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I. Introduction
On March 1, 2021, the Committee on Hospitals, chaired by Council Member Carlina Rivera, will hold a hearing titled “Oversight: Access to Language Services and Equitable Care in NYC Hospitals During COVID-19.” The Committee plans to discuss language access services and accessibility within hospitals in New York City, as well as how hospitals are ensuring access to equitable care, in particular during the COVID-19 pandemic, as we continue to see disparate health outcomes along racial and socioeconomic lines.[footnoteRef:2] Among those invited to testify are representatives from New York City Health + Hospitals (H+H), the Greater New York Hospital Association (GNYHA), and advocates.   [2:  NYC Health, COVID-19: Data, last accessed February 23, 2021, available at https://www1.nyc.gov/site/doh/covid/covid-19-data-totals.page] 

II. Background
The Right to Language Access in Healthcare Settings
a. Federal Laws
The legal foundation for language access lies in Title VI of the 1964 Civil Rights Act, which states: “No person in the United States shall, on the ground of race, color, or national origin, be excluded from participation in, be denied the benefits of, or be subjected to discrimination under any program or activity receiving federal financial assistance.”[footnoteRef:3] Congress passed the Civil Rights Act to ensure that federal money was not used to support discriminatory programs or activities, and in interpreting Title VI, the Supreme Court has treated discrimination based on language as equivalent to national origin discrimination.[footnoteRef:4] The Department of Health and Human Services (HHS) has further expounded these requirements for healthcare settings; in 1980, HHS issued a notice stating, “No person may be subjected to discrimination on the basis of national origin in health and human services programs because they have a primary language other than English.”[footnoteRef:5] In health care, “federal financial assistance” refers to federal funding which all hospitals receive, such as Medicaid and Medicare payments.[footnoteRef:6] This mandate created by Title VI was further enhanced by Executive Order (EO) 13166, issued by President Clinton in August 2000, titled, “Improving Access to Services for Persons with Limited English Proficiency.”[footnoteRef:7] This EO reiterated Title VI requirements for federal fund recipients and directed all federal agencies to ensure that their own programs provided equal access to individuals who are Limited English Proficient (LEP).[footnoteRef:8] In response, the HHS Office of Civil Rights (OCR) issued an extensive Policy Guidance to assist healthcare providers and other federal fund recipients in meeting their obligations to LEP individuals.[footnoteRef:9] The Bush Administration upheld the EO and reissued guidance in August 2003, which outlines four factors that institutions, programs, and providers should consider in determining the extent and types of language assistance that should be pursued (the number of LEP persons served or eligible to be served, the frequency of contact, the nature and importance of service provided, and resources and costs).[footnoteRef:10] In May 2016, under President Obama, HHS formally adopted final changes to section 1557 of the Affordable Care Act (ACA)—which was sweeping in scope and unique amongst federal civil rights laws in that it specifically addressed discrimination in health programs and activities.[footnoteRef:11] Pursuant to these changes, hospitals, health plans, clinics, nursing homes, physicians, and other providers must offer “qualified interpreters” to LEP patients.[footnoteRef:12] This was critically important, as previously providers were able to operate without trained interpreters when treating LEP patients.[footnoteRef:13] Whereas the previous 2003 HHS guidance merely required oral interpreters to be “competent,”[footnoteRef:14] under the 2016 changes, a “qualified interpreter” was defined as an interpreter who “via a remote interpreting service or an on-site appearance”: (1) adheres to generally accepted interpreter ethics principles, including client confidentiality; (2) has demonstrated proficiency in speaking and understanding both spoken English and at least one other spoken language; and (3) is able to interpret effectively, accurately, and impartially, both receptively and expressly, to and from such language(s) and English, using any necessary specialized vocabulary and phraseology.[footnoteRef:15] By moving the legal standard from “competent” interpreters to “qualified” interpreters, HHS increased the standard of care and legal duty owed to LEP patients and required organizations receiving federal funds to bear the financial burden of increasing the professionalism of their language access services.[footnoteRef:16] It also explicitly banned the use of minor children as medical interpreters, prohibited the reliance on adult family members and friends as medical interpreters,[footnoteRef:17] and severely restricted bilingual or multilingual staff without formal training in medical interpreting from serving as medical interpreters.[footnoteRef:18] [3:  Alice Hm Chen, et al., The Legal Framework for Language Access in Healthcare Settings: Title VI and Beyond, J Gen Intern Med. 22 (Suppl 2): 362-367, (Nov. 2007), https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2150609/pdf/11606_2007_Article_366.pdf. ]  [4:  Id.]  [5:  Id.]  [6:  Id.]  [7:  Id.]  [8:  Id.]  [9:  Id.]  [10:  Id.]  [11:  David B. Hunt, New 2016 ACA Rules Significantly Affect the Law of Language Access, University of Minnesota Medical School Criminal Measures ELearning, May 14, 2016, https://cmelearning.com/new-2016-aca-rules-significantly-affect-the-law-of-language-access/. ]  [12:  Id.]  [13:  Id.]  [14:  While “competency require[d] more than self-identification as bilingual” formal certification was not required. Id.]  [15:  Id.]  [16:  Id.]  [17:  Exceptions to this rule include emergencies involving an imminent threat to safety or welfare of an individual or the public where there is no qualified interpreter immediately available, and when the person with LEP specifically requests that the accompanying adult interpret or facilitate communication and the accompanying adult agrees to provide such assistance. Id.]  [18:  Id.] 




