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Tailoring Perioperative Care for Patients With Low English Proficiency

by Yasuko Mano, MD, MPH; Nima Saboori, MD; Janak Chandrasoma, MD; and Justyne Decker, MD

Communication failures in the clinical setting
lead to poor outcomes in patient care? In par-
ticular, patients with low English proficiency
(LEP) have been shown to experience less
patient-centered care, utilize health care less
frequently, and face increased risk of adverse
events in the health care setting.3* High-risk
situations that have been reported to be associ-
ated with poorer outcomes for LEP patients
include medication reconciliation, discharge
from the hospital, obtaining informed consent,
emergency department care, and perioperative
surgical care, all of which intersect with the
work of anesthesia professionals.>® In the peri-
operative care environment, anesthesia profes-
sionals are encouraged to use in-person,
telephone, or video interpreters to improve
patient-physician communication and ensure
the best quality patient care possible”’

Although providing care for patients with LEP
has become easier with widespread availability
of interpreter services, there remain points
along the perioperative spectrum that are not
easily conducive to their use.®" When looking
through the lens of a patient’s perioperative
journey, there are several settings in which lan-
guage interpreter use is difficult or lacking. One
such point is upon check-in and during the
rooming process in the preoperative clinic.
Although interpreters are often made available
during the clinician encounter once the patient
has been roomed, interpreters are rarely used
in the process leading up to this point! Another
point is within the intraoperative setting, where
in-person interpreters often cannot readily
enter the operating room, and telehealth inter-
preters often are not able to be effectively uti-
lized during induction and emergence of
anesthesia® While these points make up a rela-
tively small portion of the perioperative spec-
trum, miscommunication and lack of effective
communication along all parts of their periop-
erative journey can compromise the patient’s
sense of safety. In response to these identified
gaps, we enacted a quality improvement initia-
tive focused on structural changes in the preop-
erative and intraoperative settings to enhance
communication between the anesthesia care
team and the LEP patient.

We first aimed to facilitate effective commu-
nication in our preoperative clinic, where the
patient is first introduced to the anesthesia care
team in our health system, by building patient
rapport with a welcome message and an indi-
vidualized greeting. In the immediate check-in
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Welcome message: Verbal message:
1) Mandarin 1) Mandarin
2) Cantonese 2) Cantonese
3) Korean 3) Korean
4) Armenian 4) Armenian
5) Spanish* 5) Spanish*

*As an exception, Spanish handouts will not be included due to all initial staff contacts at the Keck preoperative clinic being bilingual/native speakers
of Spanish

Figure 1: Schematic demonstrating the structural changes we made to the preoperative clinic
experience for those with language barriers. Used with permission from the authors.

Welcome to the preoperative clinic. Please fill out the forms as best you can. If unable,
return them to the front desk. We can complete them together with a translator. Once
roomed, we will go over the forms, instructions, testing (if needed) and answer your
questions in (Mandarin, Cantonese, Korean, Armenian, Spanish) with a translator. We will
bring the patient to the room first and return for any visitor or family member if needed.

Figure 2: Welcome message (English template) that was translated into the top ten languages
encountered at Keck Hospital. Used with permission from the authors.

A.

MANDARIN

Phrase 1
English: “Hello, my name is (state your name)”

Mandarin: “&4¥, (state your name)”
“NEE hao wa de MING ju shu (state your name)”
Phrase 2
English: “Mr. (state patient’s name) to the preoperative clinic, please.”
Mandarin: “(state patient's name) %&4, BEIARBIMIZE,
“(state patient’s name) SHIN SUN, ching DAO SHU chien mee-ehn zehn BU”

English: “Mrs. (state patient’s name) to the preoperative clinic, please.”
Mandarin: “(state patient's name) %+, EEIARAMZE,
“(state patient’s name) NU SHI, ching DAO SHU chien mee-ehn zehn BU”

