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RACIAL AND ETHNIC DIVERSITY
THE US POPULATION CONTINUES TO CHANGE...

Share of U.S. population born in another
country, by region of origin

Immigration patterns
have changed

16% of U.S. population

Foreign-born population
(13%) the largest ever

Latinos are the largest V) /oo

More than 60 million
speak a non-English
Ianguage at home 1900 1920 1940 1960 1980 2000 2016

Source: How US Immigration has Changed Washington Post Jan 2018
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The racial and ethnic makeup of American is ever changing. New immigrants from Asia and Latin America have added to the diversity of the population in recent decades, just as waves of immigrants from Europe did a century ago.  If you were in the US back in the 1940’s, you would see more than 70% of immigrants coming from European countries.  Now, we see over 50% coming from Latin America and almost a third coming from Asian countries.
The foreign-born are now about 13% of the population, the largest it’s ever been in US history, that’s roughly 42 million people.
Among our minority groups, Latinos make up the largest proportion, representing about 17% of the population.
With our changing demographics, came the need for interpreters…. and that’s because, today more than 60 million people speak a language other than English at home


https://www.washingtonpost.com/graphics/2018/national/immigration-waves/?utm_term=.8f4ff3bb5923
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The ethnic composition of the population of New Jersey is composed White (56%), Hispanic (19.7%),  Black (12.7%),  Asian (9.4%).  
The following bar chart shows the 8 races and ethnicities represented in New Jersey as a share of the total population.
Dataset: ACS 1-year Estimate

The most common foreign languages in New Jersey are Spanish (1.32M speakers), Chinese (114,616 speakers), and Other Asian (84,289 speakers), but compared to other places, New Jersey has a relative high number of Gujarati(74,230 speakers), Polish (64,216 speakers), and Portuguese (77,896 speakers).

https://datausa.io/profile/geo/new-jersey/

2.55M of New Jersey citizens are speakers of a non-English language, which is higher than the national average of 21.5%. 
In 2015, the most common non-English language spoken in New Jersey was Spanish. 14.7% of the overall population of New Jersey are native Spanish speakers. 1.28% speak Chinese and 0.94% speak Other Asian, the next two most common languages.
When compared to other states, New Jersey has a relatively high number of residents that are native Gujarati speakers. In 2015, there were 74,230 native Gujarati speakers living in New Jersey, approximately 6.89 times more than would be expected based on the language's frequency in the US more broadly.








Foreign-born
In New Jersey

B The largest source of population
growth

B 22% of NJ population

_ e India (227K), Dominican Republic
' (150K), Mexico (123K)

" o e When compared to other states,
relatively high numbers from:
Portugal, Uruguay, Ecuador
B More than 1 in 5 NJ residents is an

Immigrant

B ~1in 6is a native-born citizen with
oy at least one immigrant parent

B Variation by county

WARREN
9.9

BURLINGTOM
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It is estimated that, as of 2015, 22 percent of the NJ population is foregin-born

In 2015, the most common birthplace for the foreign-born residents of New Jersey was India, the natal country of 227,202 New Jersey residents, followed by Dominican Republic with 150,827 and Mexico with 123,262.
When compared to other states, New Jersey has a relatively high number of residents that were born in Portugal. In 2015, there were 32,720 people from Portugal living in New Jersey, approximately 7.05 times more than would be expected based on national averages.
Dataset: ACS PUMS 5-year Estimate Source: Census Bureau



e Spanish (1.32M) e Gujarati (74K)
e Chinese (115K) e Polish (64K)
e Other Asian (84K) e Portuguese (78K)

Copyright 2013, New Jersey Hospital Association
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LIMITED ENGLISH PROFICIENCY
(LEP) POPULATIONS

* Persons speaking English less than “very well”

* The inability to speak, read, write or
understand the English language at a level
that allows an individual to interact effectively
with health care providers or navigate the

system
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Source: MPI tabulation of data from the U5, Census Bureau 2015 ACS.
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https://www.migrationpolicy.org/article/language-diversity-and-english-proficiency-united-states




LEP POPULATIONS IN N.J.

o Approximately 1 million NJ residents speak
English less than “very well” (LEP)

e 152,000 of these residents do not speak English
at all

 LEP residents vary by county
e Hudson County: 26% of population

* Bergen, Essex, Middlesex, Passaic and Union
counties: 15-22%

e Atlantic, Cumberland, Mercer, Morris and
Somerset counties: 9-12%
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HEALTH DISPARITIES

e Differences in health and health care between
population groups

» Occur across many dimensions, including: race/ethnicity,
socioeconomic status, age, location, gender, disability
status, and sexual orientation.