b. New York State Laws
There are additionally State laws that specifically relate to the provision of language services.[footnoteRef:19] For example, the New York State Office of Mental Health and Office for People with Developmental Disabilities have patient rights regulations in place that require licensed facilities to make free, competent interpreter services available to serve recipients in a timely fashion, require necessary steps be taken to provide information in appropriate languages, and require that plans of treatment or services be developed for LEP individuals.[footnoteRef:20] New York State Code of Rules and Regulations Section 405.7 also requires all hospitals in New York State to develop a language access plan, appoint a Language Access Coordinator, provide interpreters within 10 minutes in the emergency room, and 20 minutes elsewhere in the hospital, and notify patients about their rights to language services, among other things.[footnoteRef:21] The regulations also prohibit the use of family members, strangers, and minor children as interpreters except in emergencies.[footnoteRef:22] Additionally, there are New York State health insurance and managed care laws and regulations which require all health care insurers and health maintenance organizations (HMO) in New York to disclose, upon request, information about how they address the needs of non-English speakers.[footnoteRef:23] Under these laws, insurers are required to provide “reasonable access” to non-English speakers in their grievance procedures.[footnoteRef:24] One of the criteria the NY State Department of Health must use in deciding whether to grant or renew certification to an HMO is the ability of an HMO to ensure access to culturally and linguistically competent care.[footnoteRef:25] Finally, New York State Executive Order 26 requires state agencies that provide direct public services to develop language access plans, appoint a Language Access Coordinator, translate vital documents in the top 6 LEP languages spoken in New York State, and provide interpretation services in those same languages.[footnoteRef:26] [19:  Language Access Legal ‘Cheat Sheet’, New York Lawyers for the Public Interest, Inc., http://www.nylpi.org/images/FE/chain234siteType8/site203/client/Language%20Access%20Legal%20Cheat%20Sheet%20Final%20-%20February%202012.pdf. ]  [20:  Id.]  [21:  Id.]  [22:  Id.]  [23:  Id.]  [24:  Id.]  [25:  Id.]  [26:  Id.] 

c. Local Laws
New York City has also passed several local laws related to language access in healthcare settings.[footnoteRef:27] For example, the New York City Human Rights Law prohibits discrimination on the basis of national origin in places of public accommodation, which has been interpreted to include the failure to provide language assistance services in hospitals and other health care facilities.[footnoteRef:28] New York City Local Law 73 of 2003 requires all city social services departments, health departments, and Workforce Investment Act Offices and their subcontractors to provide language assistance to LEP clients that they serve.[footnoteRef:29] Other local laws in New York City require the immediate provision of an interpreter for non-English speaking patients in all hospital emergency rooms in New York City,[footnoteRef:30] and require pharmacies with four or more stores in the City to provide interpretation services for all languages and translation of medication labels into the top 7 languages spoken by LEP individuals in New York City.[footnoteRef:31] New York City Executive Order 120 and Local Law 30 of 2017 further expanded the provision of language services by city agencies, requiring the development of language access plans, the appointment of a Language Access Coordinator, and translation of all essential public documents.[footnoteRef:32] [27:  Id.]  [28:  NYC Admin. Code § 8-107; Id.]  [29:  Local Law 73 of 2003.]  [30:  NYC Admin. Code § 17-174.]  [31:  NYC Admin. Code § 20-620 – 625.]  [32:  Local Law 30 of 2017; NYC Executive Order 120.] 

