Interpreter Training Manual
This manual is designed to be read along with the slide sets “Interpreter Training Part 1” and “Interpreter Training Part 2” available on studentrunfreeclinics.org.

If you are an interpreter wishing to improve your skills, please read along in this guide as you go through the slides.  

If you are an instructor using this slide set to give a live training session, please use these notes as you teach, and if desired, you can email emily.fletcher@gmail.com for a Powerpoint version of the slides (such that each slide is animated with corresponding notes provided beneath each slide).  Enjoy!
Slide 1: This project was developed by Emily Fletcher, while an MS4 at University of California, San Diego School of Medicine.

It has been provided for Student-Run Free Clinics to use, free of charge, to provide basic training to Spanish Interpreters at their clinic.

It is primarily designed to be used as part of a 6 hour live training session, but may be used by individual interpreters wishing to receive training.

Please contact emily.fletcher@gmail.com with any questions.

Slide 2: Note for Instructors:

My name is ________, and I will be your instructor today. This is my prior experience with interpreting:___________

Take PRE-TEST now.

Who is here?

Go around and introduce yourself with your name, where you learned Spanish, and two things: One thing that you’ve found rewarding about interpreting, and one thing that you’ve found difficult about it (and maybe we can work on those difficult parts today).

Slide 3: Main goal of an Interpreter:

Everything you do, from the way you introduce yourself, to the position in the room where you stand or sit, to the types of words you use, can either contribute to, or distract from this goal.  This is your responsibility, this is what I am hoping to train you in the BASICS of today.  Become an expert at it.  Know about communication from the inside out- how culture affects it, how communications or linguistics majors define it (read your reading assignments), how interpreters over the years have tried to facilitate it with varying results.

Slide 4: Becoming an Interpreter.

For more information about certification procedures, see the RESOURCE LIST.

CCHI’s certification exam, “maturity” means >18yo and at least a high school diploma or equivalent, plus those more intangible qualities observed on the oral exam

Supervised practicum is something that is highly emphasized in the National Standards for Training Programs, but it is very difficult, practically, to provide in our free clinics unless one volunteer really takes ownership of the interpreters and commits a significant amount of time.  At the end of today I will ask if anyone is up for this task so in the meantime please be considering if that might be a task you are interested in helping out with.

Slide 5: Schedule

Slide 6: Interpreter Training Module Overview

NCIHC= National Council on Interpreting in Health Care
Slide 7: Definitions

Let’s start off with some definitions.  We’re going to define these terms and also compare and contrast them with other terms.

What do translation and interpretation have in common?

To make sure we understand the use of those terms “source language” and “target language,” can anyone tell me which language is which when you are interpreting something that a provider says to a patient?  For example, a provider says “Why did you come to the clinic today?”  Which language, English or Spanish is the “source” and which is the “target”?  

Now how about when the patient answers “Me duele la garganta”? Which language, English or Spanish is the “source” and which is the “target”? 

Now what is the DIFFERENCE between translation and interpretation?

If I was to refer to an “ad hoc” interpreter, what would that mean?

-Difference between summarizing and interpreting?
Slide 8: Why do we need Interpreters?

There are many answers to this question, but I’d like to focus on these three.

I’d like to take a second here to tell you that what you do is extremely important.  I’m going to spend the first few minutes today introducing you to why it is so important, and why it is so important that you do it well.  I remember as an Interpreter, learning all of these things in the training that I had been doing differently previously.  And I felt bad, but it is important to remember that communication is the end goal.  Some different techniques make a difference in communication, but others are just protocols.  Don’t take what I say as a “I was doing this wrong,” but instead as a “let’s try this” and hopefully you’ll find it helps you standardize what doctors and patients expect.  
Slide 9: Why do we need Interpreters (#2, with graph)

Language barriers are ubiquitous in present-day American society. 
Slide 10: Why do we need interpreters (#3, Legal)

Another answer to the interpreter question is “because we’re required by law” to provide them in many clinics.

