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ABSTRACT

Background Ensuring language concordant care through
medical interpretation services (MIS) allows for accurate
information sharing and positive healthcare experiences.
The COVID-19 pandemic led to a regional halt of in-
person interpreters, leaving only digital MIS options, such
as phone and video. Due to longstanding institutional
practices, and lack of accessibility and awareness of these
options, digital MIS remained underused. A Multimodal
Medical Interpretation Intervention (MMII) was developed
and piloted to increase digital MIS usage by 25% over

an 18-month intervention period for patients with limited
English proficiency.

Methods Applying quality improvement methodology,

an intervention comprised digital MIS technology

and education was trialled for 18 months. To assess
intervention impact, the number of digital MIS minutes
was measured monthly and compared before and

after implementation. A questionnaire was developed

and administered to determine healthcare providers’
awareness, technology accessibility and perception of MIS
integration in the clinical workflow.

Results Digital MIS was used consistently from the
beginning of the COVID-19 pandemic (March 2020)

and over the subsequent 18 months. The total number

of minutes of MIS use per month increased by 44%
following implementation of our intervention. Healthcare
providers indicated that digital MIS was vital in facilitating
transparent communication with patients, and the MMIl
ensured awareness of and accessibility to the various MIS
modalities.

Conclusion Implementation of the MMIl allowed for an
increase in digital MIS use in a hospital setting. Providing
digital MIS access, education and training is a means to
advance patient-centred and equitable care by improving
accuracy of clinical assessments and communication.

INTRODUCTION

Problem description

Inaccurate communication with patients leads
to gaps in patient assessment and care, and
further contributes to disparities in health-
care access and delivery. In Canada, 12.7%
of the population speak predominantly a
non-English /non-French language at home."
In Alberta, 21% of the population speak a
non-official language, and this number is
expected to increase.' Absence of clear and
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WHAT IS ALREADY KNOWN ON THIS TOPIC

= Language discordant care increases risk for medical
errors and leads to reduced patient satisfaction and
quality of care.

= Digital modalities have the potential to increase
access to medical interpretation services, however
these services are underused.

WHAT THIS STUDY ADDS

= Implementation of a Multimodal Medical
Interpretation Intervention (MMII) increased digital
medical interpretation service use.

= The MMIl increased access to digital medical inter-
pretation technology, educated staff on the impor-
tance of medical interpretation in care delivery and
raised awareness of various medical interpretation
modalities.

HOW THIS STUDY MIGHT AFFECT RESEARCH,
PRACTICE OR POLICY

= Access to multiple medical interpretation service
options, including digital modalities, ensures that all
patients receive language concordant care.

= It is essential that clinicians and patients are aware
of the various interpretation modalities available,
and when and how to use medical interpretation
services.

effective communication with patients leads
to increased risk of medical errors, missed
or misdiagnoses and delayed management,
longer hospital stays and higher readmission
rates.” * This further contributes to reduced
patient care and satisfaction overall.” * Ad
hoc interpreters, such as family members
or medical staff, increase risk of adverse
outcomes by failing to produce accurate
interpretations, violating patient confidenti-
ality and constraining discussion regarding
sensitive and/or personal topics.

While available, digital medical interpre-
tation services (MIS) were not consistently
used in Edmonton, Alberta, due to historic
preference for ad hoc, in-person or no inter-
pretation.* The COVID-19 pandemic led to
the halt of all in-person interpreters across
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Edmonton, and constrained access to ad hoc interpreters
due to visitor restriction in all hospitals. This resulted
in digital MIS options, such as phone and video, as the
only available options. Due to longstanding institutional
practices, and lack of accessibility and awareness of these
options, digital MIS remained underused.”

Available knowledge

Language discordant care is defined as clinical assessment
or communication that takes place in a language other
than the patient’s preferred language.® Consequences
of language discordant care include increased risk for
medical errors, longer hospital stays and higher readmis-
sion rates with reduced patient satisfaction and quality
of care.?”” Delivering care in the presence of language
barriers is also associated with poorer understanding of
disease and treatment options, and negatively affects the
process for obtaining informed consent.® Professional
medical interpreters reduce these risks while improving
patient experience.” Such services include having an
in-person professional interpreter or connecting with a
professional interpreter via phone or video.'’

