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Oversight: Problems of Immigrant Health: Addressing Barriers to Access to Care
On Wednesday, September 29, 2004, the Committee on Health and the Committee on Immigration will hold an oversight hearing on the problems that immigrants face when they attempt to access health care in New York City.  Those invited to testify include representatives the Administration, the Health and Hospitals Corporation, U.S. Congressman Joseph Crowley, New York State Attorney General Elliot Spitzer, New York State Assembly Member Adriano Espaillat, New York State Senator Olga Mendez, the Legal Aid Society, The New York Immigration Coalition, other immigrant advocacy groups, and the general public.

I.  Language Assistance Services

a. Background

New York is a very diverse state with a large immigrant population.  According to 2000 United States Census data, 20.4% of New Yorkers (3.8 million) are foreign born.  A significant percentage of New York State’s population has limited proficiency in English.  According to the 2000 Census, 13% of people in New York speak English less than “very well” and a substantial segment speak English “not well” or “not at all.”  For those who speak Spanish at home, this percentage is 27.1%; for those who speak an Asian or Pacific Island language at home, the percentage is 31.9%.  Moreover, the Census Bureau reports that there were over 1.5 million additional foreign-born New Yorkers during the past decade, and the State Education Department reports that there are almost two hundred foreign languages spoken by significant numbers of students.  Given the great language diversity of the population of New York State and New York City, health services throughout the City must have the capacity to  provide effective services to those who do not speak English very well.

b. Need for Language Assistance Services

New York’s “Patients’ Bill of Rights” guarantees the right to receive treatment without discrimination as to national origin, and specifically requires language assistance, including an interpreter.
  State regulations require hospitals to maintain a resource of skilled interpreters, available in a timely manner, and to provide translations or transcriptions of significant hospital forms.
Immigrant advocacy groups in New York City have documented the lack of enforcement of these regulations, as well as a lack of preparation among hospital staff to provide language assistance services.  In 2003, the New York State Attorney General’s office conducted investigations of language assistance policies and practices at four hospitals: two in New York City and two upstate, including both private and public hospitals with varying resources and populations.  Each hospital had a stated policy to address patient language needs. Nonetheless, the Attorney General’s office found “an absence of comprehensive and coordinated strategies for providing language assistance, ineffective use of existing language assistance resources, an inadequate training of staff in appropriate language assistance practices, and a lack of quality controls to ensure reliable and accurate interpretation and translation.”  The Attorney General’s office found that these shortcomings caused unreasonable delays in service to limited english proficient patients, created obstacles to communication between hospital staff and limited english proficient patients and, in some instances, resulted in a complete lack of service for limited english proficient patients who could not provide their own interpreter.

Findings from a April 2000 United Hospital Fund/New York University Ambulatory Care Provider Survey, entitled “Medicaid Managed Care Currents,” revealed that less than one-third of physicians at New York City primary care sites speak directly with non-English-speaking Medicaid patients in their own languages. Instead, according to the survey, most sites rely on untrained staff, family members, or volunteers to act as interpreters for patients who do not speak English.  Also according to the survey, only about 15 percent of Medicaid patients in "high demand" areas of New York City (zip codes in which at least 15 percent of the population speak a language other than English) receive care at primary care facilities where a provider is available to offer services directly to non-English-speaking patients.

The Immigrant Health Access and Advocacy Collaborative (“IHAAC”) conducted a similar study, entitled “Language Access to Health Care – A Study of Four New York Hospitals,” that yielded comparable results.
  The IHAAC’s study surveyed four hospitals and 108 patients.  The IHAAC study concluded that a lack of language services resulted in poor health outcomes for immigrant patients and violated patients’ rights.  In particular, the study found that 25% of patients did not understand their diagnosis or treatment, 35% of patients reported that staff who tried to communicate with them in a language other than English did not do an adequate job, 17% of patients did not understand follow-up treatment instructions, such as how to take their medication, 9% of patients had decisions made without their consent, 63% of patients who signed hospital forms did not understand what was written on the forms, and 64% of patients were unable to  ask questions about their medical condition, treatment and diagnosis.

c. Recommendations to Improve Language Assistance Services
In March 2001, the Office of Minority Affairs within the United States Department of Health and Human Services released a report entitled “National Standards for Culturally and Linguistically Appropriate Services in Health Care” (the “National Standards Report”) which contained the following recommendations regarding improving language assistance access services throughout the country:

1. Collect and disseminate information on model programs and strategies of implementing language assistance services.

2. Support direct and indirect financing of language assistance services at all places of health services delivery.

3. Support the development of national standards for medical and community interpreter training, skills assessment, certification and codes of ethics,

4. Develop national standards or guidelines for the translation of health-related materials.  Support the adoption of these standards by government agencies and health care organizations that purchase or produce materials in other languages.