The DHHS CLAS spells out how the national origin clause is meant to be interpreted for federal programs and larger clinics.
Slide 11: Why do we need interpreters (#4, Health Outcomes #1)

Of all the reasons for why we need healthcare interpreters, the one that I find most compelling is that is better for patients.
Slide 12: Why do we need interpreters (#5, Health Outcomes #2)
Slide 13: Why do we need TRAINED Interpreters

Here I’m going to tweak the question a bit, and ask why interpreter training is important, in addition to just having bilingual people around.
Slide 14: What is involved in “training”?

I put training in quotes to signify that this is actually only a recently defined term.  There is no single certification program that has been recognized by the federal government, the way that it exists in other interpreting fields (legal, diplomatic)

IMIA and CHIA are the largest groups.

NCIHC is what provided most of the training materials that I used to prepare this.

Part of what contributed to the many organizations was geographic isolation (California and Massachusetts each had their own association), but also differences of opinion on the appropriateness of collaborating with for-profit groups.  CMI is allied with Language Link University, a corporation based in Monterey, CA that provides language classes, and they emphasized an aggressive approach to establishing a certification exam.  The CCHI certification program was created more slowly, independently, so it is what they call “vendor-neutral.”
Slide 15: Disclaimer

See links on the RESOURCE LIST
Slide 16: Other types of interpreting

Let’s broaden our view of interpreting, to place healthcare interpreting in context.

a. Diplomatic (at international conferences between diplomats and politicians).  Focus is on performance, usually interpreters prepare with speakers so ideas are already structured.

b. Liaison interpreting (involves relaying what is spoken to one, between two, or among many people.  This can be done after a short speech, or consecutively, sentence-by-sentence, or as chuchotage (whispering); aside from notes taken at the time, no equipment is used.

c. Business interpreting- for business deals/conferences

d. Community interpreting- interpreting in the local community (schools, social service agencies, clinics, legal services, businesses)

i. judicial (in legal proceedings, requires federal certification, cannot pause or ask for clarifications, very serious legal consequences for mistakes.)

ii.social service- social workers

iii.Forensic – police, sometimes also courtroom regarding evidence

iv. educational interpreting (ex. sign language interpreter in college lectures)

v. healthcare.  Focus is on communication.  Preparation is knowing terminology, more flexibility for pauses or clarifications

e. employment status: dedicated vs. dual role, staff vs. contract vs. freelance interpreter] 
Slide 17: Media of Interpreting

a. Face-to-face (training today will focus on this)

b. Telephonic (Two phones- one for doctor and one for patient, both connect to same line with an interpreter in a different location.  very common in hospitals and emergency rooms, requires extra training and precision for interpreter since body language is eliminated and comprehension is more difficult to confirm)

c. Video (doctor and patient on one side, used when the resources are available, more common with sign language)
Slide 18: Modes of interpreting

Consecutive is what most people are used to.  The patient speaks, then the interpreter interprets, then the provider speaks, then the interpreter translates, etc.

Simultaneous is what you see on the news, when a person is speaking in another language and simultaneously an interpreter conveys their message in another language.  If for some reason only some people in a room require interpretation, an interpreter may stand near to these people and whisper the interpretation to them only.

Sight translation is taking a written text and interpreting it out loud, as if it were written in the target language.  Healthcare interpreters may use this to read English instructions on prescription bottles to Spanish-speaking patients.
Slide 19: Break
Slide 20: Introduction of Interpreting Skills

As a way to introduce you all to some of the skills that we will be covering today, I wanted to practice a patient case.  This should get you out of your seats and moving around, hopefully enjoying yourself, and also thinking critically about how interpreters can best do their job.

I’m going to ask for 3 volunteers to act out this scene, and the rest of you will help us identify what the interpreter could do better in the situation.  This will also let you know where these skills that you are practicing come into play.  I have the script of the role play on the powerpoint so that we can review what happened.

Note to Instructor: the slides are animated such that they obscure the answer until after the audience has a chance to guess.
Slide 21: (On each of these slides, please read through the script, then try to guess what poor habit is being illustrated.  If doing a live session, you can “pause” the actors to bring up the teaching point).

PAUSE!

What is the interpreter not doing very well here?