 Center for Linguistic and Cultural Competency in Health Care 
Within HHS’s Office of Minority Health (OMH) is the Center for Linguistic and Cultural Competency in Health Care, which was created to address the health needs of diverse populations.[footnoteRef:33] OMH, alongside federal and nonfederal partners across the country, developed National Standards for Culturally and Linguistically Appropriate Services in Health and Health Care (National CLAS Standards).[footnoteRef:34] The National CLAS Standards aim to improve health care quality and advance health equity by establishing a framework for organizations to serve the nation’s increasingly diverse communities.[footnoteRef:35] Their principle standard is to provide effective, equitable, understandable, and respectful quality care and services that are responsive to diverse cultural health beliefs and practices, preferred languages, health literacy, and other communication needs.[footnoteRef:36] OMH also developed a framework and toolkit to guide health care organizations’ efforts in evaluating their implementation of the National CLAS Standards.[footnoteRef:37] Federal and State laws prohibit national origin discrimination against individuals who identify as LEP when they are provided health care services, and New York State also has specific protections for individuals who identify as LEP and require language interpreters in hospital settings.[footnoteRef:38] The NYSDOH included implementation of the National CLAS Standards as a part of its long-range planning in their Prevention Agenda 2013-2017: New York State’s Health Improvement Plan, and has acted in line with the Standards in a variety of ways, including provider trainings, assessments of health plans, and surveys.[footnoteRef:39] [33:  Center for Linguistic and Cultural Competency in Health Care, U.S. Department of Health and Human Services, Office of Minority Health, 2018, https://minorityhealth.hhs.gov/omh/browse.aspx?lvl=2&lvlid=34.]  [34:  Davis et al., Development of a Long-Term Evaluation Framework for the National Standards for Culturally and Linguistically Appropriate Services (CLAS) in Health and Health Care, U.S. Department of Health and Human Services, Office of Minority Health, 2018, https://minorityhealth.hhs.gov/assets/PDF/Natn_CLAS_Standards_Evaluation_Framework_Report_PR-3598_final_508_Compliant.pdf.]  [35:  Cultural and Linguistic Competency, U.S. Department of Health and Human Services, Office of Minority Health, 2018, https://minorityhealth.hhs.gov/omh/browse.aspx?lvl=1&lvlID=6.]  [36:  The National CLAS Standards, U.S. Department of Health and Human Services, Office of Minority Health, 2018, https://minorityhealth.hhs.gov/omh/browse.aspx?lvl=2&lvlid=53.]  [37:  Cultural and Linguistic Competency, U.S. Department of Health and Human Services, Office of Minority Health, 2018, https://minorityhealth.hhs.gov/omh/browse.aspx?lvl=1&lvlID=6.]  [38:  M. Mule, Language Access Services in Health Care Settings, NY Health Access, 2009, http://www.wnylc.com/health/entry/73/.]  [39:  National Standards for Culturally and Linguistically Appropriate Services in Health and Health Care: Compendium of State-Sponsored National CLAS Standards Implementation Activities, U.S. Department of Health and Human Services, Office of Minority Health, 2016, https://thinkculturalhealth.hhs.gov/pdfs/CLASCompendium.pdf.] 

