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Abstract

Globalization has greatly impacted Taiwan’s medical system with the increase in

immigrants and medical tourists contributing to the rise in cross-language communication

in hospitals. Without the establishment of proper measures to facilitate cross-language

communication, language barriers can lead to inaccurate diagnosis and unsatisfactory

medical experiences for both patients and physicians as shown by previous research.

Being aware of the potential problems, Taiwan’s government and private organizations

have taken measures to overcome the barriers. However, little research has been

conducted to explore the current situation of cross-language communication, demand for

professional interpreting services, and expectations of professional interpreting services

in Taiwan’s hospitals. Without understanding these issues, it is difficult to create an

interpreting system that suits the needs of Taiwan’s medical system. With this in mind,

this research aims to explore the current situation in Taiwan’s hospitals and physicians’

demand for professional interpreting services by conducting in-depth interviews with 21

physicians working at medical centers in Northern Taiwan. The results show that

physicians do not engage in cross-language communication very often. When they do,

they communicate with patients or patients’ proxies in English or with the help of ad hoc

interpreters. Physicians also apply various strategies, including gesturing and drawing.

While some physicians regard professional interpreting service systems as nice to have,
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most physicians find the current situation acceptable and do not consider professional

interpreting services in hospitals necessary. Overall, judging from the participants’

responses, the demand for professional interpreting services may be lower than expected

in Taiwan’s hospitals.

Key words: interpreter, community interpreting, medical interpreting
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Chapter 1 Introduction

1.1 Background of the Study

Globalization has greatly influenced Taiwan’s medical system by bringing more
Limited Chinese Proficiency (LCP) patients to Taiwan’s hospitals. LCP is defined by the
author, by replacing English with Chinese in the definition of Limited English Proficiency
used by Divi, Koss, Schmaltz, and Loeb (2007), as having limited ability or inability to
speak, read, write or understand the Chinese language at a level that permits the person
to interact effectively with health care providers or social service agencies.

LCP patients in Taiwan come from two major sources. First is immigrants that hold
an Alien Resident Certificate (ARC) issued by the government. Over the past decade, the
number of ARC holders has increased from 439,476 to 717,736 (National Immigration
Agency, 2018). It is estimated that ARC holders visited hospitals 6 million times in 2017,
The second major source of LCP patients is “Medical Tourism”. Lunt et al. (2011) defined
medical tourism as a phenomenon that “occurs when consumers elect to travel across

international borders with the intention of receiving some form of medical treatment.”

1 While there is no accurate and updated data on migrants’ utilization of medical services, estimation can
be made based on historical data. According to a report published by the Bureau of National Health
Insurance, each foreign insurer received medical services 8.896 times in 2010. Since all ARC holders are
required to enroll in the National Health Insurance Program, by multiplying the average to the number of
ARC holders in 2017, which was 717,736, it can be inferred that 6 million visits to hospitals were made
by foreign residents.

1
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Fourteen million patients are estimated to be crossing borders for medical services every
year (Patients Beyond Borders, 2017). With its affordable, high-quality health care,
Taiwan has seen an increase in international patients on the back of the trend of medical
tourism. The number of medical tourists grew significantly from 2012 to 2015 before
plummeting in 2016 and 2017. It is worth noting that the main factor of the plunge was
the significant decrease in the number of medical tourists from China. During the same
period of time, the number of medical tourists from places other than China grew steadily
and nearly tripled (National Tourism Bureau, 2017). In other words, the sharp decline in
the number of medical tourists in 2016 and 2017 does not undermine the argument in this
study that globalization has brought in more LCP people to Taiwan. The drastic increase
in people from non-Chinese speaking countries can lead to an increase in the frequency
of physicians’ communication with LCP medical tourists. Figure 1 shows the increase in

potential LCP patients from 2012 to 2017.

ARC Holders,

9,000 717.736 800000
8,000 / 700000
2 ;882 600000 ,

j -

3 5'000 Medical Tourists 500000 B
o (ex China), 8,040 200000 £
S 4,000 T
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Figure 1. The growth of ARC holders and medical tourists from non-Chinese speaking
regions
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Increase in the number of LCP patients may create language barriers that may lead
to serious problems in health care systems. Both LCP patients and physicians in Taiwan
regard language as a major factor that reduces LCP patients’ medical accessibility and
quality of care (Tsai, Chen & Gong, 2001; Yang & Wang, 2003; Shen, 2006; Chen & Chu
2009; Chen 2013). Similar issues have been observed in other countries, with research
showing that language barriers leading to inaccuracy in diagnosis and unsatisfactory
medical experiences for both patients and physicians (Alpert, Kesselman, Marcos, &
Urcuyo, 1973; Bagchi et al., 2011; Sarver & Baker, 2000).

Although direct communication is the optimal choice for patients, there are usually
not enough bilingual physicians in a hospital to provide bilingual service for everyone
who needs it (Karliner, Jacobs, Chen, & Mutha, 2007). More importantly, without
defining the sufficient level of language proficiency in providing medical care, asking a
physician to communicate in his second language may cause more problems (Baker, 1996;
Diamond, Schenker, Curry, Bradley, & Fernandez, 2009; Diamond, Tuot, & Karliner,
2012).

In a language discordant situation?, bilingual medical staff, family members, friends,

and other untrained bilinguals are often asked to serve as ad hoc interpreters. However,

2 “| anguage discordant situation” is defined in this study as a situation in which providers and patients
do not share the same language in accordance with Hsieh (2018).
3

d0i:10.6342/NTU201800949



empirical studies have shown that in comparison with professional interpreters, ad hoc

interpreters tend to make more errors, which can lead to adverse medical events (Ebden,

Bhatt, Carey, & Harrison, 1988; Elderkin-Thompson, Silver, & Waitzkin, 2001; Flores et

al., 2003). All the potential risks may prevent patients with limited language proficiency

from receiving fair care in hospitals, and thus create a discriminating medical system.

Being aware of the language barriers and hoping to ensure equal access to health

care, many developed countries require institutions to provide language assistance to

every individual in need (Brisset, Leanza, & Laforest, 2013; Flores, 2000). A key type of

language assistance in the medical context is the provision of professional interpreting

services at hospitals. In the United States, for example, medical institutions receiving

funds from the federal government are required to ensure that “interpreters are readily

available during all hours of its operation” (Flores, 2000). Taiwan’s government and

society are also aware of above-mentioned potential problems and have taken measures

to overcome language barriers. For example, medical interpreters hired by the

government can be found at local medical centers. The International Medical Translators

and Interpreters Association (IMTIA), a non-profit organization, was founded by Fu Jen

Catholic University with a view to training more medical interpreters. However, the

current situation, demand for and expectations of professional interpreting services in

Taiwan remain under-explored.
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1.2 Purpose of the Research

Without understanding the current situation and expectations of interpreting services,

it is impossible to create an interpreting system that suits the needs of Taiwan’s medical

system. With this in mind, this research aims to acquire an overview of the demand for

and expectations of professional medical interpreting services in Taiwan from physicians’

perspectives. By conducting in-depth interviews with 21 physicians currently practicing

medicine in Taiwan’s medical centers, the study aims to answer the following research

questions:

1. What is the current situation of cross-language communication in Taiwan’s hospitals?

2. Do physicians need the help of professional interpreters to communicate with LCP

patients or the patients’ proxies (i.e. family members, care givers)?

3. What are physicians’ expectations of medical interpreting services?

Variations of demand among physicians can be significant due to differences in years

of experience, position, department, and personality. Hence, the goal of this exploratory

research is not to generalize physicians’ demand for professional interpreting services but

to acquire a brief overview on current need in order to lay a foundation for further research

on the issue.
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1.3 Structure of the Study

The present study contains five chapters. Chapter 1 gives an overview on the

research background and introduces the subjects of interest. Chapter 2 reviews studies

conducted in Taiwan and abroad related to the existence and impacts of language barriers

in hospitals, current solutions and challenges in overcoming the language barriers, the

underutilization of professional interpreting services, and the current situation in Taiwan.

Chapter 3 describes the methodology applied to conduct the research, including the

design of interviews and methods of data analysis. Chapter 4 presents and discusses the

results of the study. Chapter 5 states the significance and limitations of the study, and

provides suggestions for future research in the field.
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Chapter 2 Literature Review

Globalization has impacted healthcare systems worldwide. While little research on
cross-language health care has been done in Taiwan, a number of quantitative and
qualitative research has been conducted oversea. In this chapter, the researcher begins by
reviewing research conducted abroad to explore the existence and impacts of language
barriers, current solutions and challenges, the underutilization of professional interpreting
services, and then gives a review on research conducted in Taiwan that helps provide an
overview on the country’s current situation. The chapter is wrapped up with a summary
of the literature review.

2.1 Existence and impacts of language barriers in hospitals

Research has long indicated the existence of language barriers in hospitals and its
negative impacts on accessibility to health care. Positive correlation between utilization
of health care usage and English ability was identified by Hu and Covell (1986). Another
two broad-based surveys conducted in the United States also revealed that low English
proficiency of parents can lead to less health care received by their Hispanic children
(Kirkman-Liff & Mondragon, 1991; Weinick & Krauss, 2000).

Even when patients do gain access to the medical system, the quality of care is far

from being guaranteed. Patients may encounter discriminating medical staff and
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physicians may find it hard to provide optimal care even if they are willing to (Berghout,
van Exel, Leensvaart, & Cramm, 2015; Hunter-Adams & Rother, 2017). The efficiency
and effectiveness of care can also be impaired. Baker (1996) pointed out that when an
interpreter is not present where language barrier exists, patients may not be able to fully
understand the diagnosis and treatment. Language barriers can also lead to a lower rate
of preventive care (Woloshin, Schwartz, Katz, & Welch, 1997), a lower follow-up rate
(Sarver & Baker, 2000), a lower information recall rate (Seijo, Gomez, & Freidenberg,
1991), a higher probability of being hospitalized (E. D. Lee, Rosenberg, Sixsmith, Pang,
& Abularrage, 1998), and a longer check-up time (Hampers, Cha, Gutglass, Binns, &
Krug, 1999). Differences in the “rates” arising from differences in language proficiency
reflect disparity in health care when language barriers exist.

Divi et al. (2007) further explored possible adverse impacts brought by language
barriers. By screening through more than 1,000 adverse event® incident reports collected
from six hospitals in the United States in 2005, the research highlighted that adverse
events cause more harm to limited English proficiency (LEP) patients than to English
speaking patients, and that 52.4% of adverse events related to LEP patients arose due to

communication errors. Another study on the correlation between language proficiency

3 An adverse event is defined in the study as any “unintended harm to the patient by an act of
commission or omission rather than by the underlying disease or condition of the patient”.
8
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and patient safety risk conducted recently in the Netherlands led to similar conclusions.

In the mixed method study, van Rosse, de Bruijne, Suurmond, Essink-Bot, and Wagner

(2016) identified the increase in safety risk, including omission of safety checks and

inability to communicate in acute situations, through patient questionnaires, medical

document analysis, and interviews with patients as well as care providers. The problems

can be more significant in mental health treatments where psychiatrists rely solely on

consultations with patients to make diagnoses and prescriptions. In a language discordant

situation where psychiatrists cannot communicate with the patients smoothly, inaccurate

diagnosis may be delivered (Alpert et al., 1973; Sabin, 1975). In other words, even in

developed countries with advance medical systems as the United States and the

Netherlands, health care may still pose risks to patients who are not proficient in the

countries’ major languages.

2.2 Current solutions and challenges

Due to the problems arising from language barriers, provision of language assistance

is required by law in some countries to mitigate the disparity in the health care system.

The United States published a Guidance Memorandum that requires health service

providers to provide language assistance to limited English proficiency persons (Flores,

2000; Office of Management and Budget, 2002). The British government also established

regulations to ensure patients’ right to communicate in their own languages (Brisset et al.,
9
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2013). In accordance with the governments’ requirements, Medical institutions in the

United States have implemented several solutions. A clear compilation of the solutions

was done by Downing and Roat (2002) and restructured into Table 1 by the author of this

study.

Table 1

Models for the provision of language access in health care settings

Bilingual Provider Models

» The provider shares the patient's language.

 The provider does not share the patient's language but is able to provide services
in that language.

Bilingual Patient Model

* The patient is bilingual and can communicate with the provider in their
language.

Interpreter Models

» Ad-hoc models: bilingual clinical staff model, bilingual non-clinical staff model,
community service agency staff model, family and friends model

« Dedicated interpreter models: staff interpreter model, contract interpreter model,
agency model, volunteer model

Note. Table 1 is adapted from Downing, B., & Roat, C. (2002). Models for the provision
of language access in health care settings. California: National Council on Interpreting
in Health Care and Hablamos Juntos.

While patients and physicians are usually satisfied with language concordance

situations where both sides speak the same language and direct communication can be

established, there are not enough bilingual physicians or patients, and it takes a long time

10
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for one to acquire proficient language skills (Pérez-Stable, Napoles-Springer, &

Miramontes, 1997; Schenker et al., 2010). Kline, Acosta, Austin, and Johnson (1980)

further pointed out that while physicians may "feel good" communicating in the patients’

language, some patients actually prefer communicating through an interpreter. In addition,

there is no clear standards for language proficiency in a medical context, making it

difficult to judge whether a care provider is qualified for providing medical services in

another language (Diamond et al., 2012). Without clearly defining the status of being

“bilingual”, when a physician overestimates his language abilities, suboptimal services

might be provided and information discrepancies between physicians and patients may

thus arise (Baker, 1996; Diamond et al., 2009). Such “false language concordance”

between physicians and patients may cause more harm than a language discordant

condition where interpreters are required to bridge the gap between the two sides.

When a physician is unable to communicate effectively with a patient, an interpreter

may be called for. However, the interpreter may be an ad hoc interpreter who is an

untrained bilingual happening to be available at the time. These people are often patients’

family and friends, nurses, medical staff, or other bilinguals through whom the patient or

the physician gains assistance (Karliner et al., 2007). While ad hoc interpreters may be

easier to find, research has found that ad hoc interpreters tend to make more errors than

professional interpreters due to adding their own thoughts, omitting important

11
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information, and misinterpreting technical terms (Ebden et al., 1988; Flores et al., 2003;

Karliner et al., 2007; Marcos, 1979; Néapoles, Santoyo-Olsson, Karliner, Gregorich, &

Perez-Stable, 2015). In a quantitative study conducted in two large emergency

departments in the United States, Flores, Abreu, Barone, Bachur, and Lin (2012) indicated

that the error rate of ad hoc interpreters is two times the professional interpreter’s error

rate, and the errors made by ad hoc interpreters are significantly more likely to cause

clinical consequences, such as misinterpretation of dosing instructions. Problems with

using ad hoc interpreters are also identified in Sweden. Through interviews with Kurdish

refugees, Fatahi, Nordholm, Mattsson, and Hellstrom (2010) revealed a case where a

doctor ordered electrocardiography for a Kurdish man seeking help for wanting to vomit

because the interpreter who was the patient’s friend did not know the word for “vomiting”

in Swedish.

Although many believe that using bilingual medical staff can reduce interpreting

errors, evidence from empirical studies contradict that assumption. Elderkin-Thompson

et al. (2001) observed 21 encounters where nurses were asked to serve as interpreters.

They found that since the nurses were fully aware of the physicians’ hypotheses of

potential diagnoses, they occasionally twisted the patients’ words to fulfill the hypotheses.

Furthermore, because interpreting is not a nurse’s duty, the nurse may also find the work

burdensome and thus reluctant to provide assistance (Drennan, 1996). The use of ad hoc

12
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interpreters also violates confidentiality. Family members serving as interpreters may find

it awkward to discuss sensitive issues, such as sex matters, with the patient even as an

interpreter (Hunter-Adams & Rother, 2017; Marcos, 1979).

To prevent potential risks, New South Wales State in Australia ruled that “Use of

non-professional interpreters such as family or friends is not just a breach of the Standard

Procedures, but also a breach of the duty of care owed to the patient, and could result in

legal action” (New South Wales Government, 2017). The American Medical Association

(2007) also advises physicians to view using ad hoc interpreters as a “last resort”. A guide

to the use of different types of medical interpreting services proposed by American

Medical Association is excerpted above as Table 2.

13
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Table 2

Comparison of types of medical interpreting

Type of Average Professionalism Comfort to Interpreting | Circumstances
Interpreter | Availability | (known ethics of patient quality where
interpretation) interpreter
type is
appropriate
Trained on-site Varied High Moderate-high High All
Interpreter
Trained High Moderate-high Moderate High All
telephonic
interpreter
Bilingual Varied Moderate-high High Moderate-high All
healthcare
practitioner
Trained Low- Moderate-high Moderate Moderate-high | Moderate-high
bilingual staff moderate risk
circumstances
(depends on
level of
training)
Untrained Varied Low Low-moderate Low Low-risk
bilingual staff circumstances
**
Bilingual Moderate- Low Varied Low Low-risk
family member high circumstances
or friend **

Adapted from: Hsieh E. Understanding medical interpreters: re-conceptualizing bilingual
health communication. Health Commun. 2006; 20: 177-186
*Examples of possible use circumstances:
® Low: Nonmedical communication such as scheduling follow-up or making

appointments for referrals; some low-risk medical encounters, such as medication

refills, annual influenza vaccination, otitis media recheck.

® Moderate: Routine follow-up for chronic disease, patient triage
® High: Consent discussions, diagnostic evaluations for new problems, end-of-life

discussions.

**Experts in medical communication consider this an option of last resort.

Note. Table 2 is excerpted from the Office guide to communicating with limited English

proficient patients. American Medical Association.

Physicians and patients also tend to be more satisfied with professional interpreting

services (Bagchi et al., 2011; Farooq, Fear, & Oyebode, 1997; Karliner, Pérez-Stable, &

Gildengorin, 2004; Kuo & Fagan, 1999). A survey showed that more than 90% of

physicians and patients are satisfied with professional interpreting services, which is

14
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significantly higher than other forms of interpretation (Kuo & Fagan, 1999).

Countering most people’s belief that professional interpreting services are not cost

efficient, the cost of solving problems resulting from no interpreters or the use of ad hoc

interpreters may be even higher. In the United States, it is estimated that medical errors

cost the country 17 to 29 billion US dollars each year (Office of Management and Budget,

2002). While it is not determined how much of the money was spent on addressing the

errors arising from language barriers, the number and significance of errors made when

language barriers are not appropriately dealt with are higher as demonstrated in research

reviewed above. It is therefore reasonable to infer that language barriers can lead to higher

cost of error remediation. Furthermore, when communication does not go smoothly,

physicians may need to conduct more extensive examinations to acquire critical

information, and patients’ conditions may become more complicated due to incompliance

to instructions, both adding to the cost of care provision (Hampers & McNulty, 2002;

Jacobs, Shepard, Suaya, & Stone, 2004).

Overall, using professional interpreting services to overcome language barriers is

relatively effective, safe, and possibly more cost-efficient than other language assistance

models.

2.3 Underutilization of professional interpreting services

Even with previous research revealing the problems arising from language barriers
15
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and the use of ad hoc interpreters, professional interpreting services are often

underutilized, even in countries where professional interpreting services are widely

available, such as Australia, the United Kingdom and the United States (Dowbor et al.,

2015). A national survey conducted in the United States found that over 80% of resident

physicians used ad hoc interpreters despite potential risks (K. C. Lee et al., 2006).

Underutilization of professional interpreting services may reflect the fact that while

patients and physicians are both satisfied with professional interpreting services, they

often find ad hoc interpreters acceptable as well (Brisset et al., 2013; Flores, 2005;

Hornberger, Itakura, & Wilson, 1997; Kuo & Fagan, 1999; Leman, 1997). Instead of

using a professional interpreter, some patients find it easier to trust their family and

friends as interpreters (Edwards, Temple, & Alexander, 2005). Physicians also consider

ad hoc interpreters good enough to facilitate communications. While Kuo and Fagan

(1999) identified that both patients and physicians are most satisfied with professional

interpreting services, the authors, who are both physicians, wrapped up the study by

suggesting the use of friends and family as interpreters for cost control. The conclusion

shows that some physicians may undermine the professionalism of interpreters (Hale,

2007). Diamond et al. (2009) further described physicians’ behavior of underutilization

of professional interpreters as a “getting by” phenomenon, in which physicians choose

other strategies over finding a professional interpreter for convenience or for personal
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reasons, such as the willingness to practice their second languages, despite the fact that

they know the care provided is suboptimal.