They could have introduced themselves better.  This first introduction is an opportunity to set the tone for the entire interaction, and glossing over it can lead to problems later.  We’ll talk during our Skills Sessions about what should be included in an excellent introduction.

Rewind! Let’s try again.
Slide 22: PAUSE! What is the decision facing the interpreter right now?

Positioning!

First of all, it was okay that the interpreter took a second to find a chair, this is appropriate and would allow the interpreter to be at the same eye level as the patient and the provider.

But where exactly should he (or she) place the chair to optimize the communication between the patient and provider?

There is more than one correct answer to this, and we will discuss your options so you can make an informed decision.
Slide 23: PAUSE! 

What could the interpreter have done differently?

First person interpreting!

It is standard for interpreters to use the first person (I, me) when interpreting for patients and providers.  Rather than saying “The doctor wants to know why you came in today” you would simply say “Why did you come in today,” and never mention the doctor.  We’ll return to this concept frequently, and practice it so that it feels more natural for you to use.
Slide 24: PAUSE! 

What TWO THINGS could the interpreter have done differently?

First person interpreting!

This is just a reiteration of first person interpreting, the interpreter could have used the term “I” rather than “her.”

Incomplete!  This is a summarization of what the patient said, which effectively makes it incomplete, and not an exact rendition of what was said.  As an interpreter we strive to interpret exactly everything that is said.
Slide 25: PAUSE! 

This one is a little bit different. What could the DOCTOR have done differently?

Address the patient directly!

The patient-provider relationship will be much stronger if doctor and patient both address their statements to each other, rather than to you, the interpreter.  It is your role, as interpreter and the manager of the communication of the interaction, to remind the doctor here that he or she should be addressing the patient rather than talking to you.  There will be time for him or her to talk to you before and after the interview if desired
Slide 26: PAUSE! 

The interpreter is doing something here that I’m going to recommend that you avoid.  Can anyone guess what it is?

No side conversations!

Although you may know what some relevant and important information is, it is not your role as the interpreter to carry on side conversations with the patient without involving the doctor.  This can be very frustrating for the doctor or medical student.
Slide 27: PAUSE! 

What two things has the interpreter done incorrectly here?

Incomplete!

Firstly, the interpreter failed to convey the entire message to the doctor.  Remember that phrase “exactly everything,” is our goal of what to interpret.  

Codiagnostician!

Secondly, in this case the interpreter effectively tried to help the doctor or medical student diagnose the patient with a UTI, which stands for urinary tract infection (aka bladder infection), based on the patient symptoms.  It is our job to interpret the symptoms so that the doctor can then decide how to proceed.  We may help in important ways, but this type of interpreting is not recommended and can lead to poor patient outcomes.
Slide 28: PAUSE! 

What has the interpreter done incorrectly here?

They have failed to understand the difference between how English speakers say dates, and how Spanish speakers say dates.  The skill we are using here is called “Culture brokering” which basically means we serve to bridge the differences between two cultures.  In English, we we summarize a date into three numbers, the month is stated first.  In Spanish, the number or day of the month is always stated before the number referring to the month.  Does that make sense to everyone?  Any questions?
Slide 29: PAUSE! 

What position has the doctor put the interpreter in here?

The doctor has asked a question that is inappropriate and offensive.  This one would be just as offensive to an English speaker, but there will be times when a particular question is inappropriate in the specific circumstances and within one culture but not necessarily the other.  As “culture brokers,” and in order to support the doctor-patient relationship, we can use something called the “once chance reminder” rule to ask the doctor to rephrase the question.
Slide 30: PAUSE! 

Although this is headed in the right direction, I wanted to quickly bring to your attention one other factor in the interaction.

How is the doctor supposed to know that this is the interpreter saying “I” and referring to themselves rather than the interpreter, speaking for the patient, saying “I” to refer to the patient?

It can quickly get confusing, and we strive for something called Transparency!  This is when we make clear who we are referring to when we make a statement like this.
Slide 31: Good job!  That managed to keep a sense of respect between the doctor and patient, and everyone was aware of who was referring to whom throughout the clarification.
Slide 32: Interpreting Skills

So here is the outline of the Interpreting skills introduced in the patient case.  We will spend the next several hours before and after our lunch break talking about each of these and doing some practice exercises.
Slide 33: Introduction/Pre-session

So to get everyone moving and engaged, let’s start with the Introduction or “Pre-session.”