Culturally Competent and Equitable Health Care 
According to the Commonwealth Fund, cultural competence is the ability of systems to provide care to patients with diverse values, beliefs, and behaviors.[footnoteRef:40] Culture has been defined as “an integrated pattern of learned beliefs and behaviors that can be shared among groups [and] includes thoughts, styles of communicating, ways of interacting, views on roles and relationships, values, practices, and customs.”[footnoteRef:41] Culture is shaped by multiple influences, including race, ethnicity, nationality, language, gender, socioeconomic status, physical and mental ability, sexual orientation, and occupation, among other factors.[footnoteRef:42] To provide culturally competent health care, delivery of care must be tailored to meet patients’ social, cultural, and linguistic needs.[footnoteRef:43] [40:  J. Betancourt, A. Green, & E. Carrillo, Cultural Competence in Health Care: Emerging Frameworks and Practical Approaches, The Commonwealth Fund, 2002, https://www.commonwealthfund.org/sites/default/files/documents/___media_files_publications_fund_report_2002_oct_cultural_competence_in_health_care__emerging_frameworks_and_practical_approaches_betancourt_culturalcompetence_576_pdf.pdf.]  [41:  Id.]  [42:  Id.]  [43:  Id.] 

Becoming a culturally competent health care organization and system is a critical component in reducing health care disparities.[footnoteRef:44] While a health disparity refers to a higher burden of illness, injury, disability, or mortality experienced by one group relative to another, a health care disparity typically refers to differences between groups in health insurance coverage, access to and use of care, and quality of care.[footnoteRef:45] Identifying and addressing health and health care disparities will help create a more equitable health care system.[footnoteRef:46] According to the Robert Wood Johnson Foundation, “health equity means that everyone has a fair and just opportunity to be as healthy as possible. This requires removing obstacles to health such as poverty, discrimination, and their consequences, including powerlessness and lack of access to good jobs with fair pay, quality education and housing, safe environments, and health care.”[footnoteRef:47]  [44:  Health Research & Educational Trust, Becoming a culturally competent health care organization, Health Research & Educational Trust, June 2013, available at https://www.aha.org/system/files/hpoe/Reports-HPOE/becoming-culturally-competent-health-care-organization.PDF ]  [45:  Samantha Artiga et. al., Disparities in Health and Health Care: Five Key Questions and Answers, Kaiser Family Foundation, March 4, 2020, available at https://www.kff.org/racial-equity-and-health-policy/issue-brief/disparities-in-health-and-health-care-five-key-questions-and-answers/#:~:text=A%20%E2%80%9Chealth%20disparity%E2%80%9D%20refers%20to,care%2C%20and%20quality%20of%20care.  ]  [46:  Braveman P. et. al., What is Health Equity?, The Robert Wood Johnson Foundation, May 1, 2017, available at https://www.rwjf.org/en/library/research/2017/05/what-is-health-equity-.html ]  [47:  Id.] 