5. Develop standard language or templates for key documents used by many health care organizations, such as consent forms, advanced directives, health information, and medication information.

6. Develop an Internet clearinghouse of downloadable sample translated documents developed by agencies around the country.

d. Language Assistance Services Currently Available


Currently, it is common practice for hospitals to collect information regarding the various languages spoken by their staff in a database and for the hospitals to use the hospital staff as interpreters.  Some hospitals that do not have the pool of languages needed to effectively serve their community have begun to hire interpreters to serve as patient navigators.  Recently, some hospitals have also begun to use telephonic language assistance services.  When a hospital cannot provide an onsite interpreter for a patient, the hospital can call a language assistance service provider who connects the patient and healthcare provider with an interpreter who translates via phone. These interpreters are not usually trained in medical interpreting and often interpret for many different sectors, not just health.  Some immigration advocates and providers have complained that conversations are kept short in order to save money, since the providers bill by the minute.  Some advocates have also raised questions about various different city agencies being charged different rates by the same provider, this same problem may be true for hospitals, as well.


The Health and Hospitals Coporation’s (HHC) Gouverneur and Bellevue Hospitals currently use a new technology called Team/Technology Enhanced Medical Interpreting (TEMIS), also sometimes known as Remote Simultaneous Medical Interpreting (RSMI).  This service works in a similar way to the other language assistance services, but in this case the patient and provider use wireless headsets and connect to remote interpreter computer workstations where medical trained interpreters translate simultaneously, similar to the United Nations interpreting model.  Also, with the simultaneous interpretation, patient and provider hear each other’s words as they are spoken, not delayed and paraphrased as occurs with onsite translation or other telephonic language services.  With TEMIS, provider and patient are mobile and can communicate throughout the physical examination without the loss of privacy that can occur with speakerphone systems.  This approach has been demonstrated to increase the efficiency and quality of communication between doctors and patients.  One downside to this technology is that currently TEMIS only offers translation services in Spanish, Cantonese, Mandarin, and Bengali.

II.  Cultural Competency


Satisfactory physician-patient relationships require the provision of culturally competent care.  In order to provide effective and appropriate service to an increasingly diverse patient population, many health care advocates believe that providers from all disciplines should become sensitive to the many and varied cultural factors that influence health.  Such advocates feel that the more physicians learn about a patient’s health beliefs and practices, the more likely they will be able to deliver culturally appropriate health care, positive health outcomes, and increased patient satisfaction.


The notion of cultural competence has been promoted for many years as the way for health care providers and health care organizations to understand and respond effectively to the cultural and linguistic needs of patients.  Many national, state, and local policy makers have also recognized the importance of cultural competence in facilitating accessible and effective health care for culturally diverse populations.  In New York State, cultural competency legislation is in its early stages.  The New York State Assembly and Senate each have bills that would require cultural competency training for all physicians (A.7991 and S.222).  However, despite some legislative movement in New York and throughout most of the country, ensuring cultural competency has, so far, been left up to the health care industry to self regulate and develop its own policies.  Because of a lack of consensus on the definition of cultural competency, policies reflect a wide spectrum of ideas about what constitutes culturally competent health services, including significant differences with respect to target population, scope, and quality of services.


In order to provide guidance in developing cultural competency policies, the National Standards Report offered the following recommendations:

1. Develop a consensus on core cultural competencies for clinical providers and other staff members, and develop and validate measures for assessing these competencies in individuals.

2. Conduct and disseminate research to connect cultural competency behaviors to specific health outcomes.

3. Support and increase national, state and local efforts to expand the pool of healthcare professionals who are from diverse communities.