Ad hoc or informal interpreters, described as family,
friends, bystanders or clinical staff without professional
medical interpretation training, increase risk of adverse
outcomes by failing to interpret accurately and affecting
patients’ abilities to comfortably disclose all their
concerns.'" For instance, many patients report feeling
embarrassed, uncomfortable or guilty when consulting
with ad hoc interpreters, as their presence may limit
discussion around sensitive topics such as mental health
or intimate information.'?'* This may lead to emotional
and/or psychological trauma, distrust in the healthcare
team and lower quality of care."’ Consultations without
professional interpreters or with informal ad hoc inter-
preters introduce challenges for open and honest
communication between patients and their healthcare
team."" Conversely, language concordant care delivered
through professional medical interpretation modalities is
associated with increased patient understanding of their
disease processes, greater compliance and adherence
with management plan and follow-up as well as a greater
sense of autonomy and dignity in navigating one’s care.”'*

Despite the availability of professional MIS across
Canada, these tools are not universally employed when
language barriers exist between patients and clinicians.”
An important factor leading to MIS underutilisation is
the perceived lack of interpersonal skills among providers
to navigate situations where patients/families do not want
professional interpreters present.'” Previous studies have
also found that healthcare providers may feel that the use
of digital MIS, especially phone services, can result in the
loss of patient-provider intimacy and increased risk for
miscommunication.'’'® Some feel that the presence of an
interpreter can lead to a vast amount of information being
given in a short period of time to patients, as clinical staff
prepare for ‘one big conversation’ using MIS, as opposed
to fewer shorter sessions.'” Barriers at the organisational

level also contribute to MIS underutilisation, including
limited interpreter availability, perceived time constraints
and inaccessibility or difficult-to-use interface of digital
MIS platforms.15 Organisational culture, structural
discrimination and lack of clinician knowledge or aware-
ness of medical interpretation resources are additional
factors that lead to reduced MIS use.’

Remote telephone and video MIS are important in facil-
itating access to professional interpreters while ensuring
high clinician and patient satisfaction.'® Digital applica-
tions, especially those that enable video interpretation,
overcome language barriers and allow for important
discussions involving patient decision-making and
informed consent.”® ' The global COVID-19 pandemic
has highlighted the crucial need for integrating multi-
modal MIS platforms, including remote options, into
everyday healthcare practice. While trained in-person
interpreters can be costly and pose availability concerns,
digital interpretation services are available at low costs
and allow for on-demand face-to-face encounters via
video when in-person is not possible.'® ' Digital MIS are
critical for ensuring accurate communication, providing
timely and accessible care and improving the reach of
public health and safety information.

Rationale

Our team aimed to bridge gaps in communication
and ensure language concordant care by developing
and implementing a Multimodal Medical Interpreta-
tion Intervention (MMII). The MMII comprised an
Interpreter on Wheels (IOW), informative posters
and education sessions, with the goal of improving
language concordant care in one hospital located in
Edmonton, Alberta, Canada. While the benefits of
digital MIS are widely reported,” '*'® ¥ digital MIS were
routinely underused in our hospital due to perceived
time constraints, difficulty with navigating digital MIS
platforms and lack of knowledge and understanding
about language concordant care among interdiscipli-
nary staff. Therefore, we employed Switch Framework
by Chip Heath and Dan Heath for encouraging change
in our hospital, which has three components: motivating
change by appealing to emotion and urgency, directing
your team by outlining clear goals and shaping the
path by removing obstacles and creating an environ-
ment supportive of the desired change.”” These change
management principles guided the development of our
multipronged intervention, as we incorporated educa-
tion on the importance of language concordant care,
celebrated team milestones and used feedback from staff
to continuously improve the MMII.

Specific aims

We aimed to improve language concordant care by
increasing digital MIS usage by 25% in our hospital within
18 months of intervention onset.
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METHODS

Context

This quality improvement (QI) study was conducted at
a quaternary, teaching hospital in Edmonton, Alberta,
Canada. The hospital has 885 beds and provides a compre-
hensive range of diagnostic and treatment services,
including transplant, interventional neurological and
cardiac care.”’ The use of MIS was not part of daily prac-
tice in our hospital, despite the associated cost paid by
the provincial health authority. Specifically, there was
underutilisation of digital MIS modalities with an over-
reliance on in-person MIS. The COVID-19 pandemic led
to a halt in all in-person interpreters across the province
to reduce disease transmission and risk. This resulted in
digital MIS as the only available MIS modalities that could
be accessed across the province.

Patient and public involvement
Patients or the public were not involved in the design,
conduct, reporting or dissemination of our study.