The underutilization of professional interpreting services may lead to higher costs of

operating a professional interpreting system (Jacobs et al., 2004). While research shows

that physicians tend to become more willing to cooperate with a professional interpreter

after being educated on the risks of underutilizing the interpreting system, raising

awareness takes time (Jacobs, Diamond, & Stevak, 2010). To prevent a waste of

resources, it may be more prudent to take all stakeholders’ perceptions into consideration

when designing a language service system instead of building a costly system that people

underuse because their needs are not fully met.

2.4 Current situation in Taiwan

As stated in Chapter 1, LCP patients in Taiwan come from two major sources, which

are foreign residents and medical tourists. With the increase in LCP patients, problems

with language barriers has drawn attention from researchers in Taiwan. Previous research

has shown that language proficiency is a major barrier for foreign residents in health care

(H.-Y. Chen, 2013; M.-L. Chen & Chiou, 2009; Tsai et al., 2001). Tsai et al. (2001) found

that more than 60% of foreign workers from the Philippines and Thailand do not seek

medical treatment right away, among whom 40% stated language as the reason for

postponement. To view the issue from a different angle, H.-Y. Chen (2013) illustrated
17
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interactions between physicians with Southeast Asian patients through in-depth

interviews with 11 Taiwanese physicians. The physicians interviewed identified language

as a major challenge in their interactions with patients. Overcoming the language barrier

is also important for attracting medical tourists. Lin (2011) demonstrated that language is

a major factor that affects international patients’ decisions on receiving medical services

oversea.

While the researcher of this study could not acquire data of patients' backgrounds

from hospitals due to privacy protection policies, the government’s data gives a general

picture of the backgrounds of medical tourists. The data shows that 74% of the 30,764

medical tourists that visited Taiwan in 2017 came from China (excluding Hong Kong and

Macau in this study because Mandarin is not the standard language spoken by local

people). Although the data is sorted based on the patients’ citizenships and should not be

viewed as an accurate categorization of languages spoken by medical tourists, it can be

inferred that at least 70% of the tourists are not LCP patients and may not have any

significant impacts on Taiwan's medical system in terms of cross-language

communication. Still, it should be noted that the number of people from countries aside

from China has been growing over the years and if the trend continues, more LCP patients

may come to Taiwan as medical tourists in years to come.

With a view to promoting medical tourism, the government established the
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“Promotion for Internationalization of Medical Services Program” (PIMSP).* Hospitals
that are members of the program aim to attract international patients and some larger
hospitals have set up a department dedicated to serving medical tourists. The name of the
department varies. For the anonymity of the participants of this study and for simplicity,
such departments are all referred to as the Department of International Medical Services
regardless of the actual names used at the hospitals. Most hospitals provide language
services. However, only one hospital specifically stated on the official website that
interpreting services are provided at extra charge on the patient. The most common form
of language services is actually escort services where a hospital would assign a bilingual
staff member to accompany the patient throughout the process of receiving medical
services. The staff member may serve as an interpreter if needed but is not a professional
interpreter nor is interpretation his primary responsibility.

Aside from hospitals, Taiwan’s government and non-profit organizations are also
taking measures to overcome language barriers in medical contexts. Taiwan’s government
has recruited on-site interpreters to serve at local medical centers. There are also two

national hotlines that provide various services to foreigners, including interpreting

4 The official title of the program initiated by the Executive Yuan is “B R FS R E LREMES T, As of
June 2018, English official name of the program has not been found by the researcher. Therefore, the
term, “Promotion for Internationalization of Medical Services Program”(PIMSP), used in the study is
translated by the author, and is subjected to change should the government announce an official English
title for the program.
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services. However, due to resource constraints, these services are restricted to basic

interactions and the interpreting services are not provided by professional interpreters

(Fan, 2011). In the private sector, a non-profit organization called the International

Medical Translators and Interpreters Association (IMTIA) was founded by Fu Jen

Catholic University in 2015 with a view to train medical interpreters in the high-end

market. According to IMTIA’s official website, one of the organization’s missions is “to

organize international medical translator and interpreter certification examinations”.

While such examinations have not been held, the statement per se shows IMTIA’s

ambition to facilitate the professionalization of medical interpreting systems in Taiwan.

In addition, IMITIA has organized a 48-hour training program for Chinese-English and

Chinese-Japanese language service providers who assist LCP patients to receive health

check-ups. The training program includes lectures on basic knowledge of health check-

up, interpreting courses, and actual practice in hospitals. The design of the program is

similar to that of the training programs for interpreters in California. There are 24 training

programs for medical interpreters in California and the curricula also include interpreting

techniques, medical knowledge, and actual practice (Fan, 2011). While IMITIA is still a

young association and the effect of talent cultivation may take years to surface, it is fair

to say that the ultimate goal of the IMITIA s to create a sound medical interpreting system.

While previous research in Taiwan has revealed the existence of language barriers
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in hospitals and the public and private sector are working on providing solutions to the

problems arising from language barriers, a comprehensive view on the current situation

of cross-language communication with LCP patients from all sources has not been

constructed. The demand for medical interpreting in Taiwan also remains unclear.

2.5 Summary

Research conducted in Taiwan and other countries has demonstrated the challenges

posed by language barriers in health care. Without overcoming the barriers, disparities

in health care cannot be eliminated and promotion of medical tourism can be difficult.

Studies conducted in Taiwan mainly focused on Southeast Asian immigrants and

addressed the issue from patients’ perspectives. This study aims to shed light on the

issue of language barriers and the need for language assistance in Taiwan’s hospitals on

a broader scope by incorporating all types of cross-language communication between

physicians and LCP patients regardless of the patients’ backgrounds. In addition,

understanding that Taiwan’s government is putting efforts into establishing professional

medical interpreting services, this study also explores the demand for and expectations

of professional interpreting services in hospitals from the physicians’ points of view so

as to provide practical suggestions to the government on designing a system that suits

actual needs.
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Chapter 3 Research Methodology

The researcher conducted twenty-one in-depth one-on-one interviews with
physicians working at medical centers in Northern Taiwan in this qualitative study. Each
interview took around 0.5-1 hour. Venues were selected by the physicians. While most
were conducted at the hospitals that the participants work at, some were conducted at
coffee shops in Taipei for the participants’ convenience. All the interviews were
transcribed and coded by the researcher.

3.1 Sampling

Purposive sampling and snowball sampling are applied in this study in accordance
with Chen (2013)’s sampling method. Twenty-one physicians participated in the study.
All participants are government certified physicians currently working at one of the nine
hospitals classified as medical centers® in Northern Taiwan that are members of the
“Promotion for Internationalization of Medical Services Program”(PIMSP). The nine
hospitals include Tri-Service General Hospital, Taipei Municipal Wanfang Hospital,
MacKay Memorial Hospital, Shin Kong Wu Ho-Su Memorial Hospital, National Taiwan
University Hospital, Cathay General Hospital, Taipei Veterans General Hospital, Far

Eastern Memorial Hospital, and Chang Gung Medical Foundation. The PIMSP program

> Hospitals in Taiwan are categorized by the government into 4 levels, which are Medical Centers,
Regional Hospitals, Local Hospitals, and Clinics. While scale is not the sole categorizing metric, the scale
of the 4 categories are generally in descending order.
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is organized by Taiwan’s central government and members in the program are those
willing to participate in promoting medical tourism. Therefore, it can be inferred that
physicians working in these hospitals have a higher likelihood of treating LCP patients.
The research focuses on the 9 medical centers because they are large in scale and tend to
attract more patients.

Among the twenty-one participants, seven are residents who are only in charge of
inpatients, and fourteen are staff physicians who are responsible for outpatients’ diagnosis
and treatment (Table 3). The participants are scattered in the nine hospitals mentioned
above (Table 4) and work in various departments (Table 5). Considering the exploratory
nature of this study, it is the researcher’s intent to invite participants from diverse
backgrounds in order to acquire a broader understanding of physicians’ demand in

different hospitals and departments.

Table 3
Participants’ positions
Position Number of participants
Resident—1% & 2" year 5
Resident—3' & 4" year 2
Staff physician—Iess than 5 years 9
Staff physician—b5 years and above 5
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Table 4

Participants' hospitals

Hospital Number of participants
Chang Gung 2
MacKay
Wanfang
Cathay
Taipei Veterans
NTU
Shin Kong
Far Eastern

P O P W W L NN

Tri-Service

Table 5

Participants' departments

Department Number of participants
Oral Surgery 1
Plastic Surgery
Neurology
Dermatology
Otolaryngology

Pediatrics

Radiation Oncology

Psychiatry
Urologic Surgery

Cardiology

Endocrinology
Chest
General Medicine
Ophthalmology

RlRrlRr|dRPrIRPR|IP| WL, ||

3.2 Interviews

In-depth, semi-structured interviews were conducted. The interview structure

contains 8 main open-ended questions along with some follow-up questions designed by
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the researcher beforehand. The first version of the interview outline was designed by the

researcher based on Diamond et al. (2009)’s interview outline and revised in collaboration

with a Taiwanese physician with more than five years of working experience in Taiwan’s

hospitals to ensure that the questions suit the current situation in Taiwan (Appendix 1).

The physician served as an advisor to the research and is not listed as one of the

participants.

Four pilot interviews were conducted in October 2017 to further ensure the validity

of the interview outline. The outline was revised based on the pilot studies. For the

remaining seventeen interviews conducted between November to December in 2017, the

second version of the interview outline was applied (Appendix 2). Since the revisions

were minor, the results of the pilot interviews were analyzed along with other interviews

instead of being separated.

All participants received an invitation letter written in Chinese from the researcher

with an introduction to the purpose of the study and a list of the interview questions. An

interview was scheduled once the participant accepted the invitation through email. The

length of the interviews ranged from 0.5 to 1 hour. The interviews were conducted in

Chinese. At the beginning of the interview, the researcher would give a brief introduction

to the research, ask the participant to sign the Consent Form for their participation in the

study, and then move on to the questions listed on the outline. The researcher adhered to
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the sequence of the outline in general to avoid skipping questions. However, when a

participant touched upon other issues listed in the outline, the sequence may be changed

to maintain the flow of the interview. When a participant brought up a new issue, the

researcher may ask follow-up questions to get an elaboration. The researcher also

paraphrased or elaborated on the outline to clarify the questions for participants. Before

ending the interview, the researcher would confirm certain background information with

the participant, including years of experience, practicing department, and oversea

experiences. Lastly, the researcher would ask the participant to look through the outline

again, and reconfirm that all the questions have been answered and that the participant

has no more thoughts to add.

All the interviews were recorded with the consent of the participant. For the

participants’ privacy, the researcher would stop recording when a participant picked up

the phone or talked about personal issues unrelated to the research matter. The participants

were reminded at the beginning that they have the right to stop the recording at any time

during the interview, ask the researcher to delete the recording, or ask the researcher to

leave out certain comments even after being recorded. Among the twenty-one participants,

only 1 participant asked the researcher to take two comments off the record for personal

reasons.
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3.3 Data Analysis

The method for data analysis for the study is designed by the author and based on

Chen (2013) and Edwards et al. (2005). Transcriptions were made within a month after

the interviews had been conducted. After thoroughly reading through the transcriptions,

the researcher first categorized the content into 3 main categories, which are background

information, current situation in the hospitals, and physicians’ expectations of

professional interpreting services. More detailed recurring themes were then identified

and coded by the researcher. All the codes were induced from the interviews instead of

being set by the author in advance. A complete chart of the codes can be found in

Appendix 3.

After coding the data, quotes were excerpted and translated into English. The

translation was done by the researcher and reviewed by one professional translator and a

bilingual physician, who is not a participant of the study to ensure the accuracy and

objectiveness of the translation.
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Chapter 4 Results

In this chapter, results of the twenty-one interviews conducted will be presented in

four sections. The first section gives an overview of cross-language communication in

Taiwan’s hospitals. In the second section, all categories of cross-language communication

between a physician and a Low Chinese Proficiency (LCP) person (patient or patient's

proxy) as indicated in Figure 2 below will be analyzed individually. The third section

states the demand for and expectations of professional interpreting services from the

physicians’ perspectives. The last section provides in-depth analysis of the results.

Low Chinese
Proficiency

People
[

Patient Patient's Proxy
|
[ |
Medical Tourist] |General Patient — Family
[
[ |
White Collar Blue Collar [~ Caregiver

Native English
Speaker

Non-native
English Speaker

Figure 2. Categories of LCP people that physicians may encounter
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To ensure anonymity, participants are addressed and quoted by their assigned
numbers, for example Participant 2 or #2. The department and current position of a
participant would be shown in a parenthesis following the assigned number when the
physician is quoted. The symbols used to demonstrate a participant’s position are R
(resident) and V (staff physician) followed by the years they have served in the position.
For example, a 1%-year resident would be addressed as R1 and a 5"-year staff physician
would be addressed as V5. Where a senior physician has served as a staff physician for
more than ten or tewnty years, the position of the person would be referred to as VV10+ or
V20+. The symbols are chosen because they are commonly used in Taiwan’s medical
system. When a quote is cited, the original quote, which is in Chinese, would be stated in
a parenthesis underneath the translated quote.

4.1 Frequency of cross-language communication and backgrounds of patients

While physicians with more than 10 years of experience observed an increase in
LCP patients, all the physicians stated that the frequency of cross-language
communication in general remains low. Most physicians treat fewer than 8 LCP patients
per week. Some physicians even treat less than 1 LCP patient each month.

#1(oral surgery, V10+): There are certainly more [LCP patients] than before, but the

number has not increased by much. At mostit's 1 to 2 [LCP patients] per month.

(MHRCLIRTE 2RSS > i B BHIEEAEMRA - —EATEZ 1~ 2{F - )
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#2(plastic surgery, V10+): There is indeed an increase in foreign patients. My hospital

is receiving more and more [foreign patients] thanks to our promotion [of medical

tourism].

(O AMEE EEE S © FRMESBEBAGIZ - [N Rk MR Be A | )

#16(radiation oncology, V5): The number is probably fewer than 10 in a year.

(—EAREA ElE i3 10 {E - )

In other words, LCP patients may actually account for only a small portion of all the

patients at this time and may not bring significant effects to the medical system.

There are two methods of registration for patients. LCP patients may register through

the Department of International Medical Services at each hospital or go through the

general registration process for outpatients. While the Department of International

Medical Services is dedicated to serving medical tourists, many international patients

traveling to Taiwan for medical purposes do not register through the Department of

International Medical Services due to high registration fees. A senior physician,

Participant 10, who is well-known in Guam, Indonesia, and Palau, bluntly commented

that many of his Indonesian patients come as general outpatients because the registration

fee for medical tourists is exorbitant.

#10(cardiology, V20+): [Registering through| the Department of International Medical

Services is very expensive. The rate is around 40% more than general registration. The
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Department of International Medical Services basically provides services in English

and they charge extra for everything and everything is much more expensive. [Therefore,

most foreign patients coming to Taiwan for medical services| register directly through

the general counter and not through the Department of International Medical Services

to pay the standard price for foreign outpatients.’

(EPEER RS - MAVESRE I 40%BE%/D » FEEE A st

0

3L > HE At extra charge > FSEEERPEEAIR o Mgk B CE RS T E

REHERES > IR B EHIER - )

In this study, because there is no precise data showing the number of international

patients registering through the general route and the phenomena of such hidden medical

tourists is not the focus of the study, only patients that register through the Department of

International Medical Services are viewed as medical tourists.

Medical tourists account for a very small portion of LCP patients. One reason may

be that most medical tourists request senior physicians. Participants in this study, however,

are relatively young with less than 10 years of experience. Two young physicians

commented that medical tourists tend to request for their instructors.

® In Taiwan, every legal resident, including ARC holders must enroll in the National Health Insurance
System. Once insured, all the medical services covered by the insurance become low. However, tourists
or other foreigners without legal residential status, have to pay the self-payment prices. The rate, however,
is still lower than that charged by the Department of International Medical Services.
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#5(otolaryngology, V2): The Department of International Medical Services also refers

patients to us, however, those patients are usually VIPs with prestigious background or

patients who have connections in the hospital. [...] They seldom come to junior doctors

like me.

(FMTE B R ERE g - (B — A2 B 7 EEERIRAY - Bl 2

st mea ga e TIEARY o [...]—MEELEL junior N EiEIRE - )

#9(urologic surgery, V2):I seldom treat [medical tourists]. Maybe only 1 or 2 in a year.

But my teachers who are more well-known often receive requests from medical tourists.

(Febbb > Ri—FgBE] 1~ 2 (- [ERHAYEED - Ehlea HAVERT

PR AR o )

However, the frequency of treating medical tourists can be low even for senior

physicians. Participant 2 is a senior physician with more than 15 years of experience and

is also a member of the Department of International Medical Services at his hospital. His

hospital is dedicated to attracting medical tourists and he is well-known in the world for

his expertise in plastic surgery. He stated that he treats dozens of LCP patients each year,

among which only around three to five are medical tourists. Another senior physician,

Participant 10, is an authority in his field with over thirty years of experience. He has

been the chief of his department and has been attracting patients from abroad. While he
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does treat many international patients, he estimated that among every 10 international

patients, only 1 registers through the Department of International Medical Services.

Compared to medical tourists, the increase in international patients registering

through the general route and its impact on the medical system is more significant. The

background of LCP patients registering through the general route can be divided into two

major categories, which are white-collar patients and blue-collar patients.

“White-collar patients” refers to patients of higher socio-economic status. They may

be white-collar employees at multinational corporations, business travelers or tourists

from developed countries. “Blue-collar patients” refers to patients of lower socio-

economic status. In Taiwan, this group of blue-collar patients mainly come from

Southeast Asia. They may come to Taiwan as a low-skill worker or a spouse to a

Taiwanese man.

The frequency of receiving white-collar patients and blue-collar patients mainly

depends on the location of the hospital. Several physicians mentioned the impact of

location on patients’ backgrounds.

#3(neurology, R1): I did meet many foreign patients when I did my PGY [post-graduate

year| rotation in the ER. Because there are many Japanese in the Linsen N. Road area

[which is where my hospital is].

(CiEbEA > L PGY T2 BFI A/ NAMBILERZHAN - )
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#6(pediatrics, R4): In Yilan’, most of the LCP patients atre foreign spouses. |[...] I think
there are some embassies around here [where my hospital is] and there are also many
Japanese people and Koreans.

(ERRESFEEIN © [ JENTITFGA —EINE (e - T HHACA - 5

BAMES - )
#10(cardiology, V20+): The demography of patients at [my hospital] is unique. First of
all, most of our foreign patients are from the Taipei American School. [...]They all have
high socio-economic status. Their language ability is relatively better and we can
communicate in English just fine. Another group of patients is foreign caregivers. They
often come in only once and their employers won’t bring them here again.

([FEAIEBerR AR LR Al - 55— 3 BIEEAI N N i 2 B R B
[ JiE 25N A s i s LR High socio-economic » A DAAsESCHE T Al AH
BIEbGs - TSSO EAMA A T - S5—EstEsME > SMEZ R
[EREE > ARHEMITEEDE - BHEE X BERAREEMHRT <)
#19(dermatology, V1): I would say there are two types of foreign patients, those who
speak English, and those who speak Southeast Asian languages, such as Indonesian or

Vietnamese. The latter are mainly blue-collar workers. Those who speak English are

7 Yilan is a county in Eastern Taiwan, which is an-hour drive away from Taipei city. It is known for the
agricultural and tourism industry.
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from European countries or the United States. Most are here for work, some are

professors or students at [a university nearby]. This is because of [my hospital’s| location.

So I think [the ratio of the two types of patients] is about fifty-fifty. We receive a lot of

students. At the same time, because this area is an aging community, we also receive lots

of Indonesian or Vietnamese foreign caregivers.
(BT > W R | — (R ST SCHY > — (B s R e o Y - B2

el > LSRR Y BB R AR BB s LIS e K £ - ZMRINE A

Y > SESE RS A BON Y EGEEEIHY » KRER &SR AR » SR E RN

M REINVEA - G AR A » FTLARESE—F—F » AT

fEESEA - [T REIRNTRS - Fef1iEB tFE R bt & AT DA AL

JREFE S M B L &2y - )

Judging from the participants’ observations, hospitals in certain areas, such as New
Taipei City, may be receiving more blue-collar patients while hospitals in Taipei City
receive more white-collar patients.