Take a piece of paper and copy down this short paragraph in English of what we recommend your introduction to include.

Take a minute now to translate this paragraph into Spanish, as you would say it to a patient.  Write down your translation in the space provided.

The skill we’re practicing now is a form of translation called “sight translation.”  This is basically taking a written text in a source language and making it into a piece of speech that is spoken as if it was originally written in the target language.

Now that you’ve sight translated this paragraph, try reading it aloud to yourself.  Feel free to make changes for one thing or another that sounds strange to you, or that you’d like to state in a different way.

Now find another participant here today, introduce yourself, and practice reading this introduction to each other.  Eventually the goal is that you can state this paragraph from memory.  Feel free to encourage each other or give each other feedback.

Find one more participant, introduce yourself and read your paragraph to them as well.  This will hopefully become very familiar and very comfortable for you.  

Thanks for participating in that exercise.  What makes the introduction so important is that it establishes your goal: communication, and it instructs the patient in the way that will most support your goal.  This is something that you should give to each person you work with, the first time you work with them. 
Slide 34: Demonstration of Skills Session/Positioning

Now I’d like to demonstrate a “Skills Session” by using Positioning  (in an outpatient medical interview) as an example.

The purpose of an interpreter in a healthcare setting is to facilitate understanding in communication between people who are speaking different languages.  Everything an interpreter does, each technique an interpreter uses in a session, either supports or compromises that end goal.

THE MOST IMPORTANT THING ABOUT POSITIONING IS SUPPORTING EYE CONTACT BETWEEN THE PATIENT AND PROVIDER.

There is no scientific evidence that any one position is superior to another, so this is mostly determined by experience.  Sometimes positioning is dictated by the conformation of the room, but many times interpreters can choose where they sit.

Let’s do a role-playing activity here with 3 volunteers (patient, provider and interpreter).  Firstly, position the interpreter next to the patient.  Let’s pretend that this patient is coming in to the provider with the complaint of knee pain.  Please role-play this scenario now.  (Let the volunteers act out this scene).

Now let’s ask the actors how this position made you feel, in your role as patient, provider, and interpreter.  What are the pros and cons of positioning the interpreter here?

Discuss pros and cons, including audience participation.

PROS: Ally/support the patient

CONS: Some pts speak to interpreter directly or for side comments, some providers speak to interpreter.  Interpreters must avoid the temptation to confide or advise in this position; advice should be left up to the provider.
Slide 35: Positioning: Between patient and provider

Discuss pros and cons

PROS: Interpreter viewed as unbiased participant

CONS: Pt and provider LEAST likely to look at each other, but instead they look at the interpreter.  DOES NOT ENCOURAGE COMMUNICATION BETWEEN PT and PROVIDER.
Slide 36: Positioning: Next to provider

Discuss pros and cons

PROS: Patient aims their responses in direction of provider.  Provider and interpreter can observe patient’s body language, facial expressions, gestures.

CONS: may discourage a reticent patient from giving complete information because of perceived alignment of interpreter with provider.

Other positions:

-Behind a curtain (for a vaginal/urological exam): always offer during a PEX, if not, stand at patient’s head, back to patient for maximum privacy


PRO: privacy


CON: no body language cues

-During family conferences: stand within hearing range of anyone who needs interpretation.  Can whisper interpretation to family members if some are English proficient and others are not.
Slide 37: First person interpreting

When someone is having trouble interpreting, it may help to break down the 5 tasks that an interpreter does to identify the specific problem that is giving the person trouble.
Slide 38: Lunch break

PLEASE PROCEED TO INTERPRETER TRAINING PART 2

Slide 39: Review
Slide 40: Roles of the Interpreter

As an interpreter, you fulfill many roles.  They tend to build on each other like a ladder.