Ethical considerations and guidelines

We used the ARECCI Ethics Guidelines for Quality
Improvement and Evaluation Projects,22 which identified
our project as minimal risk, which did not require full
ethics board review as per local organisational policies.”
The Standards for Quality Improvement Reporting Excel-
lence V.2.0 guidelines for reporting QI were followed.”

Baseline measurement

Initial data collection involved gathering information on
the total number of minutes of MIS use per month prior
to the implementation of the MMII. The total number of
minutes of MIS use per month was recorded beginning
in January 2019 until the implementation of the MMII in
March 2020. Prior to the MMII, the median total for MIS
use was 3587 min, with a median of 1469.5 min for phone
MIS use and a median of 1990min for in-person MIS
use over 14 months. We continued measuring the total
number of minutes for phone and in-person MIS use per
month following implementation of the MMII. The inter-
vention introduced a video modality for MIS; thus, we
also measured the number of minutes of video MIS use
per month following implementation of the MMII.

Intervention
To develop the MMII, we formed an interdisciplinary QI
team consisting of a General Internal Medicine (GIM)
physician who also serves as the Department of Medi-
cine Chair and Edmonton Zone Clinical Lead, GIM Sub-
Specialty Chief Resident, a QI specialist, provincial health
authority MIS manager (and subject matter expert) and
medical and nursing students. Our core team also collab-
orated extensively with the Emergency Medicine Execu-
tive Director, GIM unit managers, nursing managers and
provincial health authority senior leadership.

The MMII consisted of four components: (1) increasing
accessibility of medical interpretation services by imple-
menting an IOW and speed dial phone MIS option,

(2) education about MIS for interdisciplinary staff, (3)
increasing patient awareness of MIS through posters and
(4) providing support for staff on how to integrate MIS
into clinical encounters through decision support tools.
The IOW was a tablet that had on-demand video and
phone MIS access icons on its home screen, which were
available at all hours. It was attached to a traditional intra-
venous line device which had wheels allowing for porta-
bility. We also preprogrammed hospital unit phones with
a speed dial feature to enable immediate connection with
a medical interpreter. Previously, accessing phone MIS
required a series of phone prompts, including entering
a confidential hospital code. The speed dial feature on
hospital phones bypassed these actions, resulting in
an immediate connection, which was also available on
demand, 24 hours a day, 7days a week.

Frontline clinical interdisciplinary staff (physicians,
nurses and allied health members), unit managers and
learners (resident physicians, medical and nursing
students) were educated on the importance of using MIS
for clinical care delivery. The formal education/training
sessions were 45 min and took place in-person or via Zoom
led by the GIM Chief Resident and MIS manager. Addi-
tional demonstrations of how to use the IOW and speed
dial phone MIS options were led by the MIS manager and
took place over frequent 20 min huddles on the selected
intervention units at the start of shifts to orient and
remind staff members on the steps and considerations for
using the various MIS options.

We developed and displayed multiple patientfacing
posters in high traffic areas of the hospital units, which
stated that MIS was available and could be requested at no
cost to patients in the top 20 languages spoken in the prov-
ince (online supplemental file 1). To support staff during
clinical encounters, we also created a clinician-focused
tip sheet (online supplemental file 2) summarising the
evidence on using MIS to advance language concordant
care and step-by-step instructions on using the various
digital MIS modalities. A clinical decision support tool
(online supplemental file 3) featured a table showing
the various MIS modalities (phone, video, in-person) and
the associated costs, indications, language availability,
connection time and other considerations that would aid
a clinician or healthcare worker in deciding when to use
MIS and which modality was best suited to the situation.
Figure 1 illustrates a timeline of when specific compo-
nents of our intervention were implemented.

Strategy

PDSA cycle 1 (figure 2): the development of the MMII
began with establishing a shared goal between senior
leadership at Alberta Health Services, MIS Department
and physician leads to improve language concordant care.
To ensure patients receive language concordant care,
we increased accessibility and awareness of digital MIS
through the implementation of a single IOW in the emer-
gency department in March 2020. This increased conven-
ience and ease with accessing digital MIS platforms. We
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March 2020:
Introduced one Interpreter On
Wheels (IOW), education sessions
and informal huddles in the
Emergency Department.

October 2020:
Speed dial feature on all
Emergency Department

phones.

October 2020:
Added two additional IOWs
to Emergency Department.