Both white-collar and blue-collar patients are diverse in terms of their home
countries. White collar patients from the United States, Japan, and Korea are mentioned
most frequently by physicians. Blue-collar patients are mostly from the Philippines,
Vietnam, Thailand, and Indonesia. The result is consistent with the data compiled by the

National Immigration Agency, which lists citizens from the above-mentioned countries
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as major ARC holders in Taiwan (Table 6). In addition, around 90% of the ARC holders

from Indonesia, Vietnam, the Philippines, and Thailand are classified as foreign workers

(9hEE2%5 1. ) as shown in Table 7. Foreign workers include in-home caregivers,

housemaids, fishermen, labor in the construction industry, and construction workers, who

are all classified as low-skilled workers and are often from low socio-economic

backgrounds.

Table 6

Top 10 home countries of ARC holders in Taiwan

Ranking Home Country Number of ARC Holders
1 Indonesia 257,881
2 Vietnam 228,264
3 The Philippines 164,092
4 Thailand 82,977
5 Malaysia 24,581
6 Japan 18,182
7 United States 12,791
8 Korea 5,481
9 India 3,968
10 Canada 2,985
Table 7
Percentage of foreign workers among the top ranking home countries of ARC holders
Home Country Number of Foreign Workers Percentage
Indonesia 245,778 95%
Vietnam 199,533 87%
The Philippines 157,525 96%
Thailand 74,394 90%
36

d0i:10.6342/NTU201800949



4.2 Current situations of cross-language communication

When physicians encounter LCP patients, the most common solution is directly

communicating with the patient in English as described by Participant 5 and 15.

#5(otolaryngology, V2): I always ask the [foreign patients] directly whether they speak

English.

(FREVEREHE AT A S sl - )

#15(chest, V3): When we first meet a non-Chinese speaking patient, we would first try

communicating in English. For example, Filipino patients can more or less speak some

English, and patients from Western countries can usually speak English.

(B —HFEHRMEE G IR e & RPTLRLIFOCE BEEEE - #5RG

BRSEIERER > VIR ANE RS > — L HAMEE R & o IR

ot

AR )

The solution has been plausible because English education is compulsory in Taiwan

and physicians in Taiwan are trained using English textbooks. Some physicians

confidently stated that they have no problem communicating with patients in English at

all.

#2(plastic surgery, V10+): [Whether or not a physician would communicate differently

in English] has to do with [the physician's] language abilities. For me, [speaking English

or Chinese] makes no difference.
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([(BAEMISGEGAEEMAERESREIAR G > TEAZE 5 )

#7(radiation oncology, V1): If a patient speaks English, we don’t encounter any barriers

because physicians at my hospital have above-average English skills. So 1 haven’t

encountered any challenges in terms of communication.

(Fem o CHIRPIAGE oe 22 A TERE - N R PSR R R 420G » JCkE

WREARGEKREL L EIBEM BT BRI (T TERERE - )

#18(ophthalmology, R1): Basically, as long as a patient speaks Chinese or English, I can

communicate with him without any problem. [...] Actually, the textbooks we use, the

papers we read are all written in English. We are used to those department-specific

nouns and technical words. We are used to using the English terms. In fact, there are

times when I don’t know how to say an English word in Chinese when I talk to a

Taiwanese patient.

(HA b Sl th SO ES - Ml G RIS IR % A2 ok -

A ARKHIERE - [ JHEGRIRAE > B PEESH RSN | Bl

-

FEEHRLL paper (ARSI | P HREBEHFIDE(ERA]H A5 A0 L s

REWMIEEBEAIGH - KA RHE SRR 578 A\ SRR A K S (8 5%

SCETERIR TS - )

However, it is worth noting that the physicians quoted above all have spent years

abroad at English speaking countries. One of them is even a board certified physician in
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the United States. On the contrary, most physicians interviewed have not spent years

abroad and many admitted that while they are able to communicate with patients in

English, the content and the style of communication in English may differ from that

practiced in Chinese. In other words, many physicians trained in Taiwan still feel there is

some limitations in speaking in their second language.

#4(dermatology, R1): You need to demonstrate for foreign patients. [...] I might skip

some details because I don’t know how to say it in English. The part I omit would not

be very important though. For example, I may tell the patient to “use a cotton swab to
yimp g ple, y p

roll gently on the wound and don’t rub on it” in Chinese. But when I talk to a foreign

patient, I would simply say “clean the wound with cotton swabs.” I would leave out the

“rolling” part. While it is not that important, I do think it represents a gap in patient

communication.

(SME A\ PEES AR B Esa L - 3 LR IRANA D B ] A R AR » [N 3k

AFIIE G PO RE - A - A AT —(E R AR E RN DR -

BER - T ARG T BT - RNEERIEERY o ) IR RETERE TP AR g

drsd > o[ EIEIRY MR A AR - T H 2@ > [ clean the wound with cotton

swabs o | A GHEAEEINY - #EAERARESR  HREGESAEE )

#9(urologic surgery, V2): There are things I want to ask but I cannot use very precise

words in English.
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(A —EfrEE AR > (RATCCEERER G INEAANE specific - )
#13(endocrinology, V2): After all, my English ability is not that good. There are things
that are difficult. After all it’s not my mother tongue, I cannot be as thorough in English
as I am in Chinese. Say, I can deliver 100% of my messages in Chinese, but if I speak
English, I might only deliver 70% to 80%of what I intend to say.

(RREHRVFCURE AR AR SRt R EREAEHK
HVBERE > IR S OSGH SRR T SO R QOGS LA 10 oy
HYES - PR HERTCSCTREHRER 7897 )

From the quotes above, it is clear that certain messages may be omitted due to
physicians’ limited language ability when they are forced to communicate with patients
in English.

In addition, even when a physician is confident in his English ability, he may still be
forced to reduce the amount of information delivered in English when English is not the
patient’s mother tongue either.

#5(otolaryngology, V2): Sometimes I would find that the patient’s English is not very

good. Even if you give him a lot of information, he may not understand the message.

He may find it even more frustrating, [...] I would evaluate the situation. If his English

is okay, and he raises questions, I would answer them. But if he is not good at English
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or I don’t see any serious problems, I may not proactively give more information. So 1
think there’s a difference.
(A — SR OSSR ME T IO R R - IRESZIRAEH RS > it A%
BIRES T RGN LR E- [ JRARERGE RIS ok
A P R H e R A > (HR RIS B R - BUERBHRIE AT
PERETRE - ATRERL A & LEVEEI IR E S - REBGEEgR &= - )
Even though the above quoted physicians noticed the limitations of communicating
in English, they did not express uneasiness about the situation or unwillingness to speak
English. On the contrary, some physicians are very reluctant to provide medical services
in English
#3(neurology, R1): Some physicians find speaking English tiresome. If they have a
choice, they wouldn’t speak English.
(AR AERGHEICCE T > DR EA R - )
#9(urologic surgery, V2): We try our best to help. But when we want to deliver some
specific messages, we hope to use our mother tongue, which is Chinese. When we
elaborate on some concepts or things that need to be treated, we don’t want to use
English or other languages that we are not familiar with. That goes for all doctors. We
all know that the medical environment in Taiwan is not very good and conflicts

[between patients and physicians| can happen. What if someone records the
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conversation? They may record a part where you make a mistake. You didn't intend to,

but when you use an unfamiliar language, there’s always something not accurate enough.

This is what we are concerned about. We don’t want to be in a situation where we know

the answer, where we wouldn’t have made any mistakes in Chinese, but make a mistake

in another language. The consequential problems can be hard to deal with.

(FMeEERER  BEH L et > M HEHERMEEE - gt

e BEE AL - AR — LR S B MR B R R PU % - PR

st 0 B HA— P RGEHEESGHE BRI E SR T - R HATAH

HFIE B R A S AT - A AT RE A — sy - AR AR SR EIE ? $REIIR

sEEHHIHLTT - IR R A SR (HRIFARA RSB SRETH &R

AVEEREAEAER 53 - 352 M care HYREL - RIS - HIBHEMILAIE - BH

WM A st - SO~ gt B rHHEMHEES e 17 2%

OT{FREVRE L R e 2 - )

All in all, using English to communicate with LCP patients seem to work out “okay”

on the surface, but possible downsides should not be neglected.

When a LCP patient does not understand English, physicians would use other

communication strategies. Common strategies include gesturing, drawing, writing, or

using an ad hoc interpreter. Since the strategies used are slightly different depending on
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the patients’ backgrounds, the strategies used to communicate with different groups of

patients will be elaborated separately in the following sub-sections.

Whether the physician chooses to communicate in English or use other strategies,

the time spent on treating a LCP patient is consistently longer than treating a Taiwanese

patient. Almost all the physicians stressed this point.

#4(dermatology, R1): It takes more time to treat a foreign patient.

CEIMNE N ETCELRE ] © )

#9(urologic surgery, V2): You only have 3 to 3.5 hours and you need to distribute it

among so many people [80 patients]. 3 hours is 180 minutes. No more than 200 minutes

to treat 80 patients. How much time can you spend on each patient? Probably around

2 to 3 minutes. [In the case of treating] a foreign patient, [...] first of all, you speak

slower. And [maybe| he doesn’t understand what you are talking about. [The

consultation] can take 5 to 6 minutes. In addition, if he wants to be treated in the US

way, he would expect you to talk to him for 20 minutes. [...] Some physicians do find it

troublesome. I also think it’s troublesome.

(IR =B/ INRF R = (8N > BEor45 1882 A[80 A] > ={E/NEFHL/E 180

o > THZF] 200 7y sr4s 80 (B A > {R—{#RLLZ /b 2 Kithwt /2 2-3 7 -

—EINELA - A — (L S Lt - Mt EE A T IR E R - P RESE R L -
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N ARASURFTE RBAVED - —(ERERIRER 20 575 - [ 15

L&A AU B ISRIE - FtSBAS R - )

Time stress along with the stress of not communicating in their mother tongue place

great burden on physicians in Taiwan. The current situation, however, does not provide

physicians with other choices but to find their own solutions to overcome language

barriers and deal with such stress.

In the following three sub-sections, the researcher will review the current situation

of cross-language communication in treating medical tourists, cross-language

communication in treating general patients, and cross-language communication with

patients’ proxies respectively.

4.2.1 Cross-language communication in treating medical tourists

Medical tourists are viewed as VIPs at all the hospitals studied. While each hospital

has a different policy, special services are always provided. However, only two hospitals

stated on their website that translation services are provided, and only one promised to

assist patients in seeking interpreters if needed (Please refer to Table 8 on Page 81).

According to the physicians interviewed, only two had experience treating medical

tourists with the assistance of a professional interpreter.

#7(radiation oncology, V1): Our hospital is in the area with embassies. Pacific islands

that have diplomatic relationship with Taiwan will be provided with an interpreter by
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the Ministry of Foreign Affairs. I once treated, I think an Ambassadort’s wife? I'm not

quite sure since it was several years ago. That was the only time an interpreter was

involved.
(FMEER e A LEEN K EBEFAC R &ie— @M

Gafth—(E 5% - [ JPBRIA OSSR RS A A —L - )

#10(cardiology, V20+): Patients from Palau would definitely come with an interpreter.

[...] A professional one.

(RE— A EFEFEAE%E - [WJEEA)

It is worth noting that in both cases above, the interpreters were hired by the patients’
side, not the hospital. Furthermore, in the case of Participant 10, the interpreter interpreted
from Palauan into English. In other words, despite the presence of a professional
interpreter, the process of consultation was conducted in English, which is the physician’s
second language.

Even though professional interpreting services are not provided for medical tourists
in most hospitals, physicians are generally not concerned about language barriers in
medical tourism. One reason may be that within the small number of medical tourists,
very few are LCP patients. As stated in Chapter 1, international patients from China

account for 70% of medical tourists. Participant 7’s statement supported the data.
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#7(radiation oncology, V1): When we talk about medical tourism, most patients are

from China. So language is not an issue at all.

(el BIPR B et 22 PR ERY » BRI E A SHF—E )

Furthermore, even if a patient comes from countries other than China, he may still

be fluent in Chinese.

#21(endocrinology, V2): Most [medical tourists] are oversea Chinese, so translation is

not a big problem.

([EFEEFIEEES - A EREEA KRG EME - )

Secondly, physicians do not view language barrier as a serious issue because the

patients are often well-prepared.

#2(plastic surgery, V10+): They would ask before they come, so they already know the

details of the surgery [that they are undertaking].

(R A T I8 A A8 > B AR A1 F-AraiE - )

#5(otolaryngology, V2): They would make consultations beforehand. Staff from the

Department of International Medical Services would make arrangements for them. So

the patients probably know they are undertaking a surgery.

(AT E sy BIRER A R A& 2Bk T DAt Mt AR B CE Tl - )

Participant 2 further added that in practice, his hospital works with local hospitals

overseas and encourage local doctors in those countries to transfer patients to Taiwan. In
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this case, patients come to Taiwan only because medical skills or infrastructure are not

advanced enough in their home countries. The patients are fully prepared because they

are already briefed by their local doctors. Possibly because of this reason, Participant 2

confessed that he even once communicated with a Mongolian patient that did not speak

Chinese nor English using Google Translate before the surgery. The surgery was carried

out successfully and the process went smoothly without causing medical disputes.

Overall, medical tourists are from high socio-economic backgrounds and are more

prepared when they go to the doctors. They know what they want and are capable of

overcoming language barriers with their own resources.

4.2.2 Cross-language communication in treating general patients

Treating general patients is another story and can create serious language barriers

that deter the physicians from providing optimal medical services. LCP general patients

can be divided into two categories according to their backgrounds: white-collar patients

and blue-collar patients. As stated in 4.1.1, white-collar patients come from developed

countries and blue-collar patients are mostly from Southeast Asia.

White-collar patients are from higher socio-economic backgrounds, well-educated,

and tend to raise more questions. Blue-collar patients, on the other hand, are from lower

socio-economic backgrounds, have little bargaining power, and tend to follow the
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physicians’ instructions without questioning. Such differences in behavior can influence

the process of communication.

#16(radiation oncology, V5): It is hard to explain their condition to them [Southeast

Asian migrant workers]. On the other hand, he is also afraid of talking with you about

his disease. This situation makes many physicians anxious.

ORI EERR MR B 29515 - Mt A BRI AR 21 SRR ER 5

A OLEEARZER - )

#19(dermatology, V1): When we take history, patients from Southeast Asia are

straightforward. You don’t need to explain much to them. But patients from European

countries or patient who can speak English tend to be more inquisitive.

(YRA B2, > B MM TR - USSR g nris —RFHYaE

HEH SN IR KT IR AR - (HEEEE R BUE eI ERE A

iy

HEMMEEER - )

il

As described by Participant 16 and 19, blue-collar patients tend to ask fewer

questions. Such behavior makes it hard for physicians to determine whether their

messages have been successfully delivered.

White-collar patients can be further divided into two groups based on their mother

tongues. As described earlier, because English education is compulsory in Taiwan and

physicians are trained in English in medical school, most physicians find treating native
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English-speaking patients relatively easy. First of all, these patients usually do not have
trouble understanding the physicians’ messages. Some physicians mentioned that the

patients would proactively double check with them.

#1(oral surgery, V10+): They [English-speaking patients] would double confirm with

(LMD AIE C G =R -

#17(general medicine, V4): Unless we need to explain some medical terms,
communicating with native English speakers is easier. At least they understand most of

what you say. Even if you do not speak standard English, they can take a good guess at

the meaning;

(PRIEA— LB sE R M A AR - A RIREEE R I R i &

— o B/ DRSS S 1 - BRI R

Y= =1

P i B
BE—IFAEAMEE R - )

Secondly, these native-English speaking patients are from developed countries and
tend to be well-educated. This fact can make physicians more at ease.
#5(otolaryngology, V2): Patients from English-speaking countries often have some
basic understanding about [their own condition]. They are not like Taiwanese patients,

who know nothing at all. These patients are familiar with their bodies and some basic
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medical terms. Those terms are not technical terms for them. [...] Basically, you don’t

have to worry about them not understanding what is going on.

ﬂ

CHERRH R SLEE R R AR A MM EE A — L3l Mt gihaE

I AR A RI2E - T B CHY S G SR — SRR aa St 25 -

SR REEA o [ JHA R L 0 2 (PR - )

#06(pediatrics, R4): For [patients from| English-speaking countries, some less technical

terms can be used conveniently. I just say the word and they would understand what

I’'m talking about.

(B A TRIRAE 5 - 7 DRy T P - SRS

ST - i EREE A PIHE R E T )

On the flip side, the combination of good language skills and high socio-economic

background may lead to endless questions that occasionally annoy physicians under tight

schedules.

#19(dermatology, V1): Sometimes I feel like they think they are in the United States.

But the fact is that I need to treat 50 patients, not 15. [...] So with more experience, I

would highlight the main points for them and not let them [ask questions endlessly].

(AFRHEEREAT G EEERER - HEEERME 50 HRAEE - £+

& 5 A - [ JEAT IR SRS - A e MR (e B

ES )
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In addition, nearly half of the participants expressed the challenge they face in using

plain English when communicating with native English-speaking patients.

#4(dermatology, R1): When we were trained in medical school, we did use English

textbooks. However, the terms we learned are academic English terms. I think some

concepts are hard to explain to patients in simple terms. Explaining in plain English is

the biggest challenge I face.

(MM ERLEZEHERE > #EREREFTOCERE - vl 2B AR aE R it

o FHHA - RV RAYFHEEERA IR AL — LR PR - B EHE R

FPRIEEY » 2 LLEDERA 214 plain English BRALFIEEE » TG ERTIRK

FIREEREE - )

#9(urologic surgery, V2): Itis difficult and challenging for us to bring up technical terms

and raise questions colloquially.

(IREYEA F ] B Ay SE R R - R CIEE st A > S P Ak

EIEA PRI - )

#19(dermatology, V1): It’s not hard to deliver professional knowledge because we were

trained in English at medical schools. However, I need to think twice for colloquial

terms. For example, when I teach a patient how to change dressing, and I encounter

some difficult words that he doesn’t understand, I would need to find a more colloquial

way of explanation. Sometimes I need to use Google to search medical English or
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colloquial terms. So these unprofessional stuff, so-called plain language, requires me

some time to think. Unless you were born or have spent a long time oversea, or have

received special training, otherwise I think you’d still be stuck using plain language.

(EFREEE DHAVAEIEZ i N AR EREREAS RIS B2

AR CIEERY AT RE M A — 1 EETT R B AMIAER T oy - 3 — LR TR

WEREERZEAY T > I RE G He A - nIRe EHR—(E IRERY T =0 AHIRHERLZE

%2 Google BR& AT - SR A EEH RSB0 - FREEFRAVHDY > &

P50 plain language KRR RS » ATREZAR - PRIBIE R A WUE E RIS

SR A VB R RN > B AR #al6RHY - FA RSB G O LE Vi

BIEEGRGRRIY )

Regardless of certain challenges, no physicians expressed genuine concerns about

treating English-speaking patients in English. Non-native English speakers, in contrast,

can cause more problems. Japanese and Korean patients are the most common groups of

white-collar LCP patients in Taiwan due to geographical proximity. During the interviews,

many physicians shared their experiences in treating Japanese and Korean patients. Most

have encountered some troubles when communicating with Japanese patients at one time

or another.
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#13(endocrinology, V2): Treating Japanese or Korean patients is difficult. The Korean

patients I’ve met are okay. I could communicate with them in simple English. However,

Japanese patients cause more problems. Some cannot communicate with me at all.

( AR AR B AR SRR Y - Pl N B R B A 8 w] DL > SR B

HEAMEE AL, > (HE H AR RSN B - A2l /is - )

#18(ophthalmology, R1): Communication [with non-native English speakers] is harder

because their English may not be that good. For example, Japanese patients are

common. [..] I do not speak Japanese and some Japanese are bad at English

pronunciation and are not that good at English.

s E S EhR N > RSO RE A KA « BETTER HAZRHY - iEfE Ay

(R e & HAANAYEE > [N AR A HEE - HANARHEISCEEE HATA

At IS A EIRE )

Noticing that treating non-native English speakers can be challenging, physicians

have come up with different strategies to communicate with this group of patients. They

would try to find an ad hoc interpreter, use Google translate, use gesturing or use pictures.

#06: [Sometimes] we have to communicate with Japanese and Korean patients in English

but some of them are not good at English. Then we have to see if someone nearby

happens to know a bit of Japanese and English, or we may need to communicate via

written text.
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( HF#A — L BRI MR TS E - (HRARTCSCARAZ (Rl SR

HEARER B EE LR g —HR H St g — RS TE - ke

%

SEER - )

s

#7(radiation oncology, V1):: Some doctors speak fluent Japanese. Many radiologists or
nurses at our hospital are also fluent in Japanese. So we always manage to find someone
to help. There doesn't seem to be a need for interpreting service.