 Avoidable, unfair differences in health status within and
between populations, including:

— Health outcomes

— Disease rates

— Access to healthcare

— Risky behaviors

— EXxposure to environmental health hazards
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EXAMPLES OF HEALTH DISPARITIES

AFRICAIM
AMERICAIN

LATINO

AMERICANM INDLATN
B ALASKA NMATIWVE

ASTAN AMERICAMN 8
PACIFIC ISLANDER

Source: http://familiesusa.org/health-disparities
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LEADING HEALTH DISPARITIES

Cardiovascular Disease
Cancer
Diabetes
HIV/AIDS
nfant Mortality
Asthma

Mental Health
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ACCESS TO CARE

INSURANCE COVERAGE

 Having a usual source of care increases the odds that
people receive adequate preventive care

» 30% of Hispanic and 20% of black Americans lack a usual source of healthcare
compared with < 16% of whites

» Hispanic children are nearly 3x as likely as non-Hispanic white children to have no
usual source of health care

e Not being able to afford care due to being uninsured is
another reason health disparities exist

% Uninsured

NH White Hispanic Non-citizen
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We know that having a primary care provider or any regular source of care increases a persons chances of receiving adequate preventative care
However:
More African Americans and Hispanics lack access to a usual source of health care compared to Whites
And Hispanic children are nearly 3 times more likely to lack a regular source of care compared to white children
Those lacking a usual source of care are far more likely to rely on hospitals or clinics for their  health care needs


LEP is more common among the uninsured and Medicaid population who remain at risk of not receiving interpretation services or medical care in other languages

Citation for %LEP by Health insurance Chart:
Gonzales, G. 2014. “State Estimates of Limited English Proficiency by Health Insurance Status.” Issue Brief #40. Minneapolis, MN: State Health Access Data Assistance Center, University of Minnesota
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				Series 1		Series 2		Series 3

		NH White		10.4

		Black		17.3

		AI/AN		27.4

		Hispanic		29

		Non-citizen		46.7

				To resize chart data range, drag lower right corner of range.






ACCESS TO CARE

LEP INSURANCE COVERAGE

Percent with Limited English Proficiency
(LEP) by Health Insurance Status

, RWJ Foundation 2014
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LEP is more common among the uninsured and Medicaid population
Because limited English proficiency is more common among uninsured populations, these groups are at higher risk of not enrolling in Medicaid or health plans offered in the insurance marketplaces, especially if they do not receive adequate information in other languages or are ineligible for Medicaid or premium tax credits due to their unauthorized or recent immigration status

Citation for %LEP by Health insurance Chart:
Gonzales, G. 2014. “State Estimates of Limited English Proficiency by Health Insurance Status.” Issue Brief #40. Minneapolis, MN: State Health Access Data Assistance Center, University of Minnesota

https://www.rwjf.org/content/dam/farm/reports/issue_briefs/2014/rwjf414189

Neighborhood
and Built
Environment

\/' Social determinants of

health include social and
physical environments,
avallable health services,
and structural and societal
factors that affect people’s

Patient
and Family overall health.

Social and
Community
Context

SOURCE: HEALTH RESEARCH AND EDUCTIONAL TRUST OF NEW JERSEY
Copyright 2013, New Jersey Hospital Association
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We know that taking care of ourselves by eating well and staying active, not smoking, and seeing a doctor when we are sick all influence our health. 
But our health is also determined in part by access to social and economic opportunities; the resources and supports available in our homes, neighborhoods, and communities; the quality of our schooling; the safety of our workplaces; the cleanliness of our water, food, and air. 