Figure 1

October 2020:
Clinician and patient-facing
posters on MIS present in all
units. Education sessions for
GIM staff.

Jan 2021:
Informal huddles in GIM
units. Added 1 IOW to share
among GIM units.

May 2021:
Developed online module for
all new hires with Provincial
Health Authority.

Timeline of the Multimodal Medical Interpretation Intervention (MMII). The MMII consisted of the IOW, speed dial

phone medical interpretation services (MIS) option, education sessions for staff and three visual cues for staff and patients.
Training for all physicians, frontline staff, unit managers and learners (medical students, nursing students, resident physicians)
share information on the importance of using MIS and how to use the IOW. Multiple patient-facing and clinician-facing posters
were developed to outline considerations for when to use specific MIS modalities and provide step-by-step instructions (online

supplemental files 1-3). GIM, General Internal Medicine.

created and displayed three posters between March and
October 2020 to educate staff and patients about MIS
which were placed on all hospital units (online supple-
mental files 1-3). We also implemented informal team
huddles and demonstrations on how to use the IOW led
by the MIS manager in the emergency department. Addi-
tionally, the MIS manager delivered 45min education
sessions to emergency department staff via Zoom. In early
October 2020, we gathered feedback from emergency
department staff via a paper-based survey. Staff indicated
that phone MIS was used for most cases, especially for
routine clinical assessments and providing instructions
to patients. Simple goals of care discussions could also
be completed on the phone, which had 240 languages
available on demand. Furthermore, staff suggested that
another IOW machine be provided, that all equipment
be centrally located in the department and that staff refer
to the IOW using a personable name instead of ‘Inter-
preter on Wheels’ (eg, Max) to increase change accept-
ance. Staff also indicated that while informal huddles
were useful, formal training sessions about MIS ensure
clarity on when and how to use MIS.

PDSA cycle 2a (figure 2): based on feedback gathered
from the first PDSA, to make digital MIS more accessible
for staff, we added a speed dial feature to phones and two
additional IOW in the emergency department and in late
October 2020.

PDSA cycle 2b (figure 2): based on the feedback from
the staff survey to provide MIS education, we expanded
the education sessions to also include GIM staff starting
in late October 2020. These education sessions were deliv-
ered by the GIM chief resident physician on our team to
GIM physicians, core and subspecialty internal medicine
residents. Key points from these education sessions were
reinforced by informal team huddles which began in the
GIM units in January 2021.

PDSA cycle 2c¢ (figure 2): one IOW was also added to be
shared among the GIM units in January 2021.

PDSA cycle 2d (figure 2): in May 2021, our core lead-
ership team collaborated with the provincial health
authority to develop and implement an online module
focusing on the importance of language concordant care
and the various MIS options available across the province
for all new hires to complete.

PDSA cycle 2e (figure 2): between March 2021 and
August 2021, learnings and recommendations from the
MMII implementation in the emergency department
were shared with hospital and regional leadership teams.

Study of the intervention, measures and analysis

We evaluated the MMII using a prepost study design,
which involved a quantitative analysis of digital MIS
use before and after the MMII and qualitative analysis
of the feedback collected through our staff survey. The
pre-intervention period spanned from the beginning
of January 2019 to the end of February 2020, and the
post-intervention period spanned from late March 2020
after the COVID-19 pandemic was declared to the end of
December 2021. Our outcome measure was total minutes
of digital MIS use per month. We also tracked minutes
of phone, video and in-person MIS use per month. We
collected our outcome measure for the entire hospital,
and unitspecific outcome measurements for the emer-
gency department and GIM units. The balancing measure
to track unintended consequences of our intervention
was captured through end-user satisfaction, which was
evaluated by conducting surveys to gauge staff experience
with the MMII and digital MIS tools.

Descriptive analyses were used to describe differences
in median minutes of MIS use between pre-intervention
and post-intervention periods. Run charts were used to
evaluate changes in monthly minutes of MIS use over
time and were analysed using standard rules to iden-
tify any signals of special cause variation in the charted
datapoints.’

RESULTS

The median for total MIS use per month (phone, video
and in-person) for the hospital increased from 3587 min
during the pre-intervention period to 5168.5min per
month following implementation of the MMII (figure 3).
This demonstrated a 44% increase in monthly total MIS
use. The median for phone MIS use increased from
1469.5min per month to 4025min per month post-
intervention, indicating a 174% increase in monthly
phone MIS use (figure 4). The median for video MIS use
prior to the implementation of the MMII was O min per
month, as the hospital only used phone and in-person
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ACT

I0W, huddles,
education sessions
and posters
effective. Phone
MIS commonly
used.