(A —ERK HSGHRISRA - FMINVBCH EliFRFE AR 2 thal H oGRS IR
FT M IRR IR AGEIA AN - FrEAD- 28 7 22 LIRS - )
#12(neurology, R2): I once met a Korean who doesn’t speak English at all. He doesn’t
understand English either. [...] But some of the nurses know a little [Korean]. They
used Google [Translate] to translate some words and showed the words to him. It was
kind of like vocabulary cards. We used vocabulary cards to translate.

(F BTGB EREE A ME e A Sl sl - Mt fE - [LIEEEAR
HEANG LA Google L5 » FERHANFHEME » ARGET R FF
RENEE )

#18(ophthalmology, R1): [When treating non-native English speakers,] you have to
speak in English very slowly, explain patiently, and sometimes you need to draw pictures.
[...] We would prepare an anatomical picture of the human eye. When a patient doesn’t

understand me, I would point to the pictures and say, “Here. Problem. Here. You have
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some problems here” or something like that. Anyway, so we use gestures and
communicate this way. Just try to make him understand.
([BEIFESESCRIREAYR EIF]  (REESSO SRR - Ei ke - 2

AR IREERE - [..] FfE0e B —(ERE R ARHE - BSE - HEERA

TR [EREBE4ATS > 2380 | Problem | Here ! You have some problems here | 22

Y KIEsUZEE B T-EM - BOUSEEE - AR T - )

Some physicians would use written text to communicate with Japanese patients
because some Chinese characters are borrowed by Japanese, also known as kanji (J£5) .
However, this strategy can lead to confusion at times. Participant 9 shared his experience
in treating a Japanese patient that lead to misunderstandings. The patient is married to a
Taiwanese woman, but did not come to the doctor with his wife when participant 9 tried
to explain to him that he had ”bladder carcinoma in situ”. In Chinese, “carcinoma in situ”

(JHfird= ) can be directly back-translated to “original cancer”. In fact, carcinoma in
situ happens at an early stage when found in other organs. However, carcinoma in situ is
a serious problem that requires extensive care when the tumor grows in the bladder.
Because Participant 7 wrote the word “carcinoma in situ” in Chinese, it was the only word
the patient could use to do research.

#9(urologic surgery, V2): He believed [his condition] is in its eatly stage. When we told

him he will require extensive treatment, he questioned us because he looked up
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“carcinoma in situ” and it means early stage. He didn't understand why we told him it's

dangerous. [...] Eventually, we had to write down the information and told him to ask

his wife to immediately translate our message for him.

(BRI > MR RER M /R ER extensive HY treatment HYHF(E - ittt

&

SRR M@ (AR AR R R A question {3 > (REPEE

RErEe > NRIRARERM R E—ERERAY - [...] RAGEF AR —

2o AT B RBEE TAORMEERMEE « BRAACRKES - SE S ERERG

Gt BN

Another case of misunderstanding took place when a pediatrician failed to deliver

the message accurately to a Korean father. Participant 6 talked about one time when he

treated a child who suffered from serious fever. Fever was actually one of the symptoms

of the child’s illness, so the fever did not need to be treated. However, because the Korean

father didn’t understand the explanation made by the physician, he raged when the child’s

fever didn’t come down. The physician commented that language was an issue and that

case left a deep impression on him.

#06: 1 think it was mostly my fault. [...] I didn’t explain clear enough in English and his

English was not that good either.

(EEEZAERE C - [ JFoCR s lE 1 AR S A AL ok )
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To avoid these misunderstandings, the use of ad hoc interpreters is common when

physicians communicate with white-collar, non-English speaking patients. Because the

use of ad hoc interpreters is a major issue that requires deep analysis, this strategy will be

discussed in a separate section later.

Overall, physicians have concerns treating white-collar patients that do not

understand Chinese or English. However, not all participants mentioned such experience

and they have mostly managed to communicate with the patient even without the help of

an interpreter.

Physicians’ communication with blue-collar LCP patients is a different story. All the

participants talked about the language barriers they have encountered when treating blue-

collar LCP patients. Many expressed their frustration.

#13(endocrinology, V2): It’s harder to communicate with immigrants, foreign workers.

Those who come as a laborer and are of lower socio-economic background, this group

of patients can have more communication problems. Two things. First of all, those

labors may not have the sufficient level of knowledge to communicate with us. Second,

language becomes a barrier. So far, it is impossible to overcome language barriers. If he

doesn’t understand Chinese nor English at all, it’s very troublesome in the medical

context.
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\

(e REEBH RSB S > B M | s B T - Pttt (i fEfitt

e (Y —(EEFAH > A2 B SRkl b PSR A R - [ Ry e -

Fr—E MRS THIRIE AT el A 2l — (& ] LR P Mg - 5—(E

sliEst = LR - 555 LAVEBELA L H A A Ak - 405 4t 52

EFEAETSL > R NAGIS > K —(EAE S LA Er RIsE - )

#15(chest, V3): If we meet a patient from a non-English speaking country, especially

from Southeast Asia, say Indonesia or the Philippines, patients who aren't that good at

English, we would encounter a barrier.

(R Z=AFNGMIA B — RS & > )RR a5 HIEEUE

SR E R AN - A A IERIGEEN > RMTHE GBS T - )

When a blue-collar LCP patient comes in by himself, physicians often use gestures

to communicate with him.

#13(endocrinology, V2): Patients from Southeast Asia often have thyroid problems. [...]

This is something I can identify from their appearance. With some gesturing, he would

know my answers. It’s like communicating with [deaf people].

(BR P e AR H A IR R R s TR TSR A e S MR _E il =T LA

B 2 R HEEY - I —2 T8 - EE—EE > iR EE R

A& > FRE—(E R SRR AV iEE - )
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#17(general medicine, V4): I would use simple [words] and gestures to communicate

with the patient when there is no one that can help.

o BN RGeS AR > R &IZAAALIEL - )

#20(endocrinology, R4):: When the agent is absent, I would try gesturing. I had worked

in the emergency room for a while. At the ER, I once saw a foreign worker that simply

pointed at his stomach. [...] [Even though we cannot communicate with them,] we

would still do some check-ups and try to save his life first. If we cannot communicate

at all, I would use gestures or Google translate.

CHIRZAR T EAERYES - ATRERUEEE T 20 - Z it RS —1

AEAER T—AstEEt T ek L R RMEA LB R g Je Lok By

T EEGHEM AR AN | BAYEEI2A ARERUEE MRS | 5/E Google

translate 7 S8/ - )

Aside from gesturing, another common method of overcoming the language barrier

when treating blue-collar patients is using an ad hoc interpreter. Most patients are

accompanied by their friends or agents. Some physicians even encourage the patients to

find an ad hoc interpreter to help. The use of ad hoc interpreters will be discussed in a

latter section.
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4.2.3 Cross-language communication with patients’ proxies

Aside from communication with patients, language barriers can be present when

physicians communicate with patients’ proxies, such as caregivers and family members.

This existence of language barriers was not expected by the researcher. Instead, it was

identified during the first few interviews where half of the physicians brought up the

challenge they face when communicating with patients’ foreign caregivers.

This problem occurs most often when treating inpatients. The most common case is

that a patient has been bed-ridden for a long time and is accompanied by a foreign

caregiver instead of a family member. While foreign caregivers who have been in Taiwan

for a longer period of time can usually speak at least a little Chinese, physicians find it

hard to acquire information from or give instructions to foreign caregivers who are new

to Taiwan.

#4(dermatology, R1): Sometimes the old man/woman is bed-tidden and cannot express

anything, so you need to ask the caregiver. When you encounter a caregiver who does

not speak Chinese or English at all, you would need to gesture or use single words to

communicate. [...] I think it’s a big problem. We communicate with caregivers very

often, especially for inpatients since the patients’ family may not be at the ward all the

time. Instead, they would go home and leave the caregiver to accompany the patients.

You [as a physician] go to check on the patient every day, but the senile patient cannot
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express himself at all or may be suffering from dementia. So you ask the caregiver, but

you often cannot get the information that you need.

CREHEER] AT EAVRE A G RE - IRutE 2 M AME R - sLE RS

R i L & A B ALY T SRR IS SE AT e B Rk e T M > B B

L JERBERERRARNERE - BEARERE - LHEERWA » ZE R

—

&b

B NEEAEFE - IFEBRGEERA > FAENEERR

WA BUR R ST L M55 B ERE & A A B REAY RS - )

#5(otolaryngology, V2): Some inpatients are cared for by foreign caregivers. The

caregiver may have recently arrived in Taiwan and only speaks English. If she knows

English, it is okay, we can still communicate. But it may be hard to communicate with

those from Vietnam, the Philippines, or Indonesia in the beginning. And we need to

wait for the patient’s family members. [...]Head and neck cancer patients are in the

hospital longer. They would be accompanied by a foreign caregiver. When we

communicate with the caregiver, such as telling him to fetch something, asking him to

inform us [physicians] when his employer [the patient’s family members] come, or

instructing him to feed and care for the patients, these things can be difficult to teach

if his is not proficient in Chinese.

CREHEA A EBTE — ISR > AN ARG 2 2 A HEg3ass

PO A DURE > HAR TR - SEEE B - —BAtar g thicE
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—L BERIGIEA - [...] BHSVEG B R A RTEUE S ME - B R AL

i > EEANER RS PEER Y - SR BRI - e B EEG feR - (B

(TR - M SO b RS - )

The problem of not being able acquire critical information from caregivers can be

even direr in the case of mental illnesses. Participant 8, who is a psychiatrist, shared an

experience of treating a patient with mental illness.

#8(psychiatry, R1): The patient suffered from alcohol withdrawal syndrome. Heavy

drinking probably messed up his mind. He hit people every day. He hit the caregiver

every night but forgot about it in the morning, I wanted to know what happened at

night but the nurse wasn’t there at night. So only the caregiver knew what happened in

the ward. I wanted to know if his behavior at night showed the signs of delirium. But

all I could ask was “Did he hit you?” She would say, “Hit me.” All she could say was

“He hit me.” In Chinese. She would say, “He hit me”. But aside from that, when I asked

her, “Did he know the time and date? Or whether it was day or night?”” The caregiver

didn’t understand my question. I need to confirm if the patient still had a sense of time

and date, or know the people near him, whether he has reality or not. Because delirious

patients may lose their sense of reality during the night. [...] I wanted to make sure if

he hit people because he was conscious and simply wanted to hit someone or because

he was delirious. But when I asked the patient, the patient would say “Yesterday? I fell
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asleep. T forgot. Did T hit someone? Maybe yes. In the end, we can only assume that he

is delirious, though we cannot be certain.

O N EERETEER - e e ERE TR IEE T - SREET

K EEFTERE - (HEARTERTECERS - BAEKIE MG E3E A 72

B2 A G HEEHEAESEE - B UM s A G R 155 £ (1

S PR E A G ERA R AU T e, IBE BT R RETH

ZIEFIREMA AR ? e > FT30 - M S Ea T FTEe > P g

st AT He o EZHAMAYFRIM - AR RIERAE S H %R 2 E - 5

R? . EEEERIEAE o N EREME W AL L MR A ERE AR

YR - FILARER - AR T 1A AR RIS (E RN

5o [ JIREREEMAT NS BRI - s8I T A EEAH S

PRI EEIIEIE - BRRRHEA - AR T RVERSE. . TR | 3

Tac 7 WATTHE ? R AR M {ERISEC T o ) FTRAER IR | FRFIEE

fATRE A - (R E 2 AR AMEEFSE - )

In the story that Participant 8 shared, the patient was eventually transferred to a
rehabilitation center after a month because the National Health Insurance only covers
the expense of acute psychiatric wards for one month. Participant 8, however, did not
think his illness was cured and believed that he could have adjusted the dosage of drugs

or the treatment methods if he had been able to retrieve accurate information from the
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caregiver.

Overall, the stories shared by physicians show that it is hard for medical staff to

gather detailed information on the conditions of inpatients when facing language

discordant caregivers.

In cases where physicians cannot communicate with the foreign caregivers, they

would sometimes turn to the patients’ family members.

#9(urologic surgery, V2): If [I cannot communicate with the caregiver|, I would call the

patient’s family and ask them to find someone to accompany the patient.

(R Bk A R B P & E R T EehR A G sBth M= A A

FE55iE - )

#14(endocrinology, V5): Sometimes when the caregiver is not capable of doing the job,

I would urge the family to keep a close eye on the caregiver. I would also give the

caregiver some homework. For example, when I want the caregiver to monitor the

patient’s blood sugar, I would hand her a booklet, draw some pictures to show her how

to test blood sugar, and ask her to return the booklet to me next time.

(FARHEOREE L Tt B AT EE - BEER GG —EYER

BRI MMAE - FREGEMAT - TG E TR (RS - M N ORE 2

SEHIE(EERPY - )
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However, a physician raised a point that the inability to communicate with an LCP

caregiver can be dangerous in the case of an emergency.

#21(endocrinology, V2): Sometimes there are no family members around and you can

only ask [the foreign caregiver|. But she cannot provide some information because

she doesn’t understand your questions. Some caregivers cannot communicate in English

either. This situation would be very hard to deal with. Oftentimes, we have no other

choice but to call the family members to acquire the information you need. Usually we

can communicate with family members. However, it can be dangerous at times. In some

urgent cases, we cannot find any family members during daytime. They may be at work.

(A gk Rl R @ H A AE - (REBE[INEEE] » 5Lk information ffIAR

ATMESRAE > TN R iRt ] SE AT T IRER (1 > 3 — S5t AT > 32

TEl HHITRIAEE - SR A o Btk A F T EREE 208 > — SRR E RS

B B E ] DR IrE R | (B2 AR Ek AR EER - AR R &

RS > HTREE KIRAFIRA - MaTRefE E3E - )

Another common way of communicating with LCP caregivers is using ad hoc

interpreters who are also foreign caregivers. Due to the significance of the topic, the

strategy will be discussed in the next section.

When caregivers do not speak English or Chinese, physicians can turn to family

members as a last resort. But in another scenario where the main communicating
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counterpart is the family member and the person is not proficient in Chinese nor English,

the physician would have no one to turn to. When language barriers bar physicians from

communicating with family members, serious problems can arise in an emergency.

Participant 15, who is a surgeon vividly shared a commonplace scenario.

#15(chest, V3): For instance, we often encounter emergency situations in the ICU

(intensive care unit). The patient may suddenly show cardiac and pulmonary arrest.

When this happens we know that the patient is in dire condition and has a high chance

of dying despite resuscitation effort, and communication with the patients’ family will

be very important. In fact, this situation is rather common: a foreign worker gets injured

at work and ends up in the ICU, shortly the patient’s loved ones fly all the way here.

They are unfamiliar with the environment and do not understand our words. Then the

aforementioned scenario takes place, the patient has a cardiac arrest and requires

emergency resuscitation. Normally when this happens, as a pulmonary specialist, if we

know that the patient has little chance of survival, we will suggest the family members

to choose palliative care. In this case, however, we will need immediate translation to

communicate with the patient’s family members in a clear and timely manner. Because

English is not our native language, miscommunication can still occur which will

definitely result in further complications.
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(EETTsRAENIEm e - HE R & BRI PR R SHIRN - W A ATREZE A2

AT 0BE LBk E T EE ERFITRIHE ER & AT ekt < A R

8 MEZSETRIER & - BIESRC N B iR t@ e - ISRt R TR 2R

WRE - REEE LEEBPEESEAE  IMES TAEGE LIFRAEEI BT

IIEEN R P Z 1% > #2 N AGH A Al RERE T Hig B R BUSMER I - (B2 A4t A2

g o Ae N E - R AIER RS WIMEEAYERAVIES > 282K A M -

A LBERRIG R BENERAVIETY » BFINRER IS RIZEGE  EfEM AR

THEA REES RS2 > T E MEL R R R B E 7 SR AR > iSRS » 12

BRAVIRILZ MR S Dt IRFE RIS > [N Rl 2 RIS > 282888 4 TFILiR

FEARF R B IR - N REIR B CRESERY > B A SLaE i 8 nl e il

EEREA AR - EHEHE —EHE - )

In the scenario described by Participant 15, language barrier not only wastes the

precious time of saving lives and saying goodbye, it also places great mental stress on

both the physician and the patient’s family.

The existence of language barriers in communicating with patients’ proxies can be

concluded with Participant 18’s statement.

#18(ophthalmology, R1): Aside from the patient, the patient’s friend, relatives, or family

can be our main subject of communication. Because the patient per se cannot
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communicate with us, it can be difficult when that major communicator is not proficient

in English.

(BT HELISN - FRHESUZ AT ~ MLAVER - fRYZE > AR

{672 EERIBAVAS > N Ry IR - 5 (8 £ R m R R H BSOSO R

LG A BN EE - )

Whereas communication between physicians and patients is crucial, the importance

of communication between physicians and patients’ proxies should not be neglected when

discussing the impacts of language barriers on the provision of medical services.

4.2.4 The use of ad hoc interpreters

It has been demonstrated in Chapter 2 that past research repeatedly showed the

negative impacts of the use of ad hoc interpreters. However, according to the participants

of this study, the use of ad hoc interpreters remains prevalent in Taiwan’s hospitals

regardless of the patient’s background. While some physicians have concerns cooperating

with ad hoc interpreters, they have no other choices but to rely on the unprofessional

services as stated by Participant 5 and 13.

#5(otolaryngology, V2): I may tell her to bring a friend who is more proficient in

Chinese to translate for her. Or ask her if there is anyone else she knows that can help.

Or ask her if her employer would come with her. This is all I can do because there is

no one else who speak the Southeast Asian language.
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SRS A HA ST AT AR SO SR TN A e R R R AT <

% ARteA MR mETES )

#13(endocrinology, V2): At [my hospital], we cannot find any interpreter to help
facilitate communication. So we need to rely on [the patient’s] friend that speaks a little

Chinese or English, or even his employer or agent. That’s pretty much how it is.

( AHAIFRAVE B - Bt i 2 a] IR TR AR » BN 2K
R EF DR BB IR - & —RiEEE SR g — R 2R
fr R EBE o AE - R ER T ! )

In addition, many physicians believe the service provided by ad hoc interpreters is
sufficient and that they do not need a professional interpreter as long as they can find an
ad hoc interpreter. In other words, the existence of ad hoc interpreters may be a factor that
undermines the demand for professional interpreters. Due to the significance and
relevance of this issue, the use of ad hoc interpreters is singled out and discussed in this
section as a major strategy applied by physicians to overcome language barriers.

There are three kinds of ad hoc interpreters mentioned by the participants. The first
is friends and family. The second is agents or employers of foreign workers. The last is
other foreign workers. Participants usually have confidence in friends and family.

However, physicians’ perceptions on cooperating with agents or employers of foreign

69

d0i:10.6342/NTU201800949



workers varied. In the following paragraphs, the use of the three kinds of ad hoc

interpreters will be reviewed respectively.

Physicians are used to relying on the patient’s friends and family to interpret for

them.

#10(cardiology, V20+): I have more problems with Indonesian patients. Usually

Indonesian patients are overseas Chinese. What usually happens is that a Chinese

Indonesian is satisfied with our services. Since there is no National Health Insurance in

Indonesia, he brings a relative/family member, who is also an overseas Chinese, ot his

friend to us next time. However, the people he brings do not understand Chinese. So

when we communicate with the new patient, he would speak Indonesian. We would

have someone translate and help us ask the patient questions. Because he [the new

patient] is introduced by a former patient, the person who brought him to us in the first

place would serve as the interpreter.

(PEEAR HEZHE » Elfe A - Hle gk e 25 0E - B E HiIR

EiER > —EENeVEERRMTERENER 38 NRHELA 2 RER

BT R R AR ALY 2 A2 > AR5 > SO AT 2K - (HR AR Z 1t Al

BN GEESL T o A LA MIER P MIEsHRF 5 > el Ess « BMTHEERIEE > BefM

HEBEMA > A BEAANE > SUEAMEA D /M ar AR =R - )

In some cases, the patient would serve as an interpreter for his friends and family.
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For example, Participant 6, who is a pediatrician, mentioned that when he treated a

bilingual child with English-speaking parents, he would sometimes communicate with

the kid in Chinese and let the child communicate with the parents for him. While the

physician also explained crucial points to the parents in English, the child still played an

important role in lowering the language barrier. Another case of a patient being the

interpreter took place in the psychiatric department.