Health inequities are pervasive in the American health care system. For example, in the United States, Black people are 40 percent more likely to have high blood pressure and 30 percent more likely to die from heart disease than other groups.[footnoteRef:48] The prevalence of diagnosed diabetes is twice as high in Mexican-American and Puerto Rican populations than in the non-Hispanic White population.[footnoteRef:49] Native Americans have the highest rates of diagnosed diabetes, with a prevalence rate of about fifteen percent in the adult population.[footnoteRef:50] Studies have also shown individuals who identify as lesbian have more barriers and are not screened for cervical cancer as often as heterosexual women, even though there are higher rates of cervical cancer in the lesbian population.[footnoteRef:51] Individuals who are transgender[footnoteRef:52] are more likely to experience discrimination, marginalization, and poor physical and mental health outcomes, which can result in a variety of physical and mental health conditions.[footnoteRef:53] These health inequities similarly exist in New York City’s population. For example, studies have shown disparate health outcomes for Black and Hispanic New Yorkers in cancer related death, early diagnosis, and treatment.[footnoteRef:54] Diabetes is another health concern that disproportionately affects minority communities, with Black, Latinx, and Asian/Pacific Islander populations having higher rates of diabetes than white populations, regardless of the poverty level of the neighborhoods in which they live.[footnoteRef:55] Disparate health outcomes can also be seen in maternal mortality and morbidity, with the pregnancy-related mortality ratio for Black non-Latina women being eight times higher than that of white non-Latina women.[footnoteRef:56] Other communities, including those who are transgender and those living with disabilities, also face inequitable health and health care outcomes.[footnoteRef:57] Inequitable health outcomes can also be seen in COVID-19 health outcomes, with those who are older, lower income, Black, and Latinx more likely to be hospitalized or die from COVID-19.[footnoteRef:58] [48:  Graham, Garth, Disparities in cardiovascular disease risk in the United States, Current cardiology reviews, vol. 11,3, 2015, 238-45, doi:10.2174/1573403X11666141122220003, https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4558355/]  [49:  Id.]  [50:  Addressing Health Disparities in Diabetes, The Centers for Disease Control, April 15, 2019, https://www.cdc.gov/diabetes/disparities.html ]  [51:  Quinn, Gwendolyn P et al., Cancer and lesbian, gay, bisexual, transgender/transsexual, and queer/questioning (LGBTQ) populations, CA: a cancer journal for clinicians, vol. 65,5, 2015, 384-400, doi:10.3322/caac.21288, https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4609168/]  [52:  Data taken from The Report of the 2015 U.S. Transgender Survey, and respondents may identify as “transgender, trans, genderqueer, and non-binary” among other identities, per the report‘s explanation of terminology, see: The Report of the 2015 U.S. Transgender Survey, The National Center for Transgender Equality, 2016, https://transequality.org/sites/default/files/docs/usts/USTS-Full-Report-Dec17.pdf.]  [53:  The Report of the 2015 U.S. Transgender Survey, The National Center for Transgender Equality, 2016, https://transequality.org/sites/default/files/docs/usts/USTS-Full-Report-Dec17.pdf.]  [54:  Health Disparities in New York City. NYC Department of Health and Mental Hygine. July 2011.  https://www1.nyc.gov/assets/doh/downloads/pdf/episrv/disparitiestwo.pdf  ]  [55:  Community Health Survey, NYC Health, 2017, https://a816-healthpsi.nyc.gov/epiquery/sasresults.jsp ]  [56:  New York City Department of Health and Mental Hygiene, Pregnancy-Associated Mortality in New York City, 2011-2015, February 2020, available at https://www1.nyc.gov/assets/doh/downloads/pdf/ms/pregnancy-associated-mortality-report-2011-2015.pdf  ]  [57:  For example, individuals who are transgender are less likely to be linked to care soon after HIV diagnosis, see: New York City Department of Health and Mental Hygiene, HIV Surveillence Annual Report, 2019, December 2020, available at https://www1.nyc.gov/assets/doh/downloads/pdf/dires/hiv-surveillance-annualreport-2019.pdf ; ADA at 26 in New York City, The Center for the Independence of the Disabled New York (CIDNY), 2016, https://www.cidny.org/wp-content/uploads/2017/07/ADA-at-26-in-NYC.pdf]  [58:  NYC DOHMH, COVID-19: Data Tools, available at https://www1.nyc.gov/site/doh/covid/covid-19-data-totals.page] 