STUDY

Collect feedback
from staff and
measure MIS use
per month.

ACT

Informal huddles
and education
sessions well-
received and
support MIS use in
GIM units.

STUDY

Collect feedback
from staff and
measure MIS use
per month

ACT

MIS educational
module well-
received and
support MIS use
across the province.

STUDY

Collect feedback
from staff and
measure MIS use
per month.

PLAN

Increase
accessibility and
awareness of
digital MIS.

DO

IOW, team huddles
and education
sessions in
Emergency
Department.
Posters in all

units.

PLAN
Increase MIS
education in GIM
units.

DO

Education sessions
and team huddles
in GIM units.

PLAN
Increase MIS
education across
provincial health
system.

DO

Developed online
module for all new
hires in
collaboration with
provincial health
authority.

ACT

Speed dial feature
increased
convenience and
use of phone MIS.

STUDY

Collect feedback
from staff and
measure MIS use
per month

ACT

IOWSs in addition to
education sessions
and team huddles
increased MIS use
in GIM units.

STUDY

Collect feedback
from staff and
measure MIS use
per month.

ACT

Learnings and
recommendations
support the
expansion of the
MMII to further
increase MIS use.

STUDY

Collect feedback
from hospital and
regional leadership.

PLAN
Increase
accessibility of
phone MIS in the
Emergency
Department.

DO

Speed dial feature
implemented on
phones in the
Emergency
Department.

PLAN

Expand MMII to
GIM units to
increase MIS
accessibility and
use.

DO
Added 1 IOW to
GIM units.

PLAN

Increase support
for the MMII from
hospital and
regional leadership.

DO

Shared learnings
from MMII
implementation in
the Emergency
Department with
leadership.

2d 2e

Figure 2 Plan-Do-Study-Act (PDSA) cycles. To increase accessibility and awareness of digital medical interpretation services
(MIS), we began with implementation of the Interpreter on Wheels (IOW) equipment in the emergency department in March
2020. Based on recommendations from the staff survey to provide MIS education, we implemented targeted education sessions
for emergency department and General Internal Medicine (GIM) staff, and a speed dial feature on emergency department
phones to ease phone MIS access, in October 2020. Also, IOW equipment were provided and accessible to the emergency
department and GIM units, as well three posters to share information about MIS for staff and patients were provided and hung
(online supplemental files 1-3).
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MIS during the pre-intervention period. Implementation
of the MMII led to a median of 860min per month of
video MIS use across the hospital (figure 5). Figures 3-5
all demonstrate shifts to increased MIS use following
implementation of the MMII, each with eight datapoints
above the median postimplementation. Figure 3 also
demonstrates an upward trend in total MIS use from
September 2020 to February 2021, during which PDSA
cycles 2a and 2b were taking place (implementation of
speed dial feature for phone MIS, and education sessions
and huddles). The median for in-person MIS use across
the hospital during the pre-intervention period was
1990 min per month, and this fell to 175.5min per month
after March 2020 due to COVID-19 restrictions, reflecting
a 91% decrease in monthly in-person MIS use.

We collected unit-specific data for the emergency
department and GIM units following implementation of
our intervention; the median digital MIS use was 870 min
per month for the emergency department and 189 min
per month for the GIM units postimplementation of
the MMII (online supplemental file 4). There are no
monthly digital MIS minutes (phone and video) for pre-
implementation of the intervention for the emergency
department and GIM units (online supplemental file 4)
because hospital usage data were the collection norm as
opposed to unit-specific data.
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5000 Digital MIS Toolkit
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Month

Minutes of total medical interpretation services (MIS) use per month (in-person, phone, video) for the entire hospital.

According to our staff survey conducted in October
2020, the MMII was well-received by staff. A total of 105
surveys were collected from the emergency department
with most respondents being nurses (71.2%) and day
shift workers (63.8%). From all the respondents, 22%
(23/105) selected more than one shift, suggesting that
their perception and experiential knowledge of MIS
included various work shifts (day, evening and night).
The majority (76%) of respondents agreed that MIS
resulted in better patient care and allowed staff to quickly
gather accurate information. When asked how often
they encountered situations that required interpretation
support, 29.5% of participants chose occasionally, 19%
chose every couple of months and 27.6% chose monthly.