Figure 3: Front (@) and back (b) views of cards placed in each LEP patient’s chart. Used with permission

from the authors. See “Low English Proficiency,” Next Page
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process, a translated, laminated welcome mes-
sage and visit description were provided to
patients with LEP (Figure 1). The aim of this mes-
sage was not only to outline the workflow and
purpose of the visit, but also to reassure the
patient that their health history, preoperative
instructions, and questions would be discussed
in their preferred language. Translations of the
messages in the top ten most encountered for-
eign languages in our patient population were
created by medical professionals who were
native speakers (Figure 2). In addition, lami-
nated cards identifying the patient’s language
were placed in each LEP patient’s chart to visu-
ally indicate to health care staff the patient’s pri-
mary spoken language (Figure 3). On the back
of these cards, phonetic pronunciations of how
to say “Hi, my name is (staff name)” and “Mr./
Mrs. (patient name) to the preoperative clinic,
please” were printed in each of the ten lan-
guages accordingly, with the goal of having the
staff greet, introduce themselves and call for
patients in their native language. After rooming
the patient, the chart would be available to the
rest of the preoperative clinic team to also greet
the patient in their native language.

Similarly, on the day of surgery, we focused
on reducing preoperative anxiety and improv-
ing physician-patient rapport by explaining to
the patient that, while the in-person or video
interpreter will not be accompanying us into the
operating room, we will have a few key phrases
in their preferred language for when they are
going under and waking up from anesthesia. A
badge card linguistic tool was crafted, which
listed phonetic pronunciations of how to say
“breathe”, “surgery is finished,” and “pain?” in
the top ten foreign languages encountered at
our institution (Figure 4). These translations
were created by medical professionals who
were also native speakers of these langauges,
and distributed to all anesthesia care team
members. Feedback on their use was encour-
aged. With this additional resource readily avail-
able, the anesthesia care team was now able to
encourage deep breathing on induction and
emergence, and in recovery to facilitate preoxy-
genation and improve postoperative ventila-
tion. The care team was also able to improve
reorientation on emergence by communicating
that the surgery was now finished. Finally, they
were able to better assess patient pain prior to
transfer to the postanesthesia care unitin an
effort to minimize untreated or undertreated
postoperative pain. Thus, we improved com-
munication with patients with LEP during critical
parts of patient care with a few key words or

Enhances Quality of Care
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Keck Medicine
of USC

respira profundo dolor la cirugia ha terminado
Spanish (res-pi-rah proh-foon-doh) (doh-lore) (la see-roo-hee-ah ah tur-meen-ah-doh)
REFIR EiE FWFERL
Mandarin (shén-ha-xi) (téng-tong) (shéu-shu- wan-chéng)
REPR & Fiseak
Cantonese (sam kap fu) (tung) (shdu-shu- zou-wan)
khor shoonch ts'av unes virahatut'yunn verjars'el e
Armenian (khor shoonch) (t-sahv oo-nez) (veer-aha-toot-oon-eh ver-chawts-el-eh)
= FlMle Or= 4l X Lt += BHEUHC
Korean (soom she sae yo) (ah-poo-sin gos ees-nah-yo) (soo-sool kut-not-sum-nee-dah)
RKECELTLEEN BHEIBYFETM? FWEEHOYFELRE
Japanese (ohkiku iki shiteh kudasai) (itami wa arimasuka?) (shujutsu wa owari-mashita-yo)
thd sau dau phau thuét dugc thuc hién
Vietnamese (tow so) (dow) (fow tat dook thook hee-in)
nafaseh ameegh Dard amal tamoomshod
Farsi (nah-fas-eh ah-meegh) (dahrd) (ah-mahl tah-moom-shohd)
nafs eamiq vajaa kholsetet amaliyeh
Arabic (naf-seh ah-meegh) (vah-jah) (khol-set-eht ah-mahl-ee-eh)
glubokiy vdokh bol operatsiya sdelana
Russian (gloo-bow-ky vi-dokh) (bol) (op-er-at-says deel-anah)

Figure 4: Badge card provided to all anesthesia staff at the Keck Hospital of USC. Used with permission

from the authors.

Pre-intervention:

Surgery is finished.

Post-intervention:

La cirugia ha
terminado.
(Surgery is finished.)

Figure 5: lllustration of the effect of implementing the badge card linguistic tool intraoperatively. Used

with permission from the authors.

phrases in the patient’s preferred language
(Figure 5).