Health Inequity for Those who are Limited English Proficient 
Individuals who identify as LEP may face increased barriers to accessing health care.[footnoteRef:59] Immigrants disproportionately identify as LEP, meaning they “speak English less than ‘very well,’” compared to the general population.[footnoteRef:60] Patients who identify as LEP experience adverse health outcomes at markedly higher rates than English speakers.[footnoteRef:61] The American Medical Association’s Journal of Ethics reports that individuals who identify as LEP experience high rates of medical errors, have worse clinical outcomes, and receive lower quality of care by other metrics than their English-speaking counterparts.[footnoteRef:62] Some research also shows that professional interpreters make clinically significant errors substantially less often than ad hoc interpreters, such as family members.[footnoteRef:63] Language barriers are also associated with prolonged hospitals stays, medication errors, and other disasters that are costly for patients.[footnoteRef:64] Although most hospitals and clinics are required by law to facilitate communication in the languages of all patients, patients who do not speak English can struggle to gain access to interpreters.[footnoteRef:65] Moreover, communicating through an interpreter doubles or triples the length of a medical exchange.[footnoteRef:66] Research has also found that having parents who identify as LEP is associated with worse health outcomes among children.[footnoteRef:67]  [59:  The Role of Language in Health Care Access and Utilization for Insured Hispanic Adults, the Henry J Kaiser Family Foundation, 2015, https://www.kff.org/report-section/the-role-of-language-in-health-care-access-and-utilization-for-insured-hispanic-adults-issue-brief/]  [60:  State of Our Immigrant City, The Mayor’s office of Immigrant Affairs, 2020, https://www1.nyc.gov/assets/immigrants/downloads/pdf/moia_annual_report%202019_final.pdf]  [61:  Emma Goldberg, When Coronavirus Care Gets Lost in Translation, N.Y. Times, Apr. 17, 2020, Available at: https://www.nytimes.com/2020/04/17/health/covid-coronavirus-medical-translators.html.]  [62:  Language-Based Inequity in Health Care: Who is the “Poor Historian”?, The American Medical Association (AMA) Journal of Ethics, 2017, https://journalofethics.ama-assn.org/article/language-based-inequity-health-care-who-poor-historian/2017-03]  [63:  Joshua Kaplan, Hospitals Have Left Many COVID-19 Patients Who Don’t Speak English Alone, Confused and Without Proper Care, ProPublica, Mar. 31 2020, Available at: https://www.propublica.org/article/hospitals-have-left-many-covid19-patients-who-dont-speak-english-alone-confused-and-without-proper-care.]  [64:  Joana Ramos, How COVID-19 prevention and treatment get lost in translation, Center for Health Journalism, Oct. 21, 2020, Available at: https://centerforhealthjournalism.org/2020/10/21/how-covid-19-prevention-and-treatment-get-lost-translation]  [65:  Joshua Kaplan, Hospitals Have Left Many COVID-19 Patients Who Don’t Speak English Alone, Confused and Without Proper Care, ProPublica, Mar. 31 2020, Available at: https://www.propublica.org/article/hospitals-have-left-many-covid19-patients-who-dont-speak-english-alone-confused-and-without-proper-care.]  [66:  Emma Goldberg, When Coronavirus Care Gets Lost in Translation, N.Y. Times, Apr. 17, 2020, Available at: https://www.nytimes.com/2020/04/17/health/covid-coronavirus-medical-translators.html.]  [67:  Parental limited English proficiency and health outcomes for children with special health care needs: a systematic review, The US National Library of Medicine National Institutes of Health, 2014, available at https://www.ncbi.nlm.nih.gov/pubmed/24602575] 

In New York City, 50 percent of residents who are foreign-born are LEP, including nearly 63 percent of undocumented immigrants.[footnoteRef:68] H+H serves many of the city’s uninsured, including those that are ineligible for health insurance, such as undocumented immigrants. Only 78 percent of New Yorkers who are not citizens have health insurance compared to nearly 93 percent of those who are U.S.-born, and only about 53 percent of undocumented immigrants have health insurance.[footnoteRef:69] Nearly 45 percent of all foreign-born New Yorkers who are LEP and who speak a language other than English at home speak Spanish,[footnoteRef:70] and more than 80 percent of people who are Latinx ages five and older report speaking Spanish at home.[footnoteRef:71] English proficiency among those who are Latinx is associated with improved health literacy and more positive interactions with health care providers.[footnoteRef:72] Among Latinx adults, 67 percent report their health as “excellent,” “very good,” or “good,” compared with 81 percent of non-Latinx adults.[footnoteRef:73] [68:  State of Our Immigrant City, The Mayor’s office of Immigrant Affairs, 2020, https://www1.nyc.gov/assets/immigrants/downloads/pdf/moia_annual_report%202019_final.pdf ]  [69:  Id.]  [70:  Id.]  [71:  Health of Latinos in New York City, The Department of Health and Mental Hygiene, 2017, https://www1.nyc.gov/assets/doh/downloads/pdf/episrv/2017-latino-health.pdf]  [72:  Id.]  [73:  Id.] 