I could teach you this part, but you’re probably tired of my voice right now, so here is another teacher: http://www.youtube.com/watch?v=MktZhqX2LF4&feature=related

The first level is that of a conduit, or a message converter.  Your task is to render what has been said in the “source” language to the “target” language without adding, omitting, editing or polishing what has been said.  It is your most basic role.  In order to fulfill this role you need to be bilingual, you need to have done your pre-session, and you need to have practiced interpreting from one language to another.

The second level is a Message Clarifier.  In this role, you adjust the register of what is said, you explain or make phrases to mean terms that have no linguistic equivalent, and you check for understanding.

The third level is the Cultural clarifier, or the culture broker.  Here you provide a framework for understanding the message being interpreted when cultural differences are leading to a misunderstanding on the part of either provider or patient.

The fourth level is at the top of the ladder, the most risky of all, and is the Patient advocate.  When the needs of the patient are not being met due to a systemic barrier (like racism or the complexity of the health care system), an interpreter may take on this role to improve the care of the patient.
Slide 41-45: Interpreter as Clarifier Exercise (follow instructions on slide).
Slide 46: Interpreter as Clarifier Summary

Discuss with the interpreters the problems that came up in this exercise, and ways to get around them to maintain good communication.

Touch on 

-idiomatic language (“quick as a whistle, A-OK”) and how that can be difficult to interpret, as well as how to communicate that to the speaker who used the idiomatic expression (so that they don’t get worried if you spend a longer time interpreting their message than it took them to say it).

-interrupting for memory’s sake vs. taking notes.  Taking notes is often a personal preference of the interpreter, but it would be good to practice asking speakers to use fewer or shorter sentences so as to maintain accuracy.

-Medical terminology. When a provider says “Grand Rounds,” they mean that they are going to go to a meeting with several other doctors and discuss the patient’s case in order to get more medical opinions and ideas for other treatments to try.  Many providers will use these terms without realizing patients might not understand what they mean, and an interpreter can help clarify when there is a lack of understanding.  It would be BEST for the interpreter to encourage the provider and patient to check understanding of these terms, rather than try and give a definition or an explanation themselves, so as to make sure everyone involved knows what is being understood and can adjust their future communication accordingly.  A provider may continue to use medical terminology if they believe the patient is understanding.

More information about these types of language issues is included in the GLOSSARY OF LANGUAGE AND COMMUNICATION TERMS FOR MEDICAL INTERPRETERS
Slide 47: Common Medical Interview Routines

Here is an overview of common healthcare interview routines and medical decision-making (understanding of the process of differential diagnosis): 

Doctors begin the medical interview by eliciting a patient’s “chief complaint” or main reason for coming to clinic.  From there they ask questions based on the dimensions of that complaint, such as Onset, Duration, Severity, Associated Symptoms, Aggravating/Relieving factors, Past history of similar symptoms.  From these questions, they create a “differential diagnosis” of potential causes of the symptoms, and starting from any medical emergencies that may be causing the symptoms, and continuing on to the more common non-emergency causes, they construct a plan to further investigate the symptoms, if warranted, or to treat the most likely cause, if they are decently sure of the diagnosis.
Slide 48: Ethics

Moving on to Ethics- The NCIHC’s Code of Ethics and Standards of Practice are extremely intertwined.  

They are based on these 3 core principles.

Here is the full list of what we will cover, and we will end this section by going over a Process for applying these principles to situations.

If interpreters have questions about how one or more of these Ethical terms applies to interpreting, here is NCIHC’s explanations:

The interpreter treats as confidential, within the treating team, all information learned in the performance of their professional duties, while observing relevant requirements regarding disclosure.

The interpreter strives to render the message accurately, conveying the content and spirit of the original message, taking into consideration its cultural context.

The interpreter strives to maintain impartiality and refrains from counseling, advising or projecting personal biases or beliefs.

The interpreter maintains the boundaries of the professional role, refraining from personal involvement.

The interpreter continuously strives to develop awareness of his/her own and other (including biomedical) cultures encountered in the performance of their professional duties.

The interpreter treats all parties with respect.

When the patient’s health, well-being, or dignity is at risk, the interpreter may be justified in acting as an advocate. Advocacy is understood as an action taken on behalf of an individual that goes beyond facilitating communication, with the intention of supporting good health outcomes. Advocacy must only be undertaken after careful and thoughtful analysis of the situation and if other less intrusive actions have not resolved the problem.