#8(psychiatry, R1): The patient was proficient in both Japanese and Chinese but his

mother only spoke Japanese. We wanted to ask the mother some questions so the

patient served as an interpreter. The mother talked to the patient and the patient

translated for us.

O AJE HEBEREIREED ] DA - (B ARIEE 20 HeE > A LR E AN

NHIHERS » B A e] DUS BT B - M Ak > i AFERIRFT - )

Physicians may be concerned about the friend or the family member's language

ability.

#5(otolaryngology, V2): I once met a foreign worker who came in with someone who

I thought was her agent but was actually her friend. Her friend had been married to a

Taiwanese for many years and speak fluent Chinese, so she served as an interpreter. So

you can say some more complicated concepts and the friend would explain to the

patient. However, sometimes you don’t know if there's any incongruity [between your
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message and her words] because you don’t know their language and the person is not a

professional interpreter. She is simply from the same country as the patient, speaks

good Chinese, and able to understand Chinese. She also speaks the patient’s language.

However, she is just a friend and not a professional interpreter.

(FABEBERINGR M AREE T SRS Z M @&l - =]

MG REERZE T > FTLIEEEREIRE G4 - Fr At T fRiaE: - 2

AR ] DAGERE (Ut —BhHY » e R iR - R B AR IR A KB TR

FEFEEZ D N R EAMERES - AME AN S EERHRIEE R U2 FAD

FOARYEY ~ B  thEER MRS, > SRR SRR > AR —HFE

SERASM )

However, Participant 5 was the only physician who directly expressed the concern

about patients’ friends’ inability to interpret accurately.

Overall, physicians seem to trust friends and family as ad hoc interpreters even in

cases where these ad hoc interpreters may be biased. Take the above-mentioned case in

psychiatry described by Participant 8, the physician believed that the patient would

deliver all necessary messages even though he mentioned that patients with mental illness

often do not think they need to be hospitalized and the patient was actually reluctant to

Serve as an interpreter.

On the contrary, many physicians do not trust agents or employers as ad hoc

72

d0i:10.6342/NTU201800949



interpreters even though reliance on them is commonplace and often the only choice left

to the physicians.

Physicians do not trust the agents or employers mainly because of their positions as

supervisors of patients and may thus affect the patients’ behaviors.

#3(neurology, R1): I think it is more troublesome when the employer is present. He

may be the employer or the agent. He would inquire you on the labor’s condition. You

would explain to him in Chinese and he would explain to the patient. However, we do

not understand what the employer says [to the patient]. We do not know what message

the worker receives. Does he know how to care for his wounds or that he needs

rehabilitation? Does he know he has labor insurance? You would fear that the patient’s

rights are controlled by [the interpreting employer]. [...] We can only rely on the

employer or the agent, but he may have his own concerns. Maybe his factory cannot

afford to let this worker get a day off. Maybe he doesn’t want the patient to participate

in rehabilitation or even receive follow-up checkups. Or maybe the employer does not

want to pay for treatment, so on and so forth. All the scenarios are possible.

(FEFSRELAR T A ZMEE - ET e REL « HIRe i - T RE G ERIK

S (857 THYW1E > Ret A hoGR it - e EEir - SR e T AR 2

BT E - JPIABEES TREZ FIREE B - R EE IR G

il s AR (- M FRAIAHIE ? EHESMAREE S IR IRE
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#13(endocrinology, V2): I think that when I find an agent or an employer to make a

medical decision for the patient, the patient does not express his thoughts to us directly.

His decision is passed on to us by the employer. The lack of neutrality makes us

concerned. [...] I have met authoritative employers. When an employer comes in with

the worker and they are on good terms, it’s okay. However, the companionship of an

employer may lead a patient to conceal his illnesses.

(FMEREH - SRR T — A E R LA B A e s

R BN NI BRI - ARV R RA SR 1 L At He M

0o KA T —(EPIIYIE  ARHER TG IEEIEC - [ ] REBEBELED

$

TERERHY » ERF A It S e LRE(E - Je LR AR AR R HEE

EEEASEEY  IRELREFRARHER S A RHER AF — LR RERE S

AR )

#15(chest, V3): It is common to see agents serve as interpreters for both inpatients and

outpatients. We can tell from their tone that sometimes they are very impatient. When

the agent is impatient, communication would not go smoothly. [The patient] may be
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afraid and may thus simplify his symptoms and not describe in details. So when we do

history taking, all we get is a simple “yes, and no” answer, straight answers. At times, we

may therefore overlook some details.

(e mEEE b i geE E R e Pty s/ DElErid s

HERM T EEE R TS e A ARHE S SHRAIE - A IEETIRN

Z T HEASARERL G A RANE - [REIERE > iRt — AR T

bz > IRAMRAR ISR detail > AHEPIGER ER2_EIMEERIHVEE R 2 IR’

Bo5 kA —HREIRNEZR  EERELE I ZES i s — ey Ny

—EE4HET - )

Conflicts of interest between the patient and his/her employer or agent reasonably

raise many physicians’ concerns. Some physicians, however, do not hold such negative

attitudes towards agents and employers that serve as interpreters. They think it is good to

have someone to help and trust that the agents and employers would not want to harm the

patients. A participant also mentioned that it is important to make sure the agent/employer

is supportive of a patient’s decision.

#11(radiation oncology, V3): We would try our best to strike a balance. Of course we

need to put the patient at the center. We do know that everyone’s perspective is different

because of personal interests. But if the patient is a foreign worker, he would need to

communicate and negotiate with the agent [on future treatments]. In a sense, we are
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assisting them to communicate with each other. We need to find a [treatment plan] that

the agent can accept. This way we're really doing good for the patient.

(M= E AR T RS — A PR EREELIR ARO[

EHEREE /D N R AR RS R B A — 1 (AR HEREE

TE SR AR S MAIR R THYEE - @R (h o 2 R AR E Lk

AR AR A R > FT AR R SR M A B G E B S T - KR M-

B EAE—(E AT LUEZ - A ] DU BR 572 B BRTZERA

it 1S

#14(endocrinology, V5): I think it’s good to have the agent present. It’s certainly a good

thing. Because he can help me deliver my messages so that I don’t need to be worried

that language becomes a barrier in letting the patient’s right of understanding his illness.

(FEFEMERT S ERRNE - A ABE M ] LR B A RS (E R

{8 FAVEEEAIE L LR FIER A R SRR B RS W A TS (E

A - )

#20(endocrinology, R4):: We cannot be 100% sure what the agent’s interpretation is.

However, we believe [they] won't want to harm others. So we trust their translation.

(TR AR TMTHE IR A 2 HRVERNL | B2 EARKEA

7 ST AL | BT DAgiE S (e MBS - )

#21(endocrinology, V2): I think most employers would let the patient make major
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decisions themselves.

(BEBERRE - KRE e TEELREGEMANRE - )

Regardless of their confidence in agent/employers’ neutrality, some physicians have
come up with strategies to ensure the accuracy and completeness of the interpreters’
interpretation. For example, while Participant 14 stated that it is nice to have agents as
interpreters, she has taken measures to ensure that the agent/employer does not omit
important messages.

#14(endocrinology, V5): I would not say everything at once. I would say a few things

and ask the agent to [translate] and see if the patient understands.

(B EREl—XEET » gl —Lk - 2MEER - RIS ST - ZMe B E

AfE )

Another physician uses a similar strategy as Participant 14.

#21(endocrinology, V2): We would tell the interpreter to be mindful of certain points.

Usually, we would say one sentence and ask him to translate the sentence. By doing so,

I think the possibility of making mistakes is lower.

(BeMMEN G PRENGE G R EOE R — R MUEEN ST el — ) ~ fhaf—

w) o ERRIEZ SRR Z LD - )

In other words, whereas physicians have concerns with regard to the

agent/employer’s stance as an ad hoc interpreter, they have no other choices but to rely
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on the agent/employer. All they can do is to apply different strategies to ensure the

accuracy of interpretation.

The last kind of ad hoc interpreters commonly used in hospitals is other foreign

workers. This scenario often takes place when physicians cannot communicate with

inpatients’ foreign caregivers. Several physicians mentioned turning to other foreign

caregivers for help at wards.

#12(neurology, R2): When we encounter [foreign caregivers] with little experience, we

would find someone from their country that serves at the same ward to interpret for us.

(AFRHEE L& R INER ] - [FW 55 A 54— (EER At R SR 4RV

EACEERE - )

#17(general medicine, V4): Most foreign caregivers are from Indonesia. I think they

receive some training before they come to Taiwan. Some are not that good. But basically,

we would use body language, so we would say "pat him" and actually pat [the patient]

to demonstrate. We would use simple English with gestures to let the caregiver

understand her job. If that doesn’t work, there are many other foreign caregivers in the

hospital, and we can just ask them to help translate.

( RIRAEEE R EENERY - R Z AT R E g2 —LE training > 5 —

BLE RN R AL | BRI | WEABGEE S 0 Wi — 10 THAE NG o R

FE B AT BRI AR S TR - HHVATT  RIEEEZIREA
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SMRE - FRBIREV LI & sy S MR B TS - )

#20(endocrinology, R4):: Caregivers are also good interpreters. Many categivers are

from Vietnam and Indonesia. [...] Some of them are not proficient in Chinese, but the

caregiver serving the patient in the next bed may be an Indonesian that came to Taiwan
earlier. She may have stayed in Taiwan for a long time and married to a Taiwanese
husband. In that case, her Chinese is very proficient. So we can ask the caregiver of
another patient to serve as an interpreter.

(EEHETE MERIERER - WARZEEMEE  ZhiH — R

Y~ ENJE2REY - [ MBSO KA - (B2 BREEPRIY B SE M2 Hl R A] RELLRL

F—BARIENE N TSR R E S AMEFTIR  FEREIRA T ~ R T -

HWEHEE R BN 2 v] DISERREE R B RE 2 Y - )

Several physicians stated that caregivers with more experience would know some
Chinese and that is why they can rely on these senior caregivers as interpreters. In addition,
the caregivers are often more than willing to help. Participant 3 described that when she
needed to acquire some information through foreign caregivers, the caregiver working for
the patient next by would actively help her to communicate with the caregiver.

#3(neurology, R1): The caregiver caring for the patient in the next bed would come to

help and discuss with each other. It is like a support group. It’s quite interesting.

(PREERL G RCRE > siEhitaEANE - 2oF —EE g - EH&SL - )
79

d0i:10.6342/NTU201800949



Participant 20 also thinks that most foreign caregivers are passionate about helping

to facilitate the communication.

#20(endocrinology, R4):: Usually they would help their compatriots. Some are very

eager to help. They would help you deliver the message [to another caregiver| without

being asked.

CEFEMMEERERE ORI > FTLMh A — S8 O EEREIR LSS

Ko )

From the tone of physicians, it is apparent that they appreciate and are satisfied with

the help of senior caregivers when they encounter language barriers.

Without a professional interpreting system, physicians have become reliant on ad

hoc interpreters in Taiwan’s hospitals. More importantly, many physicians seemed

satisfied with the help of ad hoc interpreters albeit understanding that these interpreters

are not professional and cannot provide optimal services.

4.2.5 Hospitals’ measures to overcome language barriers

On the institutional level, hospitals have also made some efforts of overcome

language barriers. Most of the 9 hospitals included in the study state on the official

websites that language services are provided for medical tourists (Table 8).
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Table 8

Language services provided for medical tourists

Hospital Language services provided for Medical Tourists
Chang Not specified

Gung Website: http://www.chang-ung.com/en/about.aspx?id=71&bid=7
MacKay | Translation-language translation

Website: http://www.mmh-imsc.org/en/services-1/

Wanfang | Translation services

Website: http://healthcare-

p.tmu.edu.tw/OL D/tw/WFH/International.htm

*Note: The list of services cannot be found on the English website.
Cathay Provide Chinese, English and Japanese customer service

Website:
https://www.cgh.org.tw/en/health_care_services/international_01_tw.ht
ml

Taipei Other-language-speaking patients will be helped by volunteers or

Veterans | translators
Website: https://imsc.vghtpe.gov.tw/archive/page/services

NTU Bilingual inquiries
Website: https://www.ntuh.gov.tw/en/IMSC/services/default.aspx

Shin We have coordinators who can speak English, Japanese, Cantonese,
Kong French, Palauan, and Chinese. We can translate all the documentations,
such as letters of consent, discharge instructions, and other medical
documents for treatment into the appropriate language for the patient's
convenience. Special arrangements may be available for other languages.
Website: https://www.taiwan-healthcare.org/medical/niche-medical-
Service?mtsProductsSysid=MtsProducts20161208184218469074367

Far Provide Chinese and English Guidance
Eastern | Website: http://depart.femh.org.tw/ips/eng/about2.html
Tri- Interpreter (additional charges required)

Service Website:

http://wwwu.tsgh.ndmctsgh.edu.tw/wenslee/ims/imsengs/index.asp

However, the information is not clear. When translation services or bilingual services

are provided, most do not specify the languages of services. The phenomena may reflect

the hospitals’ negligence of such services.
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In fact, all the physicians interviewed stated that they have not cooperated with

translators or interpreters provided by the Department of International Medical Services.

Some hospitals would hire bilingual members as patient’s escort to accompany the patient

throughout the process of receiving medical services. The staff may at times serve as ad

hoc interpreters. However, interpretation is not their prime task and they are not

professional interpreters.

#5(otolaryngology, V2): I don’t think [the escort from the Department of International

Medical Services] is an interpreter. Even if they do interpret, they are not professional

interpreters.

(FEG R R S SR - M SRR A2 E SRR - )

#19(dermatology, V1): For students or foreigners [registering through the Department

of International Medical Services|, the European or American patients would have

someone who speaks English escorting them. If the nurse is not proficient in English,

the staff would help to interpret. If the physician speaks good English, they can

communicate with the patient directly.

([P AR SR A B2 N AR > BREVIR 22 ey B > fhfry 2K

WA — (&SI - ARG REARE AT & - Ml S AEsE

PR AR FC EEi ey - SRk e DA R - )

The hospital that Participant 14 and Participant 15 work for has come up with ways
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to assist general patients.

#14(endocrinology, V5): Our hospital does have an interpreting system. The hospital

conducted a survey on the languages physicians know and asked physicians whether

they would be willing to serve as an interpreter if a patient needs one.

(FMEEHERZ R - MR Edat BEmRIE « SUakeY > HIE T 1EEE

5 REMGET R A EEREREAREEEEEE - )

#15(chest, V3): There’s a service center at my hospital where social workers provide

translation services in languages such as Vietnamese. However, they can only provide

written text translation [and not interpreting].

(FMBeNA —Ert TR > AT ft— G raE R = H o th nT DU (L

{ERREFR BEARMHE (ER A EE - )

As shown by the quotes, hospitals may have noticed the potential problems and have

taken measures to overcome the language barriers. However, the hospital’s strategy as an

organization is in fact not far from physicians’ personal strategies, which include using

ad hoc interpreters and finding bilingual staff members to communicate with LCP patients

directly. The variation of language pairs are also insufficient to meet the needs. Participant

14 further pointed out that while the hospitals asked physicians to serve as interpreters,

there are no physicians that know Vietnamese or Thai in the hospital. The two languages,

however, are often used by Participant 14’s patients.
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4.3 Demand for and expectations of interpreting services

Physicians participating in the study mainly stated that they are satisfied with the
status quo and regarded the establishment of a professional interpreting service system as
unnecessary. One major factor contributing to the low demand for professional
interpreting services is that physicians think the frequency of seeing LCP patients is still
low.

#14(endocrinology, V5): 1 don’t think we need [a professional interpreting service

system]. Itis not cost-efficient. I mean medical cost. In addition, there aren't many [LCP

patients]. [...] In the past years, I may be able to count the number of [LCP] patients

I’ve treated with my ten fingers. I have seen thousands of patients in the past couple of

years and only 10 are [LCP patients].

(HREAFEEILLZFRG R] - RARER T AERA - BRER - 11 HisfE
VA EIRS(.. BT v REm A HE TR i DA 2K B2 F AT RE
TRETER A - AR S TR - )

#18(ophthalmology, R1): I think the main reason [that we don’t need a professional

interpreting service system now is that] there are not many [LCP patients]. If Taiwan

really becomes globalized and the government successfully promotes international
medical services and people speaking different languages come to Taiwan, we

[physicians] would feel the frequency of meeting these patients increase and thus feel
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the need [for interpreting services].

(HESFEEZNBERER NBEAHZH | ROFRRR BB REEL

BUR B HHEEIR B - Hiy— A e BRI ZGE S I A B &8 HYEE - &M

Rz FE R AR LRI E B GATRE T )

Another factor contributing to the low demand is the lack of trust in interpreters.
Several physicians expressed their concerns about the interpreters’ ability to interpret
medical concepts and would prefer to communicate with the patient directly as long as
the patient can speak English. In other words, while physicians do have concerns about
communicating in their second language, they feel even more uncomfortable giving
control to a third party.

#3(neurology, R1): [If the patient speaks English,] I would prefer communicating

myself [and not through an interpreter|. [...] In some cases, the patient may not want

others to know about his history of illnesses.
(DA A g s E Tt 2 H O/ - [ ] 28 case i S i2du A

AL RIAKIE - )

#10(cardiology, V20+): If [the patient] speaks English, I prefer communicating with

him directly. Because sometimes when you communicate through an interpreter, you

cannot control the quality of the interpretation.

CAORALATSE SR8 > BeG 7S BRI - N A RVRHR R SR (KA
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—EEEE - IR AR E R o )

In addition, the idea of “getting by” raised by Diamond et al. (2009) can be observed
in Taiwan’s hospitals, too. While most physicians agree that they would prefer working
with an interpreter to deliver accurate messages when the patient needs to make major
decisions, they find accurate interpretation unnecessary in minor cases.

#14(endocrinology, V5): As long as I can communicate with a patient, I don’t need an

interpreter. For now, I do feel worried but if a patient seems to have grasped the key

point, I think it’s okay. In some cases where he doesn’t understand me at all, I might
need an interpreter. I’'m concerned that he might not understand the details but as long
as he understands the main points, such as the name of the illness and the drugs, I think
it’s fine. [...] I think having [the laborer’s] agent [to serve as an interpretet| is enough.
(AN A U B HO A T B - R ORI O (HEZRW AL EIEZ A LA

PEIERL > ol EEEY - A SHEISAIWARIEEEE > B &

ATERERME > FLRIGTEE - NAEFTE OHYE LB T - (HE R

—EE ~ S5 MUREESTE - ATE R - [ RE ST A E I

AKERFREAS T - )

#17(general medicine, V4): Let’s be frank, for minor maladies, what you do doesn’t

really matter to the patient at all. On the other hand, sometimes we are involved in

making an important decision. Let’s say, maybe the patient comes to the clinic and was
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found to have some kind of tumor. You explain to him that this requires tissue biopsy,

and further treatment may be needed if the tumor is found to be malignant. In

situations like this, you may find yourself in trouble if you do not communicate very

clearly. This is when I would wish there is a way to relay my meaning fully. But not for

the trivial stuff.

(FBESAREEAR - e H & SR B ATt A G /e Ry

AR E gy - (HE ARG —LEE Y decision making - BEAIER - fEE i

S SR — B PR TR AR R

RIAN S MR B ST B R Y - BRI A A Y EE & R -

AR B R & PeiAy SR A — (YR AT LA fully fE9ReE R R e i

INEEREARHT 2 )

However, more than one physician admitted that the idea of “triviality” may vary

because of the patient’s background.

#7 (radiation oncology, V1):: I do think we always need better communication, however,

a patient’s socio-economic background determines how he is treated. This is undeniable.

For example, you mentioned a case of a bed-ridden patient and his foreign caregiver

that cannot communicate effectively [with us]. And you said that we [physicians] think

it’s okay to use gesturing. However, if the patient were Terry Gou [a Taiwanese tycoon],

he wouldn’t be treated that way. So I think the issue is related to socio economic status
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in a sense.