Key recommendations from our staff survey (n=105
for the closed questions and n=30 for the open-ended
questions) highlighted the need to: (1) improve equip-
ment training and increase the awareness of when to
use the different MIS platforms (50%, indicated ‘lack of
training’ as a key barrier to MIS use); (2) provide MIS
education (20%, mentioned the need for more training,
four staff members cited ‘in-services’, one staff member
stated ‘additional training” and one staff member stated
‘training module to increase familiarity with equipment’);
(3) increase the number of video MIS equipment avail-
able (38%, indicated lack of access to video equipment

shift

1000

Phone Remote Interpretation Minutes
(=]

2 2 L L 9 2.9 9 2 9 2 9 £ 0 H H P
RIET 0 T L R T g P
o Q¥ R ‘!@ Sl T A« S

3000 Median = 4025 minutes
Median = 1469.5 minutes
2000
. V‘ Median = 2314 minutes
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R S E WV N S g
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Month

Figure 4 Minutes of phone medical interpretation services (MIS) use per month for the entire hospital.
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as a barrier for using video MIS) and (4) preprogramme
MIS onto unit telephones (33%, mentioned the need for
faster MIS telephone access and one staff member stated
that ‘phone is one of the fastest means of obtaining an
interpreter’). A speed dial feature for MIS on units was
well-supported, as phone MIS was used frequently for
simple goals of care discussions.

DISCUSSION

Summary

We used QI methodology to implement digital MIS to
advance language concordant care. Following the imple-
mentation of the MMII, the use of digital MIS (phone
and video) increased by 44% and was sustained in our
hospital, as digital tools and information on MIS became
more accessible for staff. On initial implementation of
the IOW in the emergency department, staff members
found that digital MIS helped to facilitate transparent
and accurate communication with patients. Respondents
suggested that providing further training on how to use
the IOW, increasing the number of devices and having
concise visual reminders would increase awareness and
accessibility. Digital options for MIS allowed for porta-
bility, convenience, on-demand access and accessibility
of services in a diversity of languages. Targeted educa-
tion sessions for staff ensured that users understood the
importance of MIS and encouraged use of the various
digital MIS modalities.

Lessons and limitations

Access to multiple interpretation options is often neces-
sary to provide appropriate and culturally competent care
for patients.” It is also important that both clinicians and
patients are aware of the various MIS modalities avail-
able, and which may be best suited for a particular clin-
ical encounter. Similar to previous institutions who have
implemented IOWs,"” * we found that the MIS modality
used is dependent on what would be most effective and
easily accessible for the specific interaction. Phone MIS
was used for most cases, especially for routine clinical
assessments and providing instructions or next steps to
patients. Phone MIS was also used to facilitate simple goals

May-20
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860 minutes
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Minutes of video medical interpretation services (MIS) use per month for the entire hospital.

of care discussion. The advantage of phone is that it was
available on demand and had 240 languages. Video MIS
was recommended for both routine and complex clinical
assessments and instructions, especially if hearing impair-
ment was also a consideration to allow for non-verbal
cues and use of American Sign Language. Although there
were periods of halt in in-person interpretation due to
COVID-19 restrictions, this modality for MIS is still a valu-
able resource. In-person interpretation may be useful for
longer family conversations and providing complex clin-
ical instructions.”® In the face of inaccessible in-person
MIS options due to COVID-19 or logistical reasons,
digital tools afford convenience and on-demand access
to this essential service. Leveraging different options for
different types of clinical encounters allows for positive
care experiences.

The MMII was used consistently even following peak
COVID-19 periods. To ensure the sustainability of
the MMII, we collaborated with our provincial health
authority to create a virtual educational module, which
was included as part of all new employee hires, high-
lighting the importance of language concordant care.
MIS education among patients also ensures continued
use of these services; patientfacing posters aid in
increasing awareness of the various MIS options avail-
able. The development of the MMII was informed by our
multidisciplinary leadership team, including MIS and QI
experts, who co-designed, implemented and evaluated
this multifaceted intervention. While our intervention to
improve delivery of language concordant care is specific
and unique to our hospital, our methodology and multi-
disciplinary approach are scalable to other contexts and
will serve as a useful proof of concept for other QI and
MIS teams.