The interpreter strives to continually further his/her knowledge and skills.

The interpreter must at all times act in a professional and ethical manner.
Slide 49: Introduction to Standards of Practice – taken directly from NCIHC
Slide 50: Accuracy

1. The interpreter renders all messages accurately and completely,
without adding, omitting, or substituting.
For example, an interpreter repeats all that is said, even if it seems

redundant, irrelevant, or rude.

2. The interpreter replicates the register, style, and tone of the speaker.
For example, unless there is no equivalent in the patient's language,

an interpreter does not substitute simpler explanations for medical

terms a provider uses, but may ask the speaker to re-express themselves

in language more easily understood by the other party.

3. The interpreter advises parties that everything said will be
interpreted.
For example, an interpreter may explain the interpreting process to a

provider by saying "everything you say will be repeated to the patient."

4. The interpreter manages the flow of communication.
For example, an interpreter may ask a speaker to pause or slow down.

5. The interpreter corrects errors in interpretation.
For example, an interpreter who has omitted an important word

corrects the mistake as soon as possible.

6. The interpreter maintains transparency.
For example, when asking for clarification, an interpreter says to all

parties, "I, the interpreter, did not understand, so I am going to ask

for an explanation."
Slide 51: Confidentiality

7. The interpreter maintains confidentiality and does not disclose
information outside the treating team, except with the patient's
consent or if required by law.
For example, an interpreter does not discuss a patient’s case with family

or community members without the patient’s consent.

8. The interpreter protects written patient information in his or her
possession.
For example, an interpreter does not leave notes on an interpreting session

in public view.
Slide 52: Impartiality

9. The interpreter does not allow personal judgments or cultural
values to influence objectivity.
For example, an interpreter does not reveal personal feelings through

words, tone of voice, or body language.

10. The interpreter discloses potential conflicts of interest, withdrawing
from assignments if necessary.
For example, an interpreter avoids interpreting for a family member or

close friend.
Slide 53: Respect

11. The interpreter uses professional, culturally appropriate ways of
showing respect.
For example, in greetings, an interpreter uses appropriate titles for both

patient and provider.

12. The interpreter promotes direct communication among all parties
in the encounter.
For example, an interpreter may tell the patient and provider to address

each other, rather than the interpreter.

13. The interpreter promotes patient autonomy.
For example, an interpreter directs a patient who asks him or her for

a ride home to appropriate resources within the institution.
Slide 54: Cultural Awareness

14. The interpreter strives to understand the cultures associated with
the languages he or she interprets, including biomedical culture.
For example, an interpreter learns about the traditional remedies some

patients may use

15. The interpreter alerts all parties to any significant cultural misunderstanding
that arises.
For example, if a provider asks a patient who is fasting for religious

reasons to take an oral medication, an interpreter may call attention

to the potential conflict.
Slide 55: Role Boundaries

16. The interpreter limits personal involvement with all parties during
the interpreting assignment.
For example, an interpreter does not share or elicit overly personal

information in conversations with a patient.

17. The interpreter limits his or her professional activity to interpreting
within an encounter.
For example, an interpreter never advises a patient on health care

questions, but redirects the patient to ask the provider.

18. The interpreter with an additional role adheres to all interpreting
standards of practice while interpreting.
For example, an interpreter who is also a nurse does not confer with another

provider in the patient's presence, without reporting what is said.
Slide 56: Professionalism

19. The interpreter is honest and ethical in all business practices.
For example, an interpreter accurately represents his or her credentials.

20. The interpreter is prepared for all assignments.
For example, an interpreter asks about the nature of the assignment and reviews relevant terminology.

21. The interpreter discloses skill limitations with respect to particular assignments.
For example, an interpreter who is unfamiliar with a highly technical medical term asks for an explanation before continuing to interpret.

22. The interpreter avoids sight translation, especially of complex or critical documents, if he or she lacks sight translation skills.
For example, when asked to sight translate a surgery consent form, an interpreter instead asks the provider to explain its content and then interprets the explanation.