(BB E MR MBI E S B R RN (AR EEN R AK

B socio economic & A E M #EERFAY = - B S S (EEPEEAARE - EEAER

IR ABAR > SMEA ARG LT EMNE ARG ok - EEEEE

EeiE@ A ZFater 7 et A GHiEtEy - EEFFREGHEZ TR

F socio economic FYFZEEHE )

#17(general medicine, V4): For general patients, I think “the simpler the better”. You

grasp 70 to 80% of what I say. I give you 70-80% of the information and you get 70 to

80% of that information. That should be enough. However, for medical tourists that

demand more of medical services, you cannot just give him 70 to 80% of the

information. You have to be more definite, explain his illness clearly and interpret his

data and test results for him. This is when you might need a professional to assist you

to make things clearer. I think patients have different needs. Those who pay for

international medical services and those foreign workers are of different levels. [...]

They expect to get what they've paid for. [...] So in the case of international medical

services where patients are looking for better quality of care, an interpreter certainly

can help facilitate communication between physicians and patients.

(— AR ARG AR R | OIS - A\ BRI

UrRATEE T  JUritEAR S T - IR UR USRI > BAEZOKEE
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WY MUATHE IR BRI - /53 > FTASRLSEE definite 93 » Jty

AR EREE IS - RRRMLAY data > MR M2y —ELaE R - BTl g RS

HEEENBE—FHEgEERE  NAREEEREEFRARARE > A

TEBEAAM B PR B R AV PR A5 L6 1% TAGHE > RIS/

PIEEARAR B [L]

AFEEIRTE pay > (REES NSRRI IS | [ e R e &

on' B IS — R A — (B LR B HYSE - SRR 2 R im e A — Lt

HEe)

As demonstrated by the aforementioned quotes, physicians do agree that

professional interpreters can help deliver their messages more accurately, but believe that

working with ad hoc interpreters is sufficient in most cases, especially when a patient is

not a VIP.

Itis also revealed that demand for professional interpreting services also depends on

the interpreter’s language pairs and the physician’s department. Many physicians regard

Chinese-English interpreters as unnecessary because they also have fair command of

English.

#7 (radiation oncology, V1):: For physicians, the demand for English interpreters is low.

If we can expand the market to other countries, such as other Western countries or

European countries, the demand for interpreters may be higher.

(& Rl A1 SR 52 = i DS > ORGSR SR AE PEE (R —BERE - & AR TS
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WA AR — S A ST 5 - EETT 3R PE 5 T e E R WO 1755 > 58y
KRG this % - )

#17(general medicine, V4): The demand [for interpreters] is higher for non-native
English speakers. Most physicians in Taiwan have good command of English because
we’ve been using English textbooks since an early age. And we often participate in

overseas conferences, going around the world to network at International Medical
associations.

(FEBLSC AR LI RR T | S H B BB B Al dE S ST A 8 - R R 3dM
/NSRRI E > MBS — LR T G AR  #EER
SR - HFRAVEE RGO )

#20(endocrinology, R4): At my hospital, physicians all have fair command of English

so we don’t need English interpreters. We need interpreters for those patients that do

not speak English, such as foreign workers from Indonesia and Vietnam

QY5 4l S DERAR I E S

4‘3:

Tk B AL PP H B AR Y AR AT S RE T #D
HEEIEE N KRR LR TR EAE—
BFEEE ~ B - )

— ARG I — B ER

The results indicate that the demand for Chinese-English interpreters is particularly

low in hospitals and that providing interpreters with other language pairs may be more
urgent.
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Characteristics of different departments also play a crucial role in affecting

physicians’ perceived demand for interpreters. In general, surgeons tend to put more focus

on explaining the surgical processes because surgeries are usually more urgent and

complicated. On the other hand, physicians that focus on internal diseases are more

concerned about instructions on drugs administration.

For example, a physician in the Department of Oral Surgery mentioned that he would

be more careful and double check with an LCP patient if he is going to conduct a surgery.

Other surgeons also talked about how they find it challenging to explain surgeries,

especially those related to major decisions.

#5(otolaryngology, V2): When we need to perform emergency tracheostomy or

intubation, or need to send the patient to the operation room for fluid drainage, we

must make decisions immediately. We cannot wait for you to go home and ask, or wait

for a few hours to find someone [to interpret for you]. This is a more troublesome case.

(AR SHEHERY) ~ Bl - SO E ARG RS - SIS E

NEREGRIE - ANERIRIEIER  BURFE T - FRE/ N - PR 0 2

TEFE g EbRmiE - )

#9(urologic surgery, V2): It is hard to explain the patient’s disease condition, as well as

the surgery we performed. Because as surgeons our job does not end with the resection

of the lesion, we also need to follow up afterwards. We need to follow the protocol And
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it is hard to explain to LCP patients.

(FERETl0 IR REREIREE - N AR ARANZERAE MEERE R - AR
% HIRZHEHE > #) /e —%&(H protocol B2 7E - AME T (REBA Fram o 5y
N s slasE )
Physicians that deal with internal diseases are often more concerned about

medication since the diseases mostly require long-term medication.

#14(endocrinology, V5): For patients [with diabetes], I'm worried about whether they
understand how to take their medication. I’'m concerned that he might not understand
how to take the drugs, so I would ask him again to make sure that he understands how

to take the drugs. It takes me more time to treat these outpatients.

(RS L TR 8] ROV T TR T HEERRIE > &

L_\_{_,
H\

o
B

2 fE > —RIE R G ERHE A R T EEZ ? E M SRR ST

EEELE% - )

#16(radiation oncology, V5): [l am concerned about] the treatment process, side effects

of the treatment, long term side effects and long term follow up. [...] I fear I do not

explain clearly enough.

(EZHEREEFETHVE Y > B e aETiElER > B —%R

SHAVEITER - RIGIBHEVEL Y - [ T8 L e 5052 - )

#21(endocrinology, V2): Some drugs can cause lethal side effects. We would specifically
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emphasize on that because I'm afraid that the patient does not understand or

misinterpret. [...] What we worry the most in diabetic patients is the issue of

hypoglycemia. We have to make it clear to the patient how dangerous hypoglycemia is,

and how to treat it. Especially because it is often related to the side effect of the drugs

as well as the patient’s diet. Some drugs for thyroid illnesses can also cause serious

allergies.

(8 BRI EEME 2wy - A — BRI E R R i s~ 1

B R o [ JERAME R IR BUR MR A\ g (ks —3E - AP (EEE

PRAGEIAAE - (RMAEAY R EE - MHY B EE PEANLE - R AN E A ED 8 2 S5 R

FHERAAVEREHANLE » FACR KA — 288 - HEBgIREE - )

No physicians, however, are more concerned about language barriers than

psychiatrists. Participants 8, a psychiatrist, explained how he cannot provide medical

service when he cannot communicate with the patient.

#8(psychiatry, R1): I think psychiatrists [really need interpreters]. Because we cannot

say okay, let me test your blood. If the number is high, you have this disease.

Psychiatrists rely solely on history taking to identify symptoms and make a diagnosis.

So if you cannot do that, you can’t even know if he is suffering from a certain disease

or whether he needs to receive a specific treatment.

RSP RITRE LR - NREHRDAIEASR » 4 > FRE(RHhi -
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d0i:10.6342/NTU201800949



TREEEERS > BTLMREUZE(ER - KRS H E2H e iR > 18

2 > BRI e E - & EE MR A S (8N - B 2 ZE G

AV - )

A physician in a different department also stated that she cannot imagine how

psychiatrists can overcome language barriers.

#17(general medicine, V4): [Psychiatrists] probably cannot do anything [when they

encounter language barriers|. They even need to keep the medical record in Chinese

[whereas other departments use English]. They must rely on talking,

(R RS BT ERZ 2 SRR | A P9 28y R T 2 55 o SO - MLl 2 5 st

me 1)

These self-perceived demands for professional interpreting services are reflected on

physicians’ estimation of the value of interpreting services. When the researcher asked

the physicians to quantify the value of professional interpreting services in monetary

terms, many stated that it depends on the interpreter’s language pair, the significance of

the message, and the department that the physician works at.

Asurgeon that speaks fluent English believes that English interpreters are not needed

but is willing to pay 5000 NT dollars per hour for an interpreter that speaks languages

little known in Taiwan, such as Mongolian. An otolaryngologist thinks that an interpreter

should be paid 300 to 500 NT dollars per hour if he serves a general outpatient, but when
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the interpreter is there to help interpret information related to a surgery, the rate should be

1000 to 1500 NT dollars per hour. The psychiatrist that stressed the importance of

communication in making diagnosis for mental illnesses stated that an interpreter should

be paid 3000 to 5000 NT dollars per hour if the interpreter speaks a language that he does

not speak.

The numbers should not be taken as an indication of medical interpreters’ estimated

pay at hospitals because physicians would not be the ones paying for professional

interpreting services and that the question was not designed to identify absolute numbers

but to gauge the value of interpretation perceived by physicians. That being said, the

numbers can still reflect the fact that physicians value professional interpreting services

in cases where the interpreters speak rare languages that they do not speak, and when the

interpreters can alleviate their concerns.

While the demand for interpreters is low, the expectations of professional

interpreters appear high. With regard to a medical interpreting system, physicians are

looking for professional interpreters that are well-trained in medical terms, maintain a

neutral stance, and can deal with cultural differences along with language differences.

Some physicians are concerned that interpreters are not familiar with medical terms

and would expect professional interpreters to receive some training in medical knowledge

before providing services.
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#2(plastic surgery, V10+): [The interpreter] must understands the language of different
departments.
([MEFERIZIFEEGSFES )
#11(radiation oncology, V3): If an interpreter has received medical training, I think
their service would be useful and I would be willing to use the service.
(FREFORZERIINAOFE R 2R FISEZ e AR bR
He)
#16(radiation oncology, V5): I am worried about [the interpretation] of medical terms.
I am already worried that I cannot explain the terms well when communicating with
foreigners. [...] Technical terms or information related to medical services may not be
[explained] clearly, and with an interpreter...If the interpreter understand medical
practices or medicine in general, we would be comfortable since he can make things
clearer for us. [...] If we can make sure that, say the interpreters receive simple training
or know [more about medicine], it would be nice in terms of facilitating communication.
(B LA SR EMEEIE T - N RAAEIRIME A LR s & e 0E
(EE el AN BRI 15 A B SOe LhE fm B R T RV EL 7 & i 5 A 508
% AR E A (EEREEE T RS (EEERR AR T RECERR
SR ERPTERGREUL N R ME M TH S AR [ TR e o] AR

EAEEIEEA N B MMt aES s — e R BRI R > BUEEEE T JE i b
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RARAFHIETE - )

#17(general medicine, V4): A medical interpreter has to work on [understanding]

medical terms.

(EBb OB &SRt/ — e BB E AR RS T IR - )

#18(ophthalmology, R1): [Interpreters] may need to be trained so that they know some

common medical terms.

(OB RITRE RG-S — S B SR B — 2t - )

Judging from the quotes, physicians would be more willing to collaborate with an

interpreter if the person is medically-trained.

Maintaining a neutral stance is also an important characteristics that physicians look

for in professional interpreters.

#12(neurology, R2): I think if the interpreter is not a person of interest [to the patient],

then the situation may be simpler and an interpreter can [be helpful].

(HEEOEENRE MR A RV - AATRE R DL EEEERAE - )

#13(endocrinology, V2): Usually we would hope to have an interpreter who holds a

neutral stance and is not a person of interest to anyone, not the physician, not the

employer. He works for the interest of the patient. Treating illnesses should always be

done for the patient’s benefit. We hope that there can be a neutral interpreter to deliver

messages for us.
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CEERMEHEA —EFEME TN - A =S58y

Mz - @ ARAERANG - tFR TRV - BN ALY - HE A

AHGH I BUAEIH AL - FMT g A —E iy R S E R B

(B E YA ST - )

Physicians’ expectations of interpreters being medically trained and maintaining

neutral stance resonate with their concerns about the use of ad hoc interpreters. While

physicians are mostly satisfied with the assistance of ad hoc interpreters, they hope the

interpretation to be even more accurate and without distortions.

Some physicians further mentioned that they would expect the interpreters to

actively explain culture differences for them aside from simply translating the words.

#1(oral surgery, V10+): Aside from language differences, cultural differences should

not be neglected either. [...] I think interpreters can deal with cultural differences. They

may be more familiar with [the patient’s| language and culture. If they are willing to

help, the communication can go a lot smoother.

(FEZNSEES > IR LR - [ RS 2 e D LS -

AR s T RE B DR AVIE(ERE = ~ EESUE R RERIFEEb#e s - MRFIEHEIT

HEL > EEHEEIRCS T - )

#4(dermatology, R1): I would want [the interpreter] to explain more about cultural

differences. After all, I may not know the patient’s culture. It is better to know more
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about it.

(FeE i s —8h > SUEJTHRYEERE - B RREA T EEETT ~ RS

b RS TEF—RE AT )

Participant 12 stated that she would like the interpreter to explain cultural difference

to her and told a story about how she was not sure if she had offended a Japanese male

patient by repeating a question about bedwetting in front of his wife. The wife interpreted

the question into Japanese but the patient went silent.

#12(neurology, R2): I cannot correctly sense the patient’s emotion. His way of thinking

may be different from me [because of cultural differences].

(FBEFIAZIETHIIESE - tEVETARME A —1% - )

It is worth noting that the problem of cultural differences was not an issue that the

researcher intended to explore. Instead, the first participant actively brought up that he

hopes an interpreter can solve the problem for him. The statement was then supported by

other participants when the researcher inquired them on whether they would like an

interpreter to explain cultural differences to them aside from solely interpreting between

different languages.

In conclusion, the expectations of interpreters generally lie in the understanding of

medical terms, maintaining neutrality, and the ability to explain cultural differences.
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4.4 Discussion

The participants’ responses are consistent with H.-Y. Chen (2013)’s findings in

which physicians notice the existence of language barriers but often hold a passive

attitude towards overcoming such barriers. Such attitude is very similar to Diamond et al.

(2009)’s description of the physicians’ “getting by” mindset. Diamond conducted the

research after noticing that residential physicians tend to underuse professional

interpreting services, and eventually found out through interviews that many physicians

found other communication methods good enough and decided not to use professional

interpreting services for their convenience or other personal reasons. Jacobs et al. (2010)

pointed out that physicians need to be trained as well. According to the study, physicians’

willingness to leverage professional interpreting service system increased after receiving

training courses on the use of professional interpreting services.

The background of the current research is different. Taiwan’s hospitals have yet to

establish a professional interpreting service system, so physicians were not comparing

different choices they already have, but comparing the options they have today with an

“imaginative” professional interpreting system. Therefore, it cannot be assumed that the

mindset of “getting by” would persist if a system is in place. However, people’s values

do not change overnight. And this study does show that physicians are not fully aware of

the risks of not using professional interpreting services. Therefore, if Taiwan is to
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establish such a system someday, training programs may be required to ensure that

physicians know the value of the system and have the ability to utilize the system

efficiently.

Digging deeper into the idea of “getting by”, it is revealed in the interviews that

many physicians find the current situation acceptable because the frequency of seeing

LCP patients is simply too low. Since they do not need to deal with LCP patients often,

they do not find taking more time to communicate with the patients extremely

troublesome. A participant, who once let a patient go without knowing his real condition

due to language issues, even admitted that before being interviewed by the researcher, he

had never thought about seeking other ways to solve the problems arising from language

barriers. He was not alone. It was apparent that none of the participants really thought

about the issues of language barriers before. It took all the participants some time to think

of a case to share with the researcher during the interview.

However, there are two issues worth considering. First of all, this may be a chicken

and egg situation. No one can tell whether it is because there are few LCP patients so the

demand for interpreters is low, or it is because there are no good professional interpreting

services so LCP patients do not come to the doctors. Consistent with the findings of Tsai

et al. (2001), many participants mentioned that patients that do not speak English or

Chinese do not go to the hospital. In other words, there may be a number of LCP patients
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out there who are deterred from turning to Taiwan’s medical system due to the existence

of language barriers. This may also be the reason why even with the sharp increase in

immigrants and medical tourists over the years, physicians do not seem to notice such an

increase. Once a system is built, more LCP patients may show up and the demand for

professional interpreting services may increase.

Secondly, socio economic issues must not be overlooked. While one case of a

physician treating a LCP medical tourist with Google Translate was brought up in the

interview, the case happened years ago. Over the years, hospitals have come up with other

ways to assist medical tourists to overcome language and cultural barriers by either

providing an escort staff or by cooperating with local physicians. The patients per se are

also resourceful and can find their own solutions to overcoming language barriers,

including hiring professional interpreters. The situation is very different for low socio-

economic patients, particularly blue-collar workers that come from Southeast Asia.

Physicians either have to communicate with them through rudimentary measures or find

an ad hoc interpreter. The ad hoc interpreter is more often than not the agent or the

employer of the worker, which can lead to a conflict of interest. Without a professional

interpreting service system, physicians are left with no choice but to accept the fact that

they have to let go of details. “If the person were Terry Gou, he would not have been

treated that way” was a quote from a physician. He was depicting a scenario where the
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Taiwanese tycoon, Terry Gou, was bed-ridden and a physician cannot communicate

smoothly with his foreign caregiver. If the person was the billionaire, no one would think

that using only gesturing is acceptable. The same idea applies to all scenarios in hospitals

where language barriers exist. Mr. Gou would probably not be forced to communicate in

his second language let alone gesturing. It all boils down to socio economic issues when

certain people simply do not have the voice to say “we are not okay with getting by”. And

while the frequency of encountering LCP patients may be low as gauged by the physicians,

for the LCP patients that encounter language barriers, it means a 100% possibility of

running the risk of being misdiagnosed due to language difference.

The problem, however, can be very hard to solve due to a lack of resources. H.-Y.

Chen (2013) stated that some hospitals once set up special outpatient clinics for

immigrants from Southeast Asia but later shut down the clinics due to low rate of

utilization and lack of budget. It is nearly impossible to find interpreters for all languages

immediately around the clock. Taiwan’s medical system is already facing a crisis because

the number of patients exceeds the systems’ capacity. Almost all the participants

complained about how they need to take care of more than 50 patients in 3 hours and

cannot spend 20 minutes on each patient like physicians in the United States do. The two

facts combined make physicians believe that it is not plausible to establish a professional

interpreting service system like the ones in the United States. First of all, they do not
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believe the hospitals have enough money to hire professional interpreters. Secondly, they

do not think they would have enough time to ask an interpreter for help because they only

have less than 5 minutes for each patient. A physician thinks that he may have completed

the communication process as the interpreter is rushing to the spot.

Taking the current situations into consideration, the participants provided practical

suggestions on establishing a language service system that may suit Taiwan’s needs. The

suggestions can be divided into three categories: translation of texts, centralized services,

and use of technologies.

Physicians noted that hiring interpreters can be expensive and it may be easier to

start from translating written texts, including patient education pamphlets and consent

forms. At this time, hospitals in Taiwan have been working on translating information for

patients. However, as revealed by H.-Y. Chen (2013), because the government has not

established specific standards on the level of language services that hospitals should

provide for LCP patients, the quality of translation varies greatly. Some hospitals asked

bilinguals rather than professional translators to translate the documents only for hospital

accreditations. Some participants in the current study also mentioned that the scope of

translation at her hospital remains small. In most cases, only English translation is

provided and many documents are only written in Chinese. Physicians suggested that

patient education pamphlets and consent forms should be translated into various
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languages to make it easier for physicians to explain different procedures in details.

According to the ranking of top 10 home countries of ARC holders in Taiwan, written

medical documents should at least be translated into Indonesian, Vietnamese, Thai,

Malaysian, Japanese, Korean, and English (Please refer to Table 6 on page 36 for the

ranking list).

Translation of text is also important in attracting more medical tourists since

language concordance affect medical tourists’ picks of destinations (Lin, 2011). Yeh

(2013) compared the medical tourism industry in Taiwan, Thailand, and Korea. Thailand

and Korea are both renowned destinations of medical tourists in Asia. Korea was even

awarded as the “Health and medical tourism: Destination of the year” by the International

Medical Travel Journal (IMTJ) in 2018. It was clearly shown in Yeh’s study that Thai and

Korean medical institutions have both put much effort into overcoming language barriers

for medical tourists. For example, the Bumrungrad Hospital in Thailand provides

language services in twenty-four languages. The Samsung Medical center provides

interpreting services in English, Arabic, Russian, Mongolian, Chinese and Japanese. The

official website of the two hospitals are written in at least 3 foreign languages. On the

contrary, among the nine hospitals chosen as the target of the study, five hospitals only

present their websites in Chinese and English. Another three hospitals have further

translated the website into Japanese. Only Chang Gung Medical Foundation managed to
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provide websites in seven languages, including Japanese, Vietnamese, Arabic, Indonesian,

Russian, English, and Chinese. While an official website only provides a small part of

written information about a hospital, it does reflect the hospital’s ambition to attract

international patients. If Taiwan is to broaden the base of medical tourists, translation of

websites may be the first step towards better marketing outcomes.