And these factors can affect individuals in either a negative or a positive way.  For example, let’s take education.
You may encounter immigrants with only a primary education even in their own language. On the other hand, you may encounter patients with professional degrees in their countries (doctors or lawyers) but who have not been able to translate them here, so they are working in housekeeping or construction.
These two different backgrounds can make a great difference in a patient’s ability to access appropriate care services.



Challenges navigating the
healthcare system

Lack of follow-through with Biases in clinical decision-
provider recommendations making
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But the healthcare system in itself can contribute to health disparities.

The complex relationship between the patient, their provider, and the healthcare system as a whole is enough to confuse anyone.  
Challenges navigating the healthcare system may be due to a patient lacking access to the appropriate health information and services
In terms of Barriers 2 communication: The Commonwealth Fund reports, almost 1/3 of patients reporting problems in their communication with a physician - noted that the doctor did not listen to everything that the patient said, -patient did not fully understand the doctor and had questions -but did not feel comfortable asking.
Biases in clinical decision-making  - when a provider does not take a patient’s culture into account and instead makes incorrect assumptions

Lack follow-through: Because care may not match individual needs of minority patients.
All of these factors then can contribute to differences in the healthcare that a patient receives 



PATIENT SAFETY
INEFFECTIVE COMMUNICATION

Most frequently identified root causes for Sentinel
i~ At Events
« Communication problems are | ERETRE-rr.
a frequent root cause of Human factors (ex. staff supervision |55ues

serious adverse events
reported to the Joint
Commission's Sentinel Event

Database Physical environment [ex: fire safety
Information management (ex: medical records| -

« Any unanticipated event resulting
In death or serious injury to a
patient, not related to the
natural course of the
patient's illness

Joint Commission Sentinel Event Statistics, 2014
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The joint commission data continues to show the importance of communication in patient safety. 
Most recently from 2010 to 2013, ineffective communication remained among the top thirteen root causes of sentinel events

Communication Barriers
Language – non-English or LEP patients may need to communicate in their primary language
Health Literacy – many patients do not have high literacy levels even in their own primary language
Culture – lack of understanding and acceptance of different cultures
System – lack of access to language services

https://www.jointcommission.org/assets/1/23/jconline_April_29_15.pdf
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There is a STRONG link between communication and patient safety

60% of what the patient learns about their diagnoses comes from verbal communication.  
This is also how they receive education about their condition and the treatment plan they need to follow 

Taking into account that the patient-provider communication is already complicated as it is due to the complexity of medicine – there are many opportunities for a patient to be confused and misunderstand something. 
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		Adverse Event Characteristic		English Speaking N (%)		Limited English Proficient N (%)		P-value

		None		46.1		40.1		<0.001

		No detectable		24.4		10.8

		Minimal temporary		22.3		26.1

		Moderate temporary		5.8		19.4

		Severe temporary		0.9		3.2

		Severe permanent		0.1		0

		Death		0.4		0.5

		Physical harm		366 (46.1%)		89 (40.1%)

		No harm		194 (24.4%)		24 (10.8%)

		No detectable harm		177 (22.3%)		58 (26.1%)

		Minimal temporary harm		46 (5.8%)		43 (19.4%)

		Moderate temporary harm		7 (0.9%)		7 (3.2%)

		Severe temporary harm		1 (0.1%)		0 (0.0%)

		Death		3 (0.4%)		1 (0.5%)
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SYSTEM INEFFICIENCIES

* Providers that are unable to communicate
effectively with patients often compensate with
costly practices (e.g., more diagnostic
procedures, more invasive procedures,
overprescribing medications)
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System inefficiencies are also a byproduct of ineffective communication 
This is when a provider isn’t able to properly identify their patients ailments due to lack of understanding and instead ends up ordering more costly unnecessary tests.  



REGULATORY ENVIRONMENT

e Title VI
e LEP Executive Order 13166
e ACA 1557

e Accreditation and Quality
Measures

* CLAS
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Enacted as part of the landmark Civil Rights Act of 1964 (42 U.S.C. §2000d)
“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”
“National origin” includes individuals with LEP
Hospitals receiving payments (Medicare, Medicaid)
On August 11, 2000, the President signed Executive Order 13166, "Improving Access to Services for Persons with Limited English Proficiency."  The Executive Order required agencies receiving federal funds to examine the services they provided, identify any need for services to those with limited English proficiency (LEP), and develop and implement a system to provide those services so LEP persons can have meaningful access to them. 