As demonstrated in our PDSA cycles, the MMII began
in the emergency department and was later expanded
to the GIM units. We could only conduct a survey with
emergency department staff, due to heavy workload in
the hospital units during the early waves of the COVID-19
pandemic and restrictions around paper-based surveys.
We also recognise that the number of digital MIS minutes
post-implementation of the MMII for GIM was lower
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compared with the emergency department (189min
vs 870min). This could be due to GIM units sharing
only one IOW across six units during the early half of
the COVID-19 pandemic, as opposed to the emergency
department, which had multiple IOWs—this posed a
unique challenge for GIM units to access digital MIS, in
addition to other challenges such as limited space for
storing/using the IOW and the need to don and doff
repeatedly when retrieving the IOW during the early
months of the pandemic. Furthermore, the GIM units
had fewer cycles of change compared with the emergency
department, given that the MMII was piloted first in the
emergency department—this allowed for greater oppor-
tunity for emergency department staff to embrace the
intervention and partake in co-designing the MMII via
provision of feedback.

We note that the COVID-19 pandemic led to the
intermittent halt of in-person interpretation services,
which may have inflated the usage of digital MIS in
our hospital. Moreover, we recognise that increased
used of digital MIS modalities could also be due to
sharing among staff by word-of-mouth rather than
solely through the components of the MMII. Further-
more, we did not collect data regarding the effects
of implementing the MMII on patient outcomes such
as adverse events, hospital re-admission rates, missed
diagnoses and complications. Future investigations
aim to evaluate the impact of the MMII on patient
experience, as well as specific clinical outcomes and
patient safety. Lastly, we recognise that the MMII
was only implemented at a single centre, and it is
important that our intervention is piloted at other
sites where workflows and context will likely vary.
Future work may evaluate the impact of the MMII or
similar interventions on MIS use at other centres.

CONCLUSIONS

We established a sustainable and streamlined approach
to using digital MIS, thus advancing language concordant
care in our hospital. The COVID-19 pandemic has high-
lighted the critical role of accurate communication in
delivering timely and accessible care alongside improving
reach of public health and safety information. Effective
communication between patients and physicians is essen-
tial for ensuring positive healthcare interactions. Using
MIS via remote digital platforms provides significant
potential to improve language concordant and patient-
centred care, thus bridging disparities in health delivery
and outcomes.
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Supplement 1. Patient-facing poster featuring the top 20 languages spoken in Alberta, Canada.

Interpretation & Interpreting Services Available

Translation Services
English Translation: Point to your language. An interpreter will be called. The interpreter is provided at no cost to you.

American Sign Language ﬁg Oromo Oromo
Point to your language. An interpreter will be called. Gara afaan keetti eeri. Turjumaanni ni waamama.

The interpreter Is provided at no cost fo you. Turjumaanni beeses takka malee siif gophaawa.

Ambharic K1y | Punjabi st
GPRPFY Pavhilrks ArkCATL Bmd-as ACAoim: MR |~ s €8 forgr 21 e yaves ) g3 sarfmr
BACNAPA SO AT FTaa BE gETHNE T Hed EIaH sigr 7T J|
Arabic iyl | Russian Pyccruin

hnal 2B LS 5 g8 an e ] paay il Y 80 | YiamwTe R3bIK, Ha KOTOPOM BbI rOBOPHTE. Bal BHEOSYT
Milaa 5 paill ax 2l | pepesofuMKa. YEnyTH NEpeaoUMKA NPELCCTABARMOTCH BecTnaTHo.

Cantonese FREEE | Somall Af-Soomaall
IHIERRIENIEEE  LIEATEKRRR Farta ku figlunadaada. ,, Wava laguugu yeer doonaa turjubaan,
B ARTS - Turjubaanka wax |acagl kaaga bid mayso.

Farsi ol [ Spanish Espariol

Sl g kel gl pan Sy i€ padilia by gliag e ley | Sefiale su idioma y llamaremos a un intérprete. El serviclo
B e A R 3 B S e o e 23l 5 | s ratulio,

French Frangais | Swabhili Kiswahili
Indfiquez votre langue et nous appelierons un interpréte. Onyesha lugha yako. Mikalimani ataitwa, Utapawa

Le service est gratuit. miakirmani bila gharama yoyole.