The second suggestion made by the physicians is to pool resources together so that

the expense of building a professional interpreting service system can be reduced.

Participant 12 stated that the timing of encountering LCP patient is unpredictable, so the

cost of hiring a full-time interpreter may be extremely high for each hospital. Therefore,

it may be better for the government to set up regional interpreter centers and notify the

hospitals on where to find the interpreters. Participant 18, who did not think professional

interpreting services is needed due to the low frequency of meeting LCP patients at this

time, believes it would be more cost efficient to establish a call center dedicated to

medical interpreting to scale up the demand and lower the overall cost. Another physician

also agreed that founding a call center should be plausible.

The suggestion of using telephone interpreting is in fact very practical from the

aspect of the provision of interpreting services. First of all, telephone interpreting is

already commonplace overseas. L. J. Lee, Batal, Maselli, and Kutner (2002) found that

patients are satisfied with the telephone interpreting services provided by AT&T. The
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satisfactory rate is even higher than using an ad hoc interpreter. Dowbor et al. (2015)

further pointed out that the implementation of telephone interpreting system tend to

reduce the use of ad hoc interpreters, and other nonprofessional strategies. In Australia,

even video interpreting services are provided. In other words, experiences in hospitals

abroad have proven the use of call centers satisfactory and effective. Secondly, Taiwan

has already built up similar systems. The Ministry of Labor and the National Immigration

Agency have both set up call centers to provide language services, which include

interpreting services, for foreigners in Taiwan. However, the systems were not established

for medical services only, and the “interpreters” that serve at the centers are not

professional interpreters. In addition, the representative from the National Immigration

Agency bluntly expressed the lack of budget and the challenges of providing professional

interpreting services in the conference focusing on translation and interpretation policies

held by the National Academy for Educational Research in 2013. Medical interpreting is

relatively technical and require a higher level of privacy protection. If the government is

to set up a call center for medical services, medicine-specific issues should be taken into

consideration. For example, the interpreters need to be medically trained and understand

the ethics of confidentiality. Still, now that the government has the experience of

operating call centers, a new system dedicated to medical interpreting services can

probably be established with better results.
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The last suggestion proposed by the participants is to leverage new technologies.

Two physicians believed the problems can be solved with the advance in artificial

intelligence and translation systems. While the physicians did not go into details as to the

specific systems that they are looking for, their reasons for preferring machines over

human beings are worth noting. One physician suggested the use of machines because

machines would record the communication processes and that the record can be reviewed

to make sure the information has been interpreted correctly afterwards. Another physician

wanted to use translation software because the cost would be lower and the systems would

be accessible any time. The two comments resonate with the physicians expectations of

professional interpreters. They would like the interpreters to interpret accurately and

arrive on the spot instantly.

All in all, based on experiences in other countries and physicians’ observations,

Taiwan could start from using low-cost measures, such as text translation, telephone

interpreting, and machine translation instead of providing 24-hour on-site professional

interpreting services.

Since physicians expect medical interpreters to be well-trained, the design of training

programs should be taken into account. To meet up with physicians’ expectations of

interpreters being medically literate, neutral, and culturally sensitive, related courses

should be included in the training curricula. While establishing training programs can be
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expensive, the government or private organizations may start with specific languages and

cater to the demands of departments that encounter more LCP patients to save budget.

For example, Indonesia is the number-one home country for ARC holders, so training of

Indonesian interpreters should be a priority. In terms of training interpreters to provide

services for medical tourists, each hospital can start from the department they want to

promote the most. Shin Kong Wu Ho-Su Memorial Hospital, for example, has established

its fame in cardiac surgery, and could thus start with training interpreters in the Cardiac

Department.

Aside from interpreting for LCP patients that speak foreign languages, language

barriers caused by local dialects, including Taiwanese, was brought up by more than one

participants coincidentally. In Taiwan, Chinese is the official language and many young

people do not understand Taiwanese at all. Some elderly people, however, believe

Taiwanese is the “true language” of Taiwan and will become irritated when talking to

someone who does not speak Taiwanese at all. Some participants do not understand

Taiwanese or speak Taiwanese fluently. They would find it hard at times to communicate

with local patients who only speak Taiwanese, and some have been scolded by the patient

for not being able to speak the language. Participant 13 pointed out that not only patients

are globalized today, Taiwan has more and more physicians who are not Taiwanese.

Physicians who are originally from Macao, Myanmar or other countries may not be able
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to communicate with local patients in these local dialects. Such language barriers within

Taiwan thus should not be overlooked in this globalized world.
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Chapter 5 Conclusion

5.1 Summary of Results

The 21 in-depth interviews with physicians working at medical centers in Northern
Taiwan show that the use of professional interpreters is practically non-existent. In the
only two cases of cooperating with professional interpreters mentioned by the participants,
the interpreters were not hired by the hospitals. And in those two cases, both patients were
medical tourists that registered through the Department of International Medical Services.
In addition, in one of those cases the interpreter was there to interpret from English into
the patient’s mother tongue. In other words, the physician was still speaking English,
which is his second language, even with the presence of an interpreter. On the other hand,
using ad hoc interpreters and directly communicating with patients have become the
major strategies applied by physicians when communicating with LCP patients.

The strategies physicians use can be summarized into Figure 3 and Figure 4. In
Figure 3, Strategy C refers to direct communication, including communicating in English,
gesturing, and drawing. Strategy B is the use of ad hoc interpreters, and Strategy A is the
use of professional interpreters. The frequency of the application of a strategy is higher
towards the base of the pyramid. Figure 4 demonstrates the strategies used by physicians

in different situations.
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Strategy A:
Professional Interpreter

Strategy B:
Ad Hoc Interpreter

Srategy C:
Direct Communication

Figure 3. Strategies used by physicians

Low Chinese
Proficiency
People
I
I I
Patient Patient's Proxy
I I
I I I I
Medical . Family Caregiver
Tourist General Patient BC ac
ABC
I
I I
. Blue Collar
White Collar
BC
I
I I
Native English Non-Native
Speaker English Speaker
C BC

Figure 4. Strategies applied in different cases

*Note. Symbol A/B/C in bold refers to strategy A, B, and C as indicated in Figure 3.
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Cases of misunderstanding have arisen, and yet those cases have not lead to dire

consequences that the physicians know of. Therefore, while the physicians did confess

having concerns about not working with a professional interpreter, they have found the

current situation acceptable.

5.2 Relevance to current situation in Taiwan

Research on cross-language communication and medical interpreting conducted in

Taiwan mainly addresses the issue from the angle of immigrants’ adaptation to Taiwan’s

society. For example, Tsai et al. (2001) and M.-L. Chen and Chiou (2009) focused on

factors deterring foreign workers from seeking medical treatment, and both identified

language as a major factor. Yang and Wang (2003) and Shen (2006) explained how

language barriers can negatively affect the quality of health care received by foreign

spouses.

Fan (2011) and H.-Y. Chen (2013) are the two research most closely related to the

current study. Fan (2011) shed light on the medical interpreting system in Taiwan.

Through interviewing medical interpreters at local medical centers, the research revealed

the interpreters’ views on current training programs and the interpreting system. However,

Fan (2011) did not explore the demand for interpreters from the users’ perspectives. On

the other hand, H.-Y. Chen (2013) zoomed in on the current situation of cross-cultural

communication and slightly touched upon physicians’ demand for interpreting services.
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The research, however, was still addressing the issue from a social perspective and did

not dig into different scenarios of cross-language communication or the possible

structures of a medical interpreting system. This research aims to fill the gaps of the two

previous research by exploring physicians’ views on cross-language communication in

hospitals as well as their demand for professional interpreting services from the angle of

an interpreter.

In addition, as mentioned in Chapter 1, the trend of medical tourism should not be

neglected. Whereas the number of medical tourists is low currently and may not bring

significant impacts to the medical system, language barriers can limit Taiwan’s ability to

attract more international patients. As shown by Lin (2011), language concordance is an

important factor that international patients take into consideration when deciding on their

destinations of receiving medical treatments. With other Asian countries, such as Korea

and Thailand, aggressively building up their medical tourism industry by offering strong

language services, Taiwan should not ignore the importance of language services should

the government want to promote the medical tourism industry and compete with other

countries.

All in all, this study adds on to previous studies conducted in Taiwan by providing

an overview on cross-language communication in hospitals and the demand for medical

interpreting services. The study incorporates all scenarios of cross-language
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communication in Taiwan’s hospitals, including physicians’ interactions with LCP local

patients, LCP international patients, and even LCP patients’ proxies. Furthermore,

whereas the research participants are physicians, the researcher is an interpreter and thus

can combine the point of views of users and providers of interpreting services.

5.3 Limitations and recommendations for future research

There are a number of limitations to the study. First of all, it is a qualitative research

with limited participants. While the researcher has tried to reach out to participants from

different backgrounds, it is impossible to find participants that reflect the demography of

Taiwan’s physicians. The participants’ views may not be generalized as views of all

physicians in Taiwan. However, the results of the study can be used as a base to create

questionnaires for future quantitative studies.

Secondly, the researcher only selected participants from 9 medical centers in

Northern Taiwan. The original purpose was to find participants with higher probability of

treating LCP patients. However, this sampling approach also limited the sample size.

Hospitals in Taiwan suffer from uneven distribution of resources. By choosing the 9

medical centers in Northern Taiwan, the researcher focused on the hospitals with

abundant resources, whereas small-scale hospitals may not have the resources to promote

medical tourism and may not attract as many LCP patients. In addition, the demography

in Northern Taiwan is very different from other regions in Taiwan. Because the capital
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city, Taipei, is located in Northern Taiwan, the region is the major gathering place for

white-collar LCP patients. The demography of patients in Southern or Eastern Taiwan

can be very different. In fact, several physicians mentioned in interviews that the

scenarios were very different when they served at hospitals in other cities. Future research

can therefore focus on hospitals of smaller scale or hospitals in other areas to acquire a

broader picture of the demand for professional interpreting services in hospitals around

Taiwan.

Thirdly, the researcher explored the demand for professional interpreting services

solely from physicians’ perspectives. The results can be very different if the participants

of the interviews are other people in the system, including nurses and patients. Research

conducted overseas has shown that patients may find their experience of seeing a doctor

without an interpreter unsatisfactory even when a physician find the situation satisfactory

(Kline et al., 1980). Similar trends may be observed in Taiwan, too. In addition, nurses,

technical staff, and administrative staff’s perspectives are also worth exploring. In Taiwan,

getting into medical school requires high marks in all subjects in admission exams,

including English. The teaching material used in medical school is also written in English.

Therefore, command of English among doctors is generally above average. Language

requirements for nurses, technical staff, and administrative staff, on the other hand, are

comparatively lower. Therefore, whereas most physicians found it acceptable to
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communicate with patients in English, other staff members may not find communicating

in English an acceptable and feasible alternative.

Fourthly, as Diamond et al. (2012) argued, physicians’ second language proficiency

should be evaluated and policies on the use of second language skills in clinical care

should be established. In this research, most physicians claimed that they are able to

communicate with patients in English, but no one knows their actual level of English

competence or how proficient in English the physicians need to be in order to conduct

medical consultation in English. Future studies may explore this issue by shedding light

on the gap between physicians’ self-proclaimed English skills and the actual outcome of

their communication with patients in English. In addition, Taiwan’s situation is different

from that of the United States’, where Diamond’s study was conducted. In the US, at least

one speaker is communicating in his mother tongue. The most common scenario is an

American physician speaking Spanish or a Spanish patient speaking English. On the other

hand, Taiwanese physicians are often communicating with non-English speaking patients

in English, which means the two sides are in fact communicating in a language foreign to

both. While this is a common communication method used in the world of English-as-a-

lingua-franca (ELF), whether such method is suitable for a place that requires a high level

of accuracy is questionable. Therefore, future research can also focus on comparing the

situation where the physician treats an English-speaking patient in English and where the
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physician treats a non-English speaking patient in English. By doing so, the research

would show whether the situation of cross language communication in Taiwan is indeed

more dangerous than the situations oversea explored by other researchers.

Lastly, the researcher failed to acquire consent from hospitals or the government for

official data and therefore solely relied on information published online and the

interviews of physicians. Future research may reach out to hospitals or the government to

get more comprehensive and authoritative data in order to provide more constructive

suggestions on policies.

The present study is merely a preliminary step towards understanding the demand

for professional interpreting services in Taiwan’s hospitals. Future studies can continue

to explore the demand from different perspectives and at a larger scale so as to paint a

comprehensive picture of the situations of cross-language communication and demand

for interpreting services in Taiwan’s hospitals. It is hoped that the government and the

private sector would utilize the results of this study and future related studies to create a

language services system that suits Taiwan’s need and thus ensure a medical system where

language is no longer a barrier to optimal medical services.

118

d0i:10.6342/NTU201800949



Reference

Alpert, M., Kesselman, M., Marcos, L., & Urcuyo, L. (1973). The language barrier in
evaluating Spanish-American patients. Arch Gen Psychol, 29, 655-659,

American Medical Association. (2007). Office guide to communicating with limited
English proficient patients: AMA Division of Medicine and Public Health.

Bagchi, A. D., Dale, S., Verbitsky-Savitz, N., Andrecheck, S., Zavotsky, K., & Eisenstein,
R. (2011). Examining effectiveness of medical interpreters in emergency
departments for Spanish-speaking patients with limited English proficiency:
results of a randomized controlled trial. Annals of emergency medicine, 57(3),
248-256. e244.

Baker, D. (1996). Use and Effectiveness of Interpreters in an Emergency Department, 275
J. AM. MED. ASSO(783).

Berghout, M., van Exel, J., Leensvaart, L., & Cramm, J. M. (2015). Healthcare
professionals’ views on patient-centered care in hospitals. BMC health services
research, 15(1), 385.

Brisset, C., Leanza, Y., & Laforest, K. (2013). Working with interpreters in health care: A
systematic review and meta-ethnography of qualitative studies. Patient Education
and Counseling, 91(2), 131-140.

Chen, H.-Y. (2013). The doctor-patient interaction in cross-cultural medical care - Views
from clinical physicians (F51L BT 5/E B AT R it & = 4 B 5
) -

Chen, M.-L., & Chiou, J.-Y. (2009). The health care accessibility and medical-seeking
behavior of foreign labors in Taiwan - Case of the labors from THailand worked
in central Taiwan's small and medium size manufacturing factories (£ &4 555
YR AT M R B B 1T Ry LW 9T-DA G p Bl vh/ N B 5 T R 23 58
25 1 EW). Hungkuang Academic Review(55), 97-110.

Diamond, L. C., Schenker, Y., Curry, L., Bradley, E. H., & Fernandez, A. (2009). Getting
by: underuse of interpreters by resident physicians. Journal of General Internal
Medicine, 24(2), 256-262.

Diamond, L. C., Tuot, D. S., & Karliner, L. S. (2012). The use of Spanish language skills
by physicians and nurses: policy implications for teaching and testing. Journal of
General Internal Medicine, 27(1), 117-123.

Divi, C., Koss, R. G., Schmaltz, S. P., & Loeb, J. M. (2007). Language proficiency and
adverse events in US hospitals: a pilot study. International journal for quality in
health care, 19(2), 60-67.

Dowbor, T., Zerger, S., Pedersen, C., Devotta, K., Solomon, R., Dobbin, K., & O’Campo,

119

d0i:10.6342/NTU201800949



P. (2015). Shrinking the language accessibility gap: a mixed methods evaluation
of telephone interpretation services in a large, diverse urban health care system.
International journal for equity in health, 14(1), 83.

Downing, B., & Roat, C. (2002). Models for the provision of language access in health
care settings. California: National Council on Interpreting in Health Care and
Hablamos Juntos.

Drennan, G. (1996). Counting the cost of language services in psychiatry. South African
Medical Journal, 86(4).

Ebden, P., Bhatt, A., Carey, O., & Harrison, B. (1988). The bilingual consultation. The
Lancet, 331(8581), 347.

Edwards, R., Temple, B., & Alexander, C. (2005). Users’ experiences of interpreters: the
critical role of trust. Interpreting, 7(1), 77-95.

Elderkin-Thompson, V., Silver, R. C., & Waitzkin, H. (2001). When nurses double as
interpreters: a study of Spanish-speaking patients in a US primary care setting.
Social science & medicine, 52(9), 1343-1358.

Fan, M. (2011). Healthcare interpreting in Taiwan: A case study of healthcare interpreters
in public health centers in New Taipei City (55 & /& w2 2 e LIFrIL i
REPTAEZE R 75 P).

Farooq, S., Fear, C. F., & Oyebode, F. (1997). An investigation of the adequacy of
psychiatric interviews conducted through an interpreter. The Psychiatrist, 21(4),
209-213.

Fatahi, N., Nordholm, L., Mattsson, B., & Hellstrom, M. (2010). Experiences of Kurdish
war-wounded refugees in communication with Swedish authorities through
interpreter. Patient Education and Counseling, 78(2), 160-165.

Flores, G. (2000). Culture and the patient-physician relationship: achieving cultural
competency in health care. The Journal of pediatrics, 136(1), 14-23.

Flores, G. (2005). The impact of medical interpreter services on the quality of health care:
a systematic review. Medical care research and review, 62(3), 255-299.

Flores, G., Abreu, M., Barone, C. P., Bachur, R., & Lin, H. (2012). Errors of medical
interpretation and their potential clinical consequences: a comparison of
professional versus ad hoc versus no interpreters. Annals of emergency medicine,
60(5), 545-553.

Flores, G., Laws, M. B., Mayo, S. J., Zuckerman, B., Abreu, M., Medina, L., & Hardt, E.
J. (2003). Errors in medical interpretation and their potential clinical
consequences in pediatric encounters. Pediatrics, 111(1), 6-14.

Hale, S. B. (2007). Interdisciplinarity: Community Interpreting in the Medical Context
Community Interpreting (pp. 34-63): Springer.

Hampers, L. C., Cha, S., Gutglass, D. J., Binns, H. J., & Krug, S. E. (1999). Language
120

d0i:10.6342/NTU201800949



barriers and resource utilization in a pediatric emergency department. Pediatrics,
103(6), 1253-1256.

Hampers, L. C., & McNulty, J. E. (2002). Professional interpreters and bilingual
physicians in a pediatric emergency department: effect on resource utilization.
Archives of pediatrics & adolescent medicine, 156(11), 1108-1113.

Hornberger, J., Itakura, H., & Wilson, S. R. (1997). Bridging language and cultural
barriers between physicians and patients. Public Health Reports, 112(5), 410.

Hsieh, E. (2018). Reconceptulizing Language Discordance: Meanings and Experiences
of Language Barriers in the U.S. and Taiwan. J Immigr Minor Health, 20(1), 1-4.
doi:10.1007/s10903-017-0556-x

Hu, D. J., & Covell, R. M. (1986). Health care usage by Hispanic outpatients as a function
of primary language. Western Journal of Medicine, 144(4), 490.

Hunter-Adams, J., & Rother, H.-A. (2017). A Qualitative study of language barriers
between South African health care providers and cross-border migrants. BMC
health services research, 17(1), 97.

Jacobs, E. A., Diamond, L. C., & Stevak, L. (2010). The importance of teaching clinicians
when and how to work with interpreters. Patient Education and Counseling, 78(2),
149-153.

Jacobs, E. A, Shepard, D. S., Suaya, J. A., & Stone, E.-L. (2004). Overcoming language
barriers in health care: costs and benefits of interpreter services. American journal
of public health, 94(5), 866-869.

Karliner, L. S., Jacobs, E. A., Chen, A. H., & Mutha, S. (2007). Do professional
interpreters improve clinical care for patients with limited English proficiency? A
systematic review of the literature. Health services research, 42(2), 127-754.

Karliner, L. S., Pérez-Stable, E. J., & Gildengorin, G. (2004). The language divide.
Journal of General Internal Medicine, 19(2), 175-183.

Kirkman-Liff, B., & Mondragén, D. (1991). Language of interview: relevance for
research of southwest Hispanics. American journal of public health, 81(11), 1399-
1404.

Kline, F., Acosta, F. X., Austin, W., & Johnson, R. G. (1980). The misunderstood Spanish-
speaking patient. The American journal of psychiatry.