Executive Order 13166 was designed to better enforce and implement the existing obligation under Title VI of the Civil Rights Act.

In July 2016, the Department of Health and Human Services (DHHS) formally adopted final changes to section 1557 of the Affordable Care Act. 
Section 1557 is unique among Federal civil rights laws in that it specifically addresses discrimination in health programs and activities. The final rule combines, expands (by prohibiting discrimination on the basis of sex, sexual orientation and gender identity) and harmonizes existing, well-established federal civil rights laws. Meaningful access was specified to include free of charge, accurate and timely, and protecting of privacy

Also, by moving the legal standard from “competent” interpreters to “qualified” interpreters, DHHS is increasing the standard of care and legal duty owed to LEP patients and requiring organizations that receive federal funds to bear the financial burden of increasing the professionalism of their language access services.


Under the new draft rule, a “qualified interpreter” is defined as an interpreter who:
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 vocabulary.

While the new regulations do not specifically, require the use of certified medical interpreters, that is clearly their implied intent since to be a qualified interpreter one must first have gone through some type of qualification process. 

With new research and the increase in diversity, as well as additional policies and legislations such as the ACA, there was a need to update the CLAS standards.  

The enhanced standards expand the scope of the goals from 2000. They broaden the concepts of “culture” and “health” and encourage health care organizations to consider not just race and ethnic background, but also beliefs, values, institutions, language, and geographical and sociological characteristics. The new standards also advocate for a broader view of health that encompasses physical, mental, social, and spiritual well-being. In this way, the enhanced CLAS standards aim to improve overall quality of care, eliminate health care disparities, and achieve health equity.
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RSEY EFFORTS

) ' A COLLABORATION WITH NJHA




NEW JERSEY EFFORTS

e Bryant Law, 2007

e Language legislation requiring that hospitals
within their capacity provide interpreters if
10% or more of the population in service area
speak that language

 Know your hospital’'s service area and population
mix!

e State mandate to collect patient race, ethnicity
and language (REal) data as part of the
patient registration process
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Bryant Law – requires six hours of cultural competency training (or contact hours) for medical school students (and, as of 2007-2008, re-licensure of all physicians/podiatrists)

NY threshold is 1%

In 2003, California and Maryland both passed laws encouraging the implementation of cultural competence education. However, in 2005, though, the combined efforts of the Senator and key stakeholders, such as Dr. Salas-Lopez, a unique bill was proposed, the first of its kind in the country.  The New Jersey bill required that each medical school in the state provide coursework in cultural competence, that all future medical professionals complete cultural competence training as a condition of licensure, and that practicing physicians who graduated prior to the effective date of the Act receive training in cultural competence for re-licensure.'  In addition, it required that hospitals provide interpreters if 10% or more of its population spoke a different language.  




PERCEIVED MAJOR NEEDS IN
SERVING LEP PATIENTS

 Interpretation during all stages of care

o Assessment of patient needs

 Avallability of qualified/certified interpreters
o Accurate/reliable interpretation

o Cost/financial assistance
* Timely response at all hours
o Written materials in major languages


Presenter
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A New Jersey Hospital Association task force back in 2006 conducted a hospital survey to assess the perceived needs of hospitals in serving LEP patients. 

Hospitals reported a need for:



PERCEIVED MAJOR NEEDS IN
SERVING LEP PATIENTS

Staff education/training

Interpretation of different dialects/uncommon
languages

Cultural differences
Low literacy level in language spoken

Other (video in languages, closed-captioned TV,
more utilization of telephone/language line services,
appropriate use of services for extended periods,
service more personable)
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The results of this survey were included in the recommendations that developed this very interpreter training – 



BARRIERS TO PROVIDING EFFECTIVE
LANGUAGE SERVICES

Excuses

 Ad hoc interpreters “good enough”