In order to assess our quality improvement
initiative, patients and clinical staff were asked
to fill out a five-point Likert scale questionnaire
to assess their experience. Survey results were
compiled and assessed for patient satisfaction
and overall feedback. Overwhelmingly, patients
and staff responded that the changes positively
impacted their experience. Fifty-three patients
completed the survey, with 89% responding
with a 5/5 response (strongly agree that our
implemented greeting and message was a
positive experience and made them feel wel-
comed). An additional 4% responded with a 4/5,
and the remaining 7% responded with a neutral

3/5. There were no responses which indicated
a negative impact on their experience. Fifty-six
staff members consisting of representation
from the preoperative clinic team and anesthe-
sia care team completed the survey, with 88%
responding with a 5/5 (strongly agree that the
language tools were helpful and made a posi-
tive impact on patient interactions) and the
remaining 12% responding with a 4/5.

Our initiative produced a few different nota-
ble outcomes. First, it demonstrated that it is
feasible to introduce structural changes to
address language barriers in the perioperative
settings at low cost. The total cost incurred to

See “Low English Proficiency,” Next Page
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generate the laminated welcome messages,
chart cards, and badges was less than $250,
which was funded by our department, and no
outside funding or outside personnel were
needed for this study. Secondly, this initiative
was able to be implemented relatively quickly. It
only took a few months to receive approval
from the Institutional Review Board, prepare the
translations, laminate, print, and distribute mate-
rials. Finally, we were able to facilitate improved
communication on emergence in patients with
LEP—a situation in which the degree of English
proficiency is likely to be even lower than their
preoperative state.

Overall, our quality improvement initiative
demonstrates that these structural changes to
the preoperative and intraoperative settings
unsurprisingly improved the experiences of
patients with LEP. Patients provided positive
feedback in response to the changes, and
health care staff involved appreciated the user-
friendly nature of the language tools, noting that
they helped patient greeting and rooming to
feel more welcoming and less awkward. Based
on the results of our current study, linguistic
tools present a simple and practical approach
to improving patient-provider communication
within the operating room, as well as in the pre-
operative clinic. Furthermore, our interventions
helped add a more personal element to the
patient’s experience with the anesthesia team
within our preoperative clinic and on the day of
surgery. Patient-centric improvements to our
care help build rapport and trust with our
patients and improve the overall perioperative
experience for both the patient and anesthesia
care team.

Barriers to implementation included finding
medical professionals to conduct the transla-
tions, as well as orienting health care staff to the
new badges, cards, and welcome messages.
However, after translations were completed
and staff were oriented to the new process
changes and available resources, the rest of
the process went smoothly. The orientation pro-
cess included brief in-person training to go over
the new workflow and practice using the greet-
ing cards and badges, all of which took around
30 minutes. We recognize that, while our institu-
tional resources included in-house health care
staff who speak the top ten languages encoun-
tered, this may not be the case everywhere.
Therefore, alternative resources that may be
considered include paid medical translation

of Patients With LEP

services. For the minority of patients (4.7%) who
did not speak one of the top ten languages, an
interpreter was available for the clinic visit.
These languages will be included in future
steps of this initiative.

Given the ease of implementation with mini-
mal resources, our initiative demonstrates that
similar improvements in the experience for LEP
patients is feasible for most perioperative set-
tings. The most common languages will differ at
each institution based on patient demograph-
ics, but can be easily customized according to
the needs of each institution. Overall, by
improving communication between the health
care staff and patients during the high-risk
points during the preoperative assessment as
well as during intraoperative care, we were able
to achieve improved rapport with and quality of
care for the LEP patient. Future steps in our ini-
tiative are aimed at increasing the number of
languages represented, increasing the variety
of phrases used intraoperatively, and finding
ways to broaden the accessibility of these
translations, such as through digital technology;,
especially given the recent increase in its use in
the health care field.*'> While mobile applica-
tion translations services may go on to replace
the hard-copy language aids in addressing the
language barrier gap, we remain aware of digi-
tal literacy as a potential issue

In conclusion, our structural changes posi-
tively impacted the patient experience for those
with language barriers. We demonstrated that
these changes improved patient-centered care,
whether facilitating communication upon emer-
gence or feeling welcomed and appropriately
greeted at our preoperative clinic. Ultimately,
we aim to improve the perioperative care of
LEP surgical patients one step at a time by iden-
tifying the barriers they face and tailoring their
care to bridge those gaps.
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