23. The interpreter is accountable for professional performance.
For example, an interpreter does not blame others for his or her interpreting errors.

24 The interpreter advocates for working conditions that support quality interpreting.
For example, an interpreter on a lengthy assignment indicates when fatigue might compromise interpreting accuracy.

26. The interpreter acts in a manner befitting the dignity of the profession and appropriate to the setting 
(Dress, punctuality, respect for others including other interpreters)
Slide 57: Professional Development

27. The interpreter continues to develop language and cultural
knowledge and interpreting skills.
For example, an interpreter stays up to date on changes in medical

terminology or regional slang.

28. The interpreter seeks feedback to improve his or her performance.
For example, an interpreter consults with colleagues about a challenging

assignment.

29. The interpreter supports the professional development of fellow
interpreters.
For example, an experienced interpreter mentors novice interpreters.

30. The interpreter participates in organizations and activities that
contribute to the development of the profession.
For example, an interpreter attends professional workshops and

conferences.the duties of the profession.”
Slide 58: Advocacy

31. The interpreter may speak out to protect an individual from
serious harm.
For example, an interpreter may intervene on behalf of a patient with

a life-threatening allergy, if the condition has been overlooked.

32. The interpreter may advocate on behalf of a party or group to
correct mistreatment or abuse.
For example, an interpreter may alert his or her supervisor to patterns

of disrespect towards patients.
Slide 59: End of National Standards of Practice

Any questions?

Slide 60: Example of an Ethical Dilemma

Now we’re going to talk about the Ethics of being an Interpreter, and the situations that may arise during your interpreting assignments that put two of those National Standards of Practice into conflict with one another.

Given the situation on this slide, let’s work through an approach to Ethical Dilemmas, provided by CHIA (California Healthcare Interpreter’s Association).  (See CHIA’s “Standards of Practice” booklet for more detailed guidance!)

1. Ask questions to determine whether there is a problem.

2. Identify and clearly state the problem, and considering the ethical principles that may apply and ranking them in applicability.

Confidentiality vs. Advocacy

3. Clarify personal values as they relate to the problem.

Perhaps your value on your trust/relationship with the patient, and your commitment to your job as an interpreter, perhaps your trust/relationship with the provider…

4. Consider alternative actions, including benefits and risks


Pros/Cons: What are the pros and cons of each option?  A) Telling the provider would assure that the provider’s decisions are being made with the most complete information, however it would compromise your relationship to the patient by breaking their trust.  B) Not telling the provider would preserve your relationship to the patient but may end in the patient receiving a sub-optimal medical treatment.  C) Are there other ways to do this, such as encouraging the patient to tell the provider?

5. Act: Make your decision, act on your choice.

6. Evaluate: How did that work?  Might you need to try something else now, or next time?

Since the patient is coming into your life as part of your role as an interpreter, it is important to remember that you are part of the healthcare team, and are responsible for making sure the patient is receiving the best care possible!

Does anyone want to share about a time in their interpreting experience when their Ethics were brought into play?
Slide 61: Break
Slide 62: Culture and how it affects health

Culture includes the languages, traditions (food, music, dance, social structure), social norms, etc. inherent in a society.  

Cultural competence: Ask participants how they would define this term.

Kaiser definition of “culturally competent care”: the delivery of health care services that acknowledges and understands cultural diversity in the clinical setting, respects members’ health beliefs and practices, and values cross-cultural communication
Slide 63: Diversity within diversity

Each country of origin has unique cultural norms, customs and uses of language.
Slide 64: Definitions

Western doctors tend to focus on disease, the patient tends to focus on their illness, and the patient’s family focuses on their sickness.

Culture-bound diseases (symptoms, explanatory model, treatment, how might affect a situation) : susto, nervios, mal de ojo, empacho 


Values: simpatia & personalismo, fatalismo 
Slide 65: Theories of disease causation

There are many ideas that people have about why or how they got sick.  We will divide them into four categories.

Individual etiologies include behavioral risk factors of disease (lifestyle, diet, habits, sexual behaviors) and make the assumption that the individual is responsible for the illness.