Kuo, D., & Fagan, M. J. (1999). Satisfaction with methods of Spanish interpretation in
an ambulatory care clinic. Journal of General Internal Medicine, 14(9), 547-550.

Lee, E. D., Rosenberg, C. R., Sixsmith, D. M., Pang, D., & Abularrage, J. (1998). Does a
Physician - Patient Language Difference Increase the Probability of Hospital
Admission? Academic Emergency Medicine, 5(1), 86-89.

Lee, K. C., Winickoff, J. P., Kim, M. K., Campbell, E. G., Betancourt, J. R., Park, E.

R., . .. Weissman, J. S. (2006). Resident physicians' use of professional and
121

d0i:10.6342/NTU201800949



nonprofessional interpreters: a national survey. Jama, 296(9), 1049-1054.

Lee, L. J., Batal, H. A., Maselli, J. H., & Kutner, J. S. (2002). Effect of Spanish
Interpretation Method on Patient Satisfaction in an Urban Walk-in Clinic. Journal
of General Internal Medicine, 17(8), 641-646.

Leman, P. (1997). Interpreter use in an inner city accident and emergency department.
Emergency Medicine Journal, 14(2), 98-100.

Lin, Y.-Y. (2011). The gaps between international medical marketing strategy and factors
of foreign customers' hospital selection in Taiwan (57 55 5 51 48 PZ [ B8 /F
775 R LS | Z i B P FE LA 25 ] < 722,

Lunt, N., Smith, R., Exworthy, M., Green, S. T., Horsfall, D., & Mannion, R. (2011).
Medical tourism: treatments, markets and health system implications: a scoping
review. Paris: Organisation for Economic Co-operation and Development.

Marcos, L. R. (1979). Effects of interpreters on the evaluation of psychopathology in non-
English-speaking patients. American Journal of Psychiatry, 136(2), 171-174.

National Immigration Agency. (2018). Retrieved from
https://www.immigration.gov.tw/ct.asp?xltem=1347673&ctNode=29699&mp=1

National Tourism Bureau (Producer). (2017). Executive Information System. Retrieved
from http://admin.taiwan.net.tw/public/public.aspx?no=315

New South Wales Government. (2017). Health care interpreting and translating services.
Retrieved from http://www.health.nsw.gov.au/multicultural/Pages/Health-Care-
Interpreting-and-Translating-Services.aspx

Néapoles, A. M., Santoyo-Olsson, J., Karliner, L. S., Gregorich, S. E., & Pérez-Stable, E.
J. (2015). Inaccurate language interpretation and its clinical significance in the
medical encounters of Spanish-speaking Latinos. Medical care, 53(11), 940.

Office of Management and Budget. (2002). Assessment of the Total Benefits and Costs of
Implementing Executive Order No. 13166: Improving Access to Services for

Persons with Limited English Proficiency.
https://www.justice.qov/sites/default/files/crt/legacy/2010/12/14/omb-
lepreport.pdf.

Pérez-Stable, E. J., Napoles-Springer, A., & Miramontes, J. M. (1997). The effects of
ethnicity and language on medical outcomes of patients with hypertension or
diabetes. Medical care, 35(12), 1212-1219.

Patients Beyond Borders (Producer). (2017, 12 14). Medical Tourism Statistics & Facts.
Retrieved from https://patientsbeyondborders.com/medical-tourism-statistics-
facts

Sabin, J. E. (1975). Translating despair. American Journal of Psychiatry, 132(2), 197-199.

Sarver, J., & Baker, D. W. (2000). Effect of language barriers on follow-up appointments

after an emergency department visit. Journal of General Internal Medicine, 15(4),
122

d0i:10.6342/NTU201800949



256-264.

Schenker, Y., Karter, A. J., Schillinger, D., Warton, E. M., Adler, N. E., Moffet, H. H., . . .
Fernandez, A. (2010). The impact of limited English proficiency and physician
language concordance on reports of clinical interactions among patients with
diabetes: the DISTANCE study. Patient Education and Counseling, 81(2), 222-
228.

Seijo, R., Gomez, H., & Freidenberg, J. (1991). Language as a communication barrier in
medical care for Hispanic patients. Hispanic Journal of Behavioral Sciences,
13(4), 363-376.

Shen, C. W. (2006). The influence of medical behavior and barriers of foreign brides from
Southeast Asia: An example of Taichung City (3 F i 8 B 15K BT T A ZEA]
FHEREZ IR LA 5 TR A5 ).

Tsai, W.-C., Chen, L.-S., & Kung, P.-T. (2001). Factors associated with delay to visit
physician among the foreign laborers in Taiwan (75855 T /&5 ZE:R 5L EE K2 HAH
BHIR 2 2 W5%). Taiwan Journal of Public Health, 28(2), 109-122.

van Rosse, F., de Bruijne, M., Suurmond, J., Essink-Bot, M.-L., & Wagner, C. (2016).
Language barriers and patient safety risks in hospital care. A mixed methods study.
International journal of nursing studies, 54, 45-53.

Weinick, R. M., & Krauss, N. A. (2000). Racial/ethnic differences in children's access to
care. American journal of public health, 90(11), 1771.

Woloshin, S., Schwartz, L. M., Katz, S. J., & Welch, H. G. (1997). Is language a barrier
to the use of preventive services? Journal of General Internal Medicine, 12(8),
472-477.

Yang, Y.-M., & Wang, H.-H. (2003). Life and health concerns of Indonesian women in
transnational marriages in Taiwan. The journal of nursing research: JNR, 11(3),
167-176.

Yeh, T. W. (2013). Comparison study of the development of medical tourism industry in
Thailand, Korea, and Taiwan (35 ~ 2 ~ 5 = B/ 5 B R 15 7 5 ZEFE 7 [1LET
7).

123

d0i:10.6342/NTU201800949



Appendix 1 Interview Outline (Version 1)

mHEEEE AR IO ERRTERE? (—H%Y0)
How often do you treat Low Chinese Proficiency (LCP) patients?

75 ] B i BE g SRR A 2 A 8 S0 P B ey LI e I s i oK 55 At
B (U52H - BkEE 4 8)
How do you communicate with those patients? Have you ever use the hospitals’
professional interpreting services or ask someone around you to help interpret? (If

not, jJump to question 4.)

QSR B A {E A IR AR - SRR IR R S FAV AR (IEBFRIEA LIRS
a5 -

Please tell me about you experience of working with an interpreter (either

professional or unprofessional interpreters).

a. RfTEEERAEROEESTE?

Why did you choose to work with an interpreter?

b. ZEERLEREGESFBREENEA] ?

Do you think the interpreter helped facilitate the medical process?

c. EBRUsERE B LA ?

What do you think about the quality of the interpretation?

d. #BfEfAEAEHREEINR ?
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Did any unexpected events take place?

4. ZAEAOERBVERREE? BRARAHFEER BEBLES

Ull

Y
Why didn’t you apply for professional interpreting services? Was it because you
didn’t know how to apply for it or that you didn’t think interpreting was needed?
. BB mkme AT SIS NERI s B R A A B
Please tell me about your experience of communicating with LCP patients in
English.
(1) PSSR LA S T2 e RV ZE R (HTEE 2
What’s the major difference between communicating with patients in English
and in Chinese?
(2) AT B HIRERT - B ETAPLEPREL ?
Did you face any challenges when you talked to patients in English?
(3) AT BB E HREI a2 s R s i T =S 7 (i - Zak—RG
EWRMERETTES TR EENER)
Did you adjust your communication approaches when talking to a patient in
English? (For example, elaborate more on your messages, double check if

your message has been fully delivered, etc.)

(4) BENEEEE N SIS HiEkE A =R 7
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Is talking to a non-native English-speaking patient different from talking to a
native-English speaking patient?

(5) B HARERA LEERY - G g B BEERNYNE?
If there were an interpreter, do you think the messages you delivered would

have been different?

N

SRS N G i i R PN - IS RGO AR ERY SR e —BE

Can you think of a time when communication issues with LCP patients has led to

errors or near misses? Please elaborate.

TR R VAR A 5 o R M T L R SR o P T s s 2 (B = Bre P il

AR  $H AR LIEE B SR TE0S ISR ~ BE U7 hns 55 H 5 sk

BHEES - )

What would make it easier for you to use interpreter? (For example, changes in

the interpreting system, increased staff awareness/education, training on using of

interpreters, awareness of their availability, etc.)

R8RSR e i B S RERERY SN B A - B eaE T DAL

2

What else can the hospital do to increase the quality of communication for LCP

patients?
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9. BHHEIPRERHY IR - CEA (T E i ST H R S IE N 7

Is there anything else you think we should know about interpreting services in

medical tourism?

*Note: The English translation is for demonstration only and was not included in the

interview outline sent to the participants.

127

d0i:10.6342/NTU201800949



Appendix 2 Interview Outline (Version 2)

A M E BN G o BT 7

How often do you treat Low Chinese Proficiency (LCP) patients?

(1) EPREE A - BTTRUEHYRE - Ui ? FEUE YR teEhE ©
Do the LCP patients mainly come as medical tourists or outpatients? What are
the major mother tongues of the LCP patients?

s o J ] B A Bh g R A 2 A o S (e P B ey L e I Bl oK 55 At

B ?

How do you communicate with LCP patients? Have you ever use the hospitals’

professional interpreting services or ask someone around you to help interpret?

(1) BIPEEREEIHY A B2 G o i e B ©
Has the staff at the Department of International Medical Services assisted the
patient to find an interpreter?
(2) BLELER - B2EARERE?
Are foreign workers accompanied by their employers?
i Je& FEIEE S G il R SEIEA 2
When employers serve as interpreters, do they help facilitate the

process of care provision?

i, ERREAEIRAHEREINRR ?
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Have you encountered any unexpected events when treating foreign

workers?

. BB mk e AT SIS NERI s B R A 4 B

Please tell me about the experience of communicating with LCP patients in

English.

(1) LB LA SR8 e RV ZE R (HTEE 2
What’s the major difference between communicating with patients in English
and in Chinese?

(2) DATESCRI B HRERT - B ETAPLEPREK ?
Do you face any challenges when you talked to patients in English?

(3) AT BB E HREI O E 2SR R i T =S 7 (i - ek —RG
EWRMERETTES TR EENER)
Do you adjust your communication approaches when talking to a patient in
English? (For example, elaborate more on your messages, double check if
your message has been fully delivered, etc.)

(4) BEWNREER AR B E O AR ?
Is talking to a non-native English-speaking patient different from talking to a
native-English speaking patient?

(5) LUEHIRHAIAE - Wh—(EERE s A s 5l o S A i i
129

d0i:10.6342/NTU201800949



In the case of your department, do you find any parts of the health care
processes that require repetitive communication?
(6) R AR B NE R T i B F N - (RS R iR EY B ele — B
s ?
Can you think of a time that communication trouble with LCP patients has led
to errors or near misses? Please elaborate.
4. BESIS - BURBIEENR > MEREOAREALEEASEHE ?
Overall, do you hope that an interpreter can assist you to communicate with LCP
patients?
(1) SR BRI R EEE I
When the patient is a native English speaker, do you think it’s better with an
interpreter?
(2) i B R IR SRR R I
When the patient is not a native English speaker, do you think it’s better with
an interpreter?
5 BRTRE - WHCAEBEEM N EER N AES A EIMB R ? 24645
AR ?
Aside from the patients, have you encountered any language barrier when

communicating with others in the hospital? In those cases, do you wish an

130

d0i:10.6342/NTU201800949



interpreter was present?

EREIREICIEE SR - SRRt/ H 2

If an interpreter is available, how much money are you willing to pay?

EEE R R e i B S RERER N YL B hn - B BeaE m DAL

2

What else can the hospital do to increase the quality of care for LCP patients?

PHEE(E LR - Ao A (T e B SR AN 2

Do you have anything to add on this subject of interests?

*Note: The English translation is for demonstration only and was not included in

the interview outline sent to the participants.
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Appendix 3 Coding Chart

Code Meaning Example
i I think it is more troublesome when the employer is
Ad hoc interpreters-
AHN i present.
negative < st o o
(BEFET R T A ZMEE - )
AHP Ad hoc interpreters- |l think it is good to have the agent present.
positive (HBHEMPIEREE - )
I would not say everything at once. | would say a
AHS Ad hoc interpreters- |few things and ask the agent to [translate].
strategy WA I —XEET - gl —L - A&
IRERAE ST
AHU Ad hoc interpreters- |The [patient] would serve as an interpreter.
use (R AJENEE < )
There are not many patients from Thailand. More
B Background from Indonesia or Vietnam.
(&Y - HIJE ~ BEthis - )
In Yilan, most of the LCP patients are foreign
BL Background-location |spouses.
(CH AR E 2% FHEINIC - )
Differences in
CED Chinese/Enalish I might skip through some details.
-9 (A ARV D BEF T A R A s - )
communication
Demand for . L .
. I think psychiatrists [really need interpreters].
DD interpreters- N,
(HEIE R IR E] - )
department
Taiwan should at least provide interpreting services
in English, Japanese, and some Southeast Asian
Demand for
bL interpreters-language languages.
P U (e E L EAYSr - B IR
EEED)
I don’t think we need [a professional interpreting
DN Demand for service system]. It is not cost-efficient.
interpreters-negative | (FEHGAFTEHELLFER Z] - AAER T
BRI )
DP Demand for I think it would be better if [an interpreter were
interpreters-positive |present].
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(B ELORA A v R G EEEy < )

5000 an hour.

DQ Demand-quantify ( (/N 5000 HE0E 1 )
When you communicate through an interpreter, you
DTR Demand for cannot control the quality of the interpretation.
interpreters-trust i —{EEEE - (R AP R =AY
Hoe)
Expectations of I would like him to explain more cultural
EC interpreters-cultural |differences to me.
interpretation (B m Mg —EL » UL R - )

LCP outpatients may walk in unexpectedly. In such
cases, will [the system] be able to provide

Expectations of ] ) i
interpreting services?

a o EESIINE | Cmgt s T B
IR NAV AR AR LSRN e SEE ) - O
o)
Expectations of We would hope the interpreter to be neutral.
EN interpreters- CGBERMEAEE —EOEEME T I
neutrality %o )

For [patients from] English-speaking countries,

some less technical terms can be used conveniently.
) i | just say the word and they understand what I’'m

English speaking i

ESGP eneral patients talking about.

senerae ARHETGE AR IEE S » R RN

RIVESEEE - HEREFEETTE - siEREH

T EERE T -

It is difficult and challenging for us to bring up
English speaking technical terms and raise questions colloquially.
ESGPC  |general patients- (BA AR IR E RV > BRI
challenge fihfETe - S PR AGEE R — LE PR R
&)

Some physicians find speaking English tiresome. If

ESN English speaking-  |they have a choice, they wouldn’t speak English.

negative CHS A BRI fDIAYEEE A E
& )
ESP English speaking-  |If a patient speaks English, we don’t encounter any
positive barriers.
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(T RFPER M 2L ERE < )

[Interpreters] may need to be trained so that they
Expectations of now some common medical terms.
interpreters-training | ([1EES]REZM GG —T - BR —L4E M
YR SR T — LR )

ET

I may encounter fewer than 10 [LCP patients] a
F frequency year.

(—FE AR EikEE 10 (] - )

In the future, Taiwan’s Southbound Policy may
bring in more patients from Southeast Asian
countries, such as Malaysia and Indonesia. The
Future demand for |demand for interpreters [of Southeast Asian
interpreting services (languages] may increase.

(ARG PG ~ HIJE - N BB [ BUREZ
FHELHMMAER » E—E 7y T aetE

g8y - )

FD

When we first meet a non-Chinese speaking patient,
we would first try communicating in English.
(BRHRMEEERIET e S HMTHE
DS E R HwmEE ° )

GS General situation

I would show the [information] on my computer to

the patients and let them do research on their own.

(FEEERS RS MM SRS - HE
M E CEZESGER - )

GST General strategy

Our hospital conducted a survey on what languages
each doctor knows and ask the doctors whether they
would be willing to serve as an interpreter when
HS Hospital system need be.

(BeMMEs eG4t EsamsE « Sk - FE (1
se e IR RA E R BIREAEEE
BlEE - )

At times, we do face language barriers.

LB Language barriers sy
JHad (CHHE A G ARSI - )

i i They would ask before they come, so they already
Medical Tourist-

MT know the details of the surgery [that they are
general comment i
undertaking].
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QAN
FATAEd - )

FERUETRRr A @Ak > Bl EAE

It is hard to inquire [blue collar LCP patients] on

Non-English their illnesses. They are also afraid of telling you
NESB speaking general much about their conditions.
patients-blue collar | (/RTREEFR M EEAELHIE - M RNEERITE
BHEL R - )
Non-English
NESBC speaking general It is harder to communicate with foreign workers.
patients-blue collar- | ( EEECARBER BN ABLEIS R > BT ! )
challenge
Non-English . . .
. If they cannot communicate in English, I would use
speaking general i ) )
NESBS atients-blue collar- single words or draw pictures to communicate.
(JOSRFLARA ok - wEHIEEE ~ HEE - )
strategy
Some Southeast Asian patients are of low socio-
Non-English economic backgrounds. He may not speak Chinese
NESGP  |speaking general nor English.
patients (A —Le B g oo (& (i PR > o] eSS —(E
ARG aEEEE - ARG - )
Non-English Japanese and Korean patients can cause lots of
NESGPC |[speaking general troubles.
patients-challenge | ( HEgZ MR EAYAZERER < )
Non-English i
NESGPS |speaking general I would ges\ture or draw pictures.
: (EbFERI EEE - )
patients-strategy
Patients from Palau would definitely come with an
- Professional interpreter. [...] A professional one.
Interpreter (B —EAEEEAEFE - [L]JFEDN
A
At the registration desk, the administration staff can
help him find a physician that speaks his language.
PS Possible solutions-  [For example, | have a colleague who got her degree

general

at Cambridge University. She has great command of
English. It would be nice if [an English-speaking
patient] is sent to her in the first place.
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(HEAPIFEE SRR - AR M E TR YRR = st
BILECEET - AT — B0 - GE A
— (B2t R LB RINEHY > MSSOIAR G - 1R
FERT— SRR E R ettty 70 L)

Maybe we can set up a call center. When |
encounter a problem, I can call in to find an
interpreter. This is a more plausible solution in
Taiwan.

(SR DIA — DR 4y - A2 e —{E
center FEANEE - S RPGE TS I REH AT DUETT
AL EA—EE R ENEE - fE5EH
REIE PR IEZ B LhE A ATAE )

Possible solutions-
PSP pooling resources
together

. . It would be nice if we can use hardware facilities to
Possible solutions- ]
PST [overcome language barriers].

technology (HOE TR A0SR T DA R 8 - )

Aside from interpretation, maybe we can translate
Possible solutions- Chinese documents into Vietnamese or Indonesian.
PSTR ranslation (BRTEESEBEZSN - nlREYES ~ A DAYEEE—

BU T iE S SRR ST RE S BN EE R AR 5L - B
EEIEs - )

It takes more time to treat a LCP patient.

PV Prolonged visit N,
J (B HMNEE A LSS R - )

Sometimes a patient is bed-ridden and cannot
L express himself. Then you need to inquire the
Patient's proxy- . . .
PXC carediver caregiver for information.
J (BEHER AR EARER A G RE - IREEE
SRR A - )

The patient cannot talk. He probably speaks
L Chinese but his family members only speak
Patient's proxy- .
PXF camil English.
Y (HUREISE AT RIS R e
X AB R H I B BERE IS o )

The story about a Mongolian patient that received a
surgery after communicating with the doctor

RC Real Cases through Google Translate.

225 5kHY > F Google Translate  *This is not a
direct quote but a summary of the case.

136

d0i:10.6342/NTU201800949



I do think we always need better communication,
however, a patient’s socio-economic background
Socio-economic determines how he is treated. This I undeniable.

SE dHED Y Fy
issues (IR HE Rk B R 2 HE AN
B EHYZIH A FHY socio economic &L
BRI 0 BT E(EREE DAY - )
F t patients, | think j it si .
TR Triviality or most patients, | think we can just keep it simple

(—MeHR AFREB SR T AT L )
If you leave Taipei and go to Middle Taiwan or
Southern Taiwan, patients would think it’s your
TWD Taiwan's Dialect problem that you do not speak [Taiwanese].

(IRa BB 2 ALE PR AL - e B SRR AH
o AR EIER LA e[ GEE] o )
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