III. Impact of COVID-19
Hospitals
The coronavirus outbreak has not only magnified the gaps faced by those who are LEP,[footnoteRef:74] but has also multiplied the logistical barriers for medical interpretation.[footnoteRef:75] Health care workers, employed by a range of medical facilities in New York City, have described a common concern that language barriers will leave immigrants who have COVID-19 in a particularly dire situation: alone, confused and without the appropriate care.[footnoteRef:76] Some health care workers have stated that amidst the overburdened, chaotic, and crowded hospitals in the city at the height of the pandemic, patients likely would have received better care if they spoke English.[footnoteRef:77] [74:  Joshua Kaplan, Hospitals Have Left Many COVID-19 Patients Who Don’t Speak English Alone, Confused and Without Proper Care, ProPublica, Mar. 31 2020, Available at: https://www.propublica.org/article/hospitals-have-left-many-covid19-patients-who-dont-speak-english-alone-confused-and-without-proper-care.]  [75:  Emma Goldberg, When Coronavirus Care Gets Lost in Translation, N.Y. Times, Apr. 17, 2020, Available at: https://www.nytimes.com/2020/04/17/health/covid-coronavirus-medical-translators.html.]  [76:  Joshua Kaplan, Hospitals Have Left Many COVID-19 Patients Who Don’t Speak English Alone, Confused and Without Proper Care, ProPublica, Mar.31 2020, Available at: https://www.propublica.org/article/hospitals-have-left-many-covid19-patients-who-dont-speak-english-alone-confused-and-without-proper-care.]  [77:  Id.] 

Today, most language interpretation is done remotely as few clinical interpreters are able to work in person with COVID-19 patients.[footnoteRef:78] COVID-19 has made communicating more difficult.[footnoteRef:79] Hospital rooms are already loud.[footnoteRef:80] With COVID-19, all medical staff are masked, making their voices muffled, and stay six feet away from their patients whenever possible.[footnoteRef:81] The protective gear required to be worn by medical staff can make it difficult for the staff to speak to and hear the patient and the interpreter.[footnoteRef:82] For example, at a Brooklyn hospital, a resident spent several minutes trying to communicate with the interpreter that his patient spoke Hungarian but the interpreter thought he was saying Spanish.[footnoteRef:83] In addition, when medical staff call for an interpreter, they may be put on hold, with the wait time depending on the language.[footnoteRef:84] The more uncommon the dialect, the longer the wait time.[footnoteRef:85]  The rapid pace at which COVID cases evolve and the desire of hospital workers to limit the duration of their exposure to patients create numerous obstacles to effective interpretation. [footnoteRef:86]  [78:  Emma Goldberg, When Coronavirus Care Gets Lost in Translation, N.Y. Times, Apr. 17, 2020, Available at: https://www.nytimes.com/2020/04/17/health/covid-coronavirus-medical-translators.html.]  [79:  See generally id. ]  [80:  Id.]  [81:  Id.]  [82:  Joshua Kaplan, Hospitals Have Left Many COVID-19 Patients Who Don’t Speak English Alone, Confused and Without Proper Care, ProPublica, Mar. 31 2020, Available at: https://www.propublica.org/article/hospitals-have-left-many-covid19-patients-who-dont-speak-english-alone-confused-and-without-proper-care.]  [83:  Id.]  [84:  Id.]  [85:  Id.]  [86:  Emma Goldberg, When Coronavirus Care Gets Lost in Translation, N.Y. Times, Apr. 17, 2020, Available at: https://www.nytimes.com/2020/04/17/health/covid-coronavirus-medical-translators.html.] 

	Interpreters also say that their quality of work suffers when they communicate with patients remotely instead of in-person. [footnoteRef:87] The in-person part of interpretation is important because of dialectal nuances and how much of communication is nonverbal.[footnoteRef:88] For example, it is the patient’s body language that gives medical staff the cue that a patient may not understand what they are saying.[footnoteRef:89] According to Cinderella Lee, a Cantonese interpreter for Sutter Health in San Francisco, the “little things like a tap on the shoulder or holding the patient’s hand usually makes a big difference.”[footnoteRef:90] In addition, it can be difficult for an interpreter to clearly hear patients when communicating remotely.[footnoteRef:91]  [87:  Id.]  [88:  Jasmine Aguilera, Coronavirus Patients Who Don’t Speak English Could End Up ‘Unable to Communicate in Their Last Moments of Life’, TIME, Apr. 15, 2020, Available at: https://time.com/5816932/coronavirus-medical-interpreters/.]  [89:  Id.]  [90:  Emma Goldberg, When Coronavirus Care Gets Lost in Translation, N.Y. Times, Apr. 17, 2020, Available at: https://www.nytimes.com/2020/04/17/health/covid-coronavirus-medical-translators.html.]  [91:  Id.] 