Natural etiologies include germs, environmental factors, humoral factors (hot and cold elements), and the universe (stars, planets, constellations).  Because these etiologies are seen as factors beyond human control, the individual has little responsibility for causing the illness.

Social etiologies arise from social interactions or conflicts (conflict between friends or family members; jealousy, envy, or hatred; giving someone the ‘evil eye.’)

Supernatural etiologies reflect the culture’s religious beliefs (sinful thoughts may be punished by an angry God, kharma forces from previous lives will influence events in this life, etc.).  Prevention or cure is provided by specific religious prescriptions about what constitutes appropriate behavior or contrition.

Can you guess which of these theories dominate the Western Medical model?

Biomedicine (the culture of Western medical doctors) focuses on individual and natural causes, while patients may believe more strongly in social or supernatural causes, and this can create a disconnect during a medical encounter.
Slides 66-67: Interpreter as Culture-broker Exercise 
Slide 68: Interpreter as Culture-broker summary

Susto is when an adult becomes very stressed, and if severe (“espanto”) can lead to death.  Causes: a frightening event, such as a fall, an accident, or witnessing another person die.  Symptoms: nervousness, muscle tics, insomnia, listlessness, diarrhea.  Treatment: a “barrida” or sweeping ceremony where a curandero/a moves fresh herbs over the patient’s body and recites prayers in a group of 3.

Empacho is when a substance (food or saliva, usually) gets “stuck” to the walls of the GI tract.  Causes: eating too much, eating spoiled foods, eating foods together that aren’t meant to be combined.  Symptoms: bloating, cramps, stomachache, vomiting, diarrhea, loss of appetite.  Treatment: limiting certain foods, herbal teas, abdominal massage with oil, applying lead oxide powder to skin (which can cause lead poisoning if done to excess).

Nervios is generalized anxiety.  Cause: the accumulation of negative life circumstances, particularly in relationships..  Symptoms: insomnia, headache, loss of appetite, other aches and pains.  Treatments vary from sweeps to herbal teas to no treatment at all.
Slides 69-70: Interpreter as Advocate Exercise

Now let’s talk about the Interpreter in their role as an Advocate for patient’s needs that are not being addressed.
Slide 71: Interpreter Self-care

Self-monitoring and self-assessment: This is something you will need to do regularly on your own to evaluate whether your language skills and interpreting skills have continued to improve, or whether you could benefit from reviewing language terms or this skill booklet.  You may elicit feedback from doctors and students, as well as patients that you work with to improve your performance.  If one of you is interested in creating a “checklist” to administer to each other while you observe an interpreting assignment, I would be happy to help you out. Ideally, interpreter training programs involved extensive “Supervised Practicum.”

The last topic of the day is Interpreter Self-Care.  The material I presented today may feel overwhelming for some of you, and that is natural.  You have a challenging job, and it may put you into stressful situations.  In order for you to stay healthy and continue interpreting as best you can, you need to take care of yourself.  I want to address this in two specific ways.

First of all, Physical safety. If a patient ever makes you feel physically uncomfortable (for example, a violent intoxicated patient, psychiatrically unstable patient, or someone who does not respect your personal space), voice your concern to the healthcare team and request other arrangements as necessary.  It is unusual for a patient to harm a member of the healthcare team (such as yourself), but it can happen.  Be proactive to protect your own safety.

Secondly, emotional well-being. Being an interpreter is a stressful and difficult job, besides the emotional stress and difficulty of some intense medical situations.  Take time to debrief with other interpreters, your healthcare team of medical students and doctors before returning home, so as to maintain patient confidentiality.  Seek help if you are struggling.

I’d like to end today by going around and suggesting ways that we can take care of ourselves, if that may be getting enough sleep the night before an interpreting assignment, or discussing the day’s stressful events and your reaction to them with a colleague or friend (without letting on who you were talking about).
Slide 72: End of session and future directions.

This is the end of this session.

If you’d like to learn more about Interpreting, here are some suggested future directions for you to take:

· Read the language and communication terms handout

· Read more about medical terms and concepts, as it will directly improve your ability to interpret in medical situations

-Make a commitment to your own improvement by persistently assessing and improving upon your skills 