4. Develop a consensus on curricula standards and evaluate tools for cultural competency training for both clinical providers and nonclinical staff.

5. Substantively integrate cultural competency training into health professions education and training at all levels, both academic and functional.

6. Develop model implementation plan and toolkit for culturally and linguistically appropriate services (CLAS) that includes model strategies, policies, and a phase-in timetable with checklists and measurable short- and long-term process goals.

7. Expand the availability of centralized information on CLAS model programs and practices, with contacts, detailed resource information and bibliographic references.

8. Survey and disseminate information about model strategies to involve ethnic communities in the development and oversight of CLAS services.

9. Conduct a critical review of current organizational self-assessment tools, and define baseline and ongoing organizational self-assessment processes for cultural and linguistic competence.

10. Develop standard tools or processes for health care organizations to measure performance satisfaction and access related to CLAS.

11. Develop and require standardized, uniform data sets related to race, ethnicity and language.

12. Develop best practices or methods to help health care organizations integrate race, ethnicity and language data components into their data collection processes.

13. Develop a guide to help health care organizations incorporate race, ethnicity and language variables into routine outcomes analyses.

14. Develop a framework or process for maintaining a culture-sensitive community profile and needs assessment.

15. Develop guidance for the human resources, legal and ethics staff or committees of healthcare organizations on the impact and management of cross-cultural ethics issues.

16. Develop reporting guidelines to help organizations share information with the public about efforts to implement the CLAS standards.

III.  Fears Over Immigrant Status


In May of 2003, Mayor Michael Bloomberg issued Executive Order 34, which  allowed city agencies, including the NYPD, to report illegal immigrants to the federal government.  Executive Order 34 made many already nervous immigrants wary of using any city services and many private services as well.  Under pressure from immigrant advocacy groups, in September 2003 Mayor Michael Bloomberg issued Executive Order 41, which returned to the “don’t ask don’t tell” policy that prohibits city agencies from inquiring or disclosing immigration status of New Yorkers who come into contact with city government.


On June 10, 2003, Dr. Benjamin Chu, President of HHC, circulated a memorandum in reaction to Mayor Bloomberg’s Executive Order 34 reiterating that HHC was continuing its “don’t ask don’t tell” policy.  The memorandum stated “[t]o be clear, it remains the strict policy of HHC that all information related to a patient’s immigration status obtained by an HHC employee during the course of his or her duties may not be disclosed to any third party.  As in the past, any violations of this confidentiality policy will subject an employee to appropriate disciplinary action, including possible termination of employment.”  Dr. Chu wrote that, “[a]s the primary safety net provider network for our City’s diverse immigrant communities, we will do everything we can to reassure our immigrant patients that HHC will continue to honor its longstanding pledge of confidentiality on this sensitive issue.”


Despite policies like Executive Order 41 and HHC’s policy on patient confidentiality with respect to immigration status, many immigrant advocacy groups are concerned that immigrants are not accessing health care services that are available to them because of concerns about sponsor liability, and for fear of being reported to the Immigration and Naturalization Services.  Since September 11, 2001, a variety of legislation has been introduced and has sometimes been passed into law that is aimed at taking away the limited rights and protections provided to immigrants within the United States.  The Patriot Act, for example, has given the federal government greater ability to deport immigrants, even lawful permanent residents, without due process.
  Many immigrant advocates worry that fear of deportation, along with fear of making their sponsor financially liable for any medical services they use, are causing immigrants to underutilize medical services.


Some immigrant advocates have specifically criticized HHC for the questions it asks in order to determine whether patients are eligible for the fee scale.  Despite repeatedly complaining that Medicaid enrollment eligibility questions are too burdensome for potential enrollees to answer, HHC currently asks all patients who request fee scaling to answer the same questions that Medicaid requires.  HHC has told the New York Immigration Coalition that it asks these questions to determine whether patients are eligible for Medicaid.  However, many immigrants who are not eligible for Medicaid decide to not seek medical services after they are asked for a social security number.  Child health and immigrant advocates are worried that, in addition to the recent change in HHC policy that makes the fee-waiver at the child health clinics no longer universal, the desire of immigrant parents to avoid questions regarding social security numbers or other citizenship status information will result in less access to necessary medical services for their children.
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