
personal processes of care and patient
satisfaction: do associations differ by
race, ethnicity, and language? Health
Serv Res. 2009;44(4):1326-1344.
Radwin LE, Cabral HJ, Woodworth TS.
Effects of race and language on patient-
centered cancer nursing care and
patient outcomes. J Health Care Poor
Underserved. 2013;24(2):619-632.
25.Taylor RA, Alfred MV. Nurses’ percep-
tions of the organizational supports
needed for the delivery of culturally
competent care. West J Nurs Res.
2010;32(5):591-609.
26. Whitman MV, Davis JA, Terry AJ. Per-
ceptions of school nurses on the
challenges of service provision to
ESL students. J Community Health.
2010;35(2):208-213.
Betancourt JR, Renfrew MR, Green
AR, Lopez L, Wasserman M. Improving
Patient Safety Systems for Patients with
Limited English Proficiency: A Guide
for Hospitals. Rockville, MD: Agency for
Healthcare Research and Quality; 2012.
Dohan D, Levintova M. Barriers beyond
words: cancer, culture, and translation
in a community of Russian speakers.
J Gen Intern Med. 2007;22(suppl
2):300-305.
Hilfinger Messias DK, McDowell L,
Estrada RD. Language interpreting as
social justice work: perspectives of for-
mal and informal healthcare interpret-
ers. ANS Adv Nurs Sci. 2009;32(2):
128-143.
Lo MC. Cultural brokerage: creating
linkages between voices of lifeworld
and medicine in cross-cultural
clinical settings. Health (London).
2010;14(5):484-504.
National Council on Interpreting in
Health Care. National Council on
Interpreting in Health Care develops
national standards for interpreters.
www.ncihc.org/ ethics-and-standards-
of-practice.

22.

23.

24.

217.

28.

29.

30.

31.

www.nursingmanagement.com

Copyright © 2018 Wolters Kluwer Health, Inc. All rights reserved.



32. Hull M. Medical language proficiency:

a discussion of interprofessional
language competencies and poten-
tial for patient risk. Int J Nurs Stud.
2016;54:158-172.

33. National Council on Interpreting in Health
Care. National standards for healthcare
interpreter training programs. www.ncihc.
org/assets/documents/publications/
National_Standards_5-09-11.pdf.

34.The National Board of Certification for
Medical Interpreters. Written exam.
www.certifiedmedicalinterpreters.org/
written-exam.

35.Tuot DS, Lopez M, Miller C, Karliner LS.
Impact of an easy-access telephonic
interpreter program in the acute care
setting: an evaluation of a quality
improvement intervention. Jt Comm J
Qual Patient Saf. 2012;38(2):81-88.

36. Gany F, Kapelusznik L, Prakash K, et
al. The impact of medical interpreta-
tion method on time and errors. J Gen
Intern Med. 2007;22(suppl 2):319-
323.

37. Gany F, Leng J, Shapiro E, et al. Patient
satisfaction with different interpreting
methods: a randomized controlled
trial. J Gen Intern Med. 2007;22(suppl
2):312-318.

38. Grover A, Deakyne S, Bajaj L, Roosevelt
GE. Comparison of throughput times for
limited English proficiency patient visits
in the emergency department between
different interpreter modalities. J Immigr
Minor Health. 2012;14(4):602-607.

39. McDowell L, Hilfinger Messias DK,
Estrada RD. The work of language inter-
pretation in health care: complex, chal-
lenging, exhausting, and often invisible.
JTranscult Nurs. 2011;22(2):137-147.

40. Brisset C, Leanza Y, Laforest K. Working
with interpreters in health care: a sys-
tematic review and meta-ethnography
of qualitative studies. Patient Educ
Couns. 2013;91(2):131-140.

41. Rosenberg E, Seller R, Leanza Y. Through
interpreters’ eyes: comparing roles of
professional and family interpreters.

Patient Educ Couns. 2008;70(1):87-93.

42. Bourgeault IL, Atanackovic J, Rashid A,
Parpia R. Relations between immigrant
care workers and older persons in
home and long-term care. Can J Aging.
2010;29(1):109-118.

43. Coomer NM. Returns to bilingualism in
the nursing labor market—demand or
ability. J Socio Econ. 2011;40(3):274-
284.

44, Dowsey MM, Broadhead ML, Stoney
JD, Choong PF. Outcomes of total knee
arthroplasty in English- versus non-Eng-
lish-speaking patients. J Orthop Surg
(Hong Kong). 2009;17(3):305-309.

45. Jackson C, Shahsahebi M, Wedlake T,
DuBard CA. Timeliness of outpatient
follow-up: an evidence-based approach
for planning after hospital discharge.
Ann Fam Med. 2015;13(2):115-122.

46. Leanza Y, Boivin |, Rosenberg E. Inter-
ruptions and resistance: a comparison
of medical consultations with family

and trained interpreters. Soc Sci Med.
2010;70(12):1888-1895.

47. Moreno G, Lin EH, Chang E, et al. Dispari-
ties in the use of internet and telephone
medication refills among linguistically
diverse patients. J Gen Intern Med. 2016;
31(3):282-288.

48. Regenstein M, Andres E, Nelson D,
David S, Lopert R, Katz R. Medication
information for patients with limited
English proficiency: lessons from the
European Union. J Law Med Ethics.
2012;40(4):1025-1033.

Allison Squires is an associate professor
at Rory Meyers College of Nursing at New
York University in New York, N.Y. She’s also
a member of the board of the National
Council on Interpreting in Health Care.

This article originally appeared as: Squires
A. Evidence-based approaches to breaking
down language barriers. Nursing. 2017;
47(9):34-40.

The author has disclosed that work for this
article was funded by the Agency for Health-
care Research and Quality RO1IHS023593.
The author previously completed consulting
work for policy analyses with the Migration
Policy Institute. The author and planners
have disclosed no other potential conflicts
of interest, financial or otherwise.

DOI-10.1097/01.NUMA.0000531166.24481.15

For more than 141 additional continuing education articles

related to management topics, go to NursingCenter.com/CE.

[«{3 ConnECTION

Earn CE credit online:

Go to http://nursing.ceconnection.com and receive
a certificate within minutes.

INSTRUCTIONS

Strategies for overcoming language barriers in healthcare
PROVIDER ACCREDITATION

TEST INSTRUCTIONS

® Read the article. The test for this CE activity is to be taken online at

http://nursing.ceconnection.com.

* You'll need to create (it's free!) and login to your personal CE Planner

Lippincott Professional Development will award 1.0 contact hour for this

continuing nursing education activity.

account before taking online tests. Your planner will keep track of all your
Lippincott Professional Development online CE activities for you.

® There’s only one correct answer for each question. A passing score for
this test is 13 correct answers. If you pass, you can print your certificate of
earned contact hours and access the answer key. If you fail, you have the
option of taking the test again at no additional cost.

e For questions, contact Lippincott Professional Development: 1-800-787-8985.
* Registration deadline is March 6, 2020.

Lippincott Professional Development is accredited as a provider of
continuing nursing education by the American Nurses Credentialing
Center’'s Commission on Accreditation.

This activity is also provider approved by the California Board of
Registered Nursing, Provider Number CEP 11749 for 1.0 contact hour,
and the District of Columbia, Georgia, and Florida CE Broker #50-1223.

Payment: The registration fee for this test is $12.95.
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