* Provider has “good enough” language skills

* Professional interpreters slow things down

e Bilingual staff “overstepping bounds”

e Patients didn’t ask for/don’t want interpreters
* HIPAA violation with 3™ party present

e Insurance won’t pay

* “This is America, we speak English”
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REARRANGED

NJHA’s Task Force conducted a survey a few years ago to collect information on hospital difficulties in arranging programs and services that would facilitate effective communication between patients and providers

The survey revealed several key barriers including:


TYPES OF INTERPRETERS

e Qualified Bilingual Hospital Staff Interpreters
e Contract Medical Interpreters

 Video Interpreting Services

* Telephonic Services

 Family or Friends (only if requested by
patient)




OUR INTERPRETER
TRAINING PROGRAM

Eifective Communication in Healthcare

HOSPITAL INTERPRETER TRAINING PROGRAM FCR BILINGUAL HOSPITAL STAFE

« Designed for training of
bilingual staff in healthcare to
serve In dual-role as medical
Interpreters in their units

HEALTHCARE INTERPRETERS HELP PATIENTS BY

e Based on national/federal

= Reducing unnecessary testing, misdiagnosis and
ent.

curricula and state best o
praCtice mOd elS (e . g "y PARTICIPANTS SHOULD HAVE

= Proficiency in English and at least one

= = other language spoken in the community.
B rl d g I n g th e G ap U M D N J) = Knowledge of medical terminology and
] cultural issues.

= Willingness to act as a dualrole employee -

« Pilot tested in six hospitals in AmVe
NJ’s southern region with
NJDOH funding

interpretation services when needed.
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This training is designed as a one-day (8-hour) program for bilingual staff and uses a standardized training curriculum that was customized based on existing pre-validated curricula from Bridging the Gap, the University of Medicine & Dentistry of New Jersey’s Interpreter Training Program, and other best practice models. The curriculum provides a framework for medical interpretation and cultural competency training based on the National Council on Interpretation in Healthcare Standards of Practice and uses interactive case-based discussions, videotapes, role-playing and interviewing skills

The program offering started in 2007 with pilot testing of its curriculum and implementation plans by a consortium of six hospitals in the southern region of the state



CRITICAL COMPONENTS TO
TRAINING

Attitudes — willing, open, aware, compassionate,
committed

Skills —apply, provide, enhance

Knowledge — to comprehend, understand,
recognize
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“Why did you come to this training?”
Importance of having the right attitude – to be willing to learn, open about experiences, aware of culture of your working environment and the people you encounter everyday, compassionate about the extra service you provide as interpreters, and committed to rendering these services for the benefit of both the patient and provider.
Important of developing skills – to go to training courses such as this one and learn about how to interpret the right way, to apply this knowledge in your everyday work, and to continue to enhance it by building of your expertise.
Importance of increasing knowledge – to understand the reasoning behind positioning, using different methods for interpreting, clarifying, etc., to recognize your limitations/boundaries, and to continue to seek additional information (e.g., vocabulary).






COMPONENTS OF THE TRAINING

* Training on the basics of interpreting.
e Setting the stage with Pre-sessions.

e Code of Ethics and Confidentiality.

e Cultural Awareness.

 Difficult Situations.

* Check-Back and Teach-Back.

e Self-care.

e Role Playing.



TO OBTAIN YOUR CERTIFICATES

In order for you to receive your certificate, the NJHA Education Department
will be emailing all participants a link to take an online survey.

You complete the survey by the close of business on In order to
receive your certificates.

Thank you.

Nancy E. Winter, MSN, RN, NE-BC

Director of Clinical Quality and Program Development
Primary Nurse Planner

(o tealttl

X



RESULTS TO DATE

e Since 2007 we have trained approximately
2,000 dual-role, bilingual hospital staff.

 Many different hospital roles.
e Support provided by NJHA.
e Hospitals maintain interpreter requirements.

e Some have returned for refresher training and
some have gone on to get national
certification.
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Pictorial example of a physician using an interpreter to communicate with a patient.
Note the positions of the interpreter, patient, and physician.
Also note the differences in cultural customs in apparel and the visual direction of the physician to the patient only.
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Again – note the physician speaking directly to the patient on the right and the position of the interpreter in a manner that facilitates this in the outpatient setting
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