	Under normal circumstances, patients who are LEP have family members help with translation and serve as advocates.[footnoteRef:92] This option is now unavailable as many hospitals in the city have prohibited visitors, making it impossible for English-speaking family members to help patients communicate.[footnoteRef:93] Without visitors, patients are left without advocates, and the family is kept out of the loop.[footnoteRef:94] Patients who identify as LEP were often confused as to why family members were unable to visit, leading to further isolation and distress.[footnoteRef:95] In addition, family members who are LEP may not understand why they cannot see their family member.[footnoteRef:96] While typically, medical staff would be able to speak to a visibly-concerned family member, circumstances surrounding the pandemic have made this difficult. [footnoteRef:97] [92:  Id.]  [93:  Joshua Kaplan, Hospitals Have Left Many COVID-19 Patients Who Don’t Speak English Alone, Confused and Without Proper Care, ProPublica, Mar. 31 2020, Available at: https://www.propublica.org/article/hospitals-have-left-many-covid19-patients-who-dont-speak-english-alone-confused-and-without-proper-care.]  [94:  Id.]  [95:  Natalie K. Kucirek et al., Stories from COVID-19 Reveal Hospitalized Patients with Limited English Proficiency Have Always Been Uniquely Prone to Social Isolation, J. of Gen. Internal Med., Jan. 6, 2021, Available at: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7787423/.]  [96:  Joshua Kaplan, Hospitals Have Left Many COVID-19 Patients Who Don’t Speak English Alone, Confused and Without Proper Care, ProPublica, Mar. 31 2020, Available at: https://www.propublica.org/article/hospitals-have-left-many-covid19-patients-who-dont-speak-english-alone-confused-and-without-proper-care.]  [97:  Id.] 

	Testing Sites
	In addition to COVID-related treatment, testing sites in the City struggled to keep up with language access needs.[footnoteRef:98] For example, in August 2020, it was reported that staff at four of the COVID-testing locations in Queens and Manhattan stated that LEP patients struggled to reliably secure interpreters, and some staff advised LEP patients to come with a family member who could interpret for them.[footnoteRef:99] Staff at other sites reported having no working translator phones or not having had access to one, or not knowing the hotline number or received training on how to use the phones.[footnoteRef:100] Some staff  reported relying on Google Translate because they did not know where the site’s translator phone was.[footnoteRef:101] Additionally, even when translator phones were called, it could take 30 minutes or longer to reach an interpreter. [footnoteRef:102]  [98:  Anastassia Gladkovskaya, Many COVID Test-Seekers Lost in Translation at City-Run Testing Sites, Say Staff, The City, Aug. 24, 2020, Available at: https://www.thecity.nyc/2020/8/24/21400207/covid-test-translation-return-to-school.]  [99:  Id.]  [100:  Id.]  [101:  Id.]  [102:  Id.] 

	The language gap affects everything from the accurate recording of patient contact information to the discharge instructions given to those tested. [footnoteRef:103] For example, if an ID had several names on it, as is common in some cultures, and if the patient was unable to effectively communicate in English, front desk workers sometimes accidentally used an incorrect name to register the patient. [footnoteRef:104] Sometimes, birthdates used to identify patients would also be marked incorrectly. [footnoteRef:105] This would cause problems when, later on, a patient would try to access their results and their records would not be found in the system. [footnoteRef:106] While discharge instructions and other essential documents could be printed in English and 13 other languages, patients sometimes received instructions in the wrong language and some patients did not receive verbal discharge instructions at all.[footnoteRef:107]   [103:  Id.]  [104:  Id.]  [105:  Id.]  [106:  Id.]  [107:  Id.] 

IV. Conclusion 
The Committee looks forward to discussing how language access services and access to equitable care within hospitals in New York City was affected by the COVID-19 pandemic, and how the City can work to improve health outcomes by overcoming language barriers and ensuring equitable healthcare across racial and socioeconomic lines.
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