Hindi fadt | Tagalog Tagalog
it st et & wd | Breds srqen sk R gl gem fturo po ang Inyong wika. Isang tagasalin ang ipagkakalooh
S | ST for g i Figes sgwen FraE g | nang libre sa Inyo,

Korean S=20{ | Tigrinya FEICE
HEMAM AR EH= SIS 2| 2EHA S BY oY FIRTe™ hemghebss AACAYT RAPR TR ks

EY MU|AR 282 S5 SEILCH HHCATE, RTINSO WY hew T PAT:

Mandarin HiEEE | Urdu o
FEAEMEE, ENSRELE clan i A8 el 8 Shan TR S L8 ol ol
IO . M _HalE S g A S kg g o plal 1S
Nepali AYTT | Vietnamese Tiéing Viét

FHTAT HTer A eATSE | U STYed Sigers | | Hay chlvio ngdn ngll clia quy vi. Mt thang dich vin sk duoe
m@ﬁgﬁaﬁﬁm THAAT SIS ITAeT TS| goi dén, quy vi 58 khing phal trd tién cha thbng dich vién.
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Supplement 2. Clinician-focused tip sheet.

PHYSICIANS GUIDE

to Using Digital
Medical Interpretation Services (MIS)

MIS is the gold standard that should be used during clinical assessments
with patients who have limited English proficiency (LEP) or hearing loss.

MEDICAL INTERPRETATION SERVICES
USING MIS NOT USING MIS

« Preventative Measures « Medical Errors

» Patient Adherence » Adverse Events

+ Patient Understanding of = Inaccurate Clinical Information
Disease Processes & « Medication Non-Compliance
Management = Missed appointments

« Patient Dignity & Autonomy = Canfidentiality & Ethical
Within Health Journey Violations

IN ALBERTA, TOP 5 NON-ENGLISH LANGUAGES SPOKEN AT HOME
Tagalog, Punjabi, Cantonese, Mandarin & German

DIGITAL MIS PLATFORMS ARE AVAILABLE
ON-DEMAND, ANY TIME, IN
240 LANGUAGES, INCL AMERICAN SIGN LANGUAGE*

© ABLONAT AVAILABLE ON WISEQ AND ECOM FLATIORME

V| D E o Use a video device to connect to an interpreter during in-person
clinical visits

1. Obtain AHS iPad or interpreter on Wheels device
2 Confism Wi-Fi connection

3. Choose language

4. Click on Video or Audio Oniy opticn

P HON E Dial in 1o connect to an interpreter during in-person or telemedicine

visits
For in-person clinical visits: For telemedicine visits:
1. if using & lshdiing press the speer 1. Dial
digl button, Otherwise, dial 1-866-874-3972 and Z Choose Lenguage
enter your site client ID # 3. Glve the patient's name and phene number
2. Choose Language 4. The interpreter will put you on hoid, call the patient

and patch you back in for a three way call

ZOOM  cdaninerpreterto zoom calls during virtual telemedicine visits

1. Connect to Zoom mecting using an external or bullt in microphone.

Do NOT irse a headset
For Basic AHS

2. On a separate phone dial 1-866-874-3972 and enter your site client ID #
‘Zoom account: 3. Choose ianguage

4, Put phone on speaker and confirm both parties can hear each other

1. Connect to Zoom meeting
For Advanced AHS 2 Click the up arrow to the right of Participants. Choosa Invite

Zoom account: and select Phone
3 Enter "interpreter” as name and "1-833-509-0702" as phone number

1. Connect 1o Zoom meeting

2 Click Manage Farticipants. Choose Invite then click Copy URL

For American
3. On your browser go 1o telehealth languageline com

SignLanguage: gt the Telehealth Video Interpreter Request form with the mesting
URL and authorization code® 76MQYTRETV
*This: codn s specific fa the KEC. Other sitas 2 cifferent athori i
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Supplement 3. Clinical decision support tool.

TIME
to connect

COsT

LANGUAGES
available

NO SHOW
fees

HOW
to use

Language Interpretation Resources

Sescssssssssssssssnse

On-Demand

Y

$0.86/min

D R T Y

240

None

Sesssssssnsssnsnnnsee

On-Demand

“sessssescessssnnsnnse

$1.55/min

D R )

40 + American

Sign Language ~

None

R R Y

Comparison Guide

« Lengthy family
conferences

« Clinical assessments
expected to last > 60
minutes

Flat Rate
Paid by requesting unit

Paid by requesting unit

1.Unit Manager or Triage
Clerk calls In-Person
Interpretation agency
checks Interpreter
availability

2.AHS Manager needs to
sign off on request

3.Interpreter booked
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Minutes of digital MIS use per month (phone, video) in the Emergency Department.
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