
 

 

 

 

 

ABSTRACT 

Implementation of a Spanish Language Track at a Family Medicine Residency Program 

Daniel Truesdale 

Director: Karol Hardin, Ph.D. 

U.S. legal and ethical standards for healthcare dictate that patients with limited 
English proficiency receive language-concordant treatment, yet patients commonly 
receive inappropriate care due to inadequate language provision from an interpreter or 
healthcare provider (Flores et al., 2003; Prince & Nelson, 1995).  Few studies have 
measured and reported objective data on the success of language instruction during 
medical residency programs.  This thesis outlines the development of a Spanish language 
track for the Waco Family Medicine Residency Program and reports on its first phase of 
implementation.  Five first-year residents volunteered and qualified for the 3-year 
program designed to improve their proficiency to the level necessary for independent 
communication.  Participants’ training included workshops, role-play, and presentation of 
patient histories to bilingual physician mentors.  Qualified dual-role interpreters were 
recruited to serve as models for residents.  Pre- and post-test Spanish language 
proficiency was measured through objective and subjective assessment via an external 
oral medical language exam and participants’ self-assessments.  After 6 months, the 5 
residents improved significantly, increasing their scores by an average of 8%.  If this 
trajectory continues, graduates from the program should be able to independently provide 
healthcare in Spanish and thereby establish positive relationships with the Spanish-
speaking patient populations they serve. 
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CHAPTER ONE 

Introduction 
 

 
Each year, Limited English Proficiency (LEP) patients in the United States suffer 

from poor health outcomes because physicians and interpreters have inadequate training 

and resources in non-English languages (Diamond, Tuot, & Karliner, 2012; Prince & 

Nelson, 1995).  Many solutions have been proposed, but efforts to implement language 

and culture training programs in healthcare settings are often short-term, and few 

empirical studies have published quantitative or qualitative data.  The purpose of this 

thesis is: (1) to review the causes of inadequate language-concordant care and proposed 

solutions at a national and local level, (2) to use that research as a guide for the creation 

of a 3-year track within the Waco Family Medicine Residency Program to safely and 

effectively train residents to speak proficiently in Spanish with patients, and (3) to 

generate data and discussion to promote the creation of similar programs in other clinics 

and institutions to meet local patient population needs across the country.  With these 

goals in mind, the researchers created Programa de Residencia en Español para Médicos 

Iniciando Ocupaciones de la Salud (PREMIOS), which translates to Residency Program 

in Spanish for Doctors Beginning Healthcare Occupations.  Although this thesis will 

review the program’s progress after 6 months, the research informed the creation of 

PREMIOS and will serve as a foundation for future study of the program. 

First, Chapter Two will examine factors that contribute to the national gap in 

language-concordant care and consequences of inadequate language provision in 

medicine.  Next, it reviews the primary guidelines for foreign language proficiency and 
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discusses the location of the residency program and the patient population served.  

Chapter Three explains the development of PREMIOS, changes that occurred between 

the planning and implementation phases, and the study’s hypotheses.  Next, Chapter Four 

examined results from proficiency exams, surveys, and other instruments collected before 

the beginning of the program and after 6 months.  Chapter Five discusses the limitations 

and implications of the study findings, including questions for further study and 

recommendations for replication by other residency programs, and Chapter Six presents 

final conclusions. 

  



3 

 

CHAPTER TWO 

Literature Review 
 

 
Introduction to the Literature 

Physician-patient miscommunication is a national (and global) issue with many 

contributing factors, including 

(1) rapid immigration (Chong, 2002; Elderkin-Thompson, Silver, & Waitzkin, 

2001) 

(2) a lack of cultural competency among healthcare providers (Chong, 2002) 

(3) poor language education for people of all ages, (including medical school 

students) (Hardin, 2015; Kissau, Adams, & Algozzine, 2015; O’Rourke, 

Zhou, & Rottman, 2016) 

(4) insufficient incentives to become language-proficient providers or interpreters 

(Andres, Wynia, Regenstein, & Maul, 2013; Elderkin-Thompson et al., 2001) 

A number of programs have been created to document training for medical 

residents (Binder et al., 1988; Chatterjee & Talwalkar, 2012; Cowden, Thompson, Ellzey, 

& Artman, 2012; Frasier, Dávalos, Nusbaum, & Skinner, 2005; Gonzalez-Lee & Simon, 

1987; Grall, Panchal, Chuffe, & Stoneking, 2016; Kristal, Pennock, Foote, & Trygstad, 

1983; Prince & Nelson, 1995; Valdini, Early, Augart, Cleghorn, & Miles, 2009), 

including a few programs using bilingual mentors (Cowden et al., 2012; Gonzalez-Lee & 

Simon, 1987; Valdini et al., 2009), but little data have been published to demonstrate 

longitudinal success.   
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Latino Patient Demographics 

Beginning in the 1960s, the term Hispanic was used primarily by the U.S. Census 

Bureau to classify people who speak Spanish or have Spanish heritage (Chong, 2002; 

Ennis, Rios-Vargas, & Albert, 2011).  This designation primarily included populations 

from Latin America and Spain.  In contrast, the term Latino refers to people with Latin 

American heritage (including people from Brazil), and this term is often preferred for 

self-identification (Chong, 2002; Merriam-Webster, 2017).  The U.S. government 

officially uses the terms interchangeably (Chong, 2002). 

Latinos make up the largest minority group in the United States with high birth 

and immigration rates (Chong, 2002).  Latinos comprise 17% of the U.S. population 

(U.S. Census Bureau, 2016a), and this percentage is expected to increase to 25% by 2045 

(U.S. Census Bureau, 2017).  Already, more than a quarter of the population is Latino in 

California, Texas, Arizona, and New Mexico (U.S. Census Bureau, 2016a).  Furthermore, 

the total U.S. population grew 5% from 2010 to 2016; Latinos grew at a rate of 16% in 

the same time span (U.S. Census Bureau, 2016a).  Nevertheless, Latinos made up just 7% 

of the total number of students matriculating to U.S. medical schools (AAMC, 2017).  

This rate is not even half as many as would be needed to match the percentage of Latinos 

in the U.S. population, let alone enough to make up for historically low Latino 

representation in medical schools.  This trend is partly due to the race gap in MCAT 

scores (AAMC, 2016), suggesting that greater societal inequities need to be addressed. 

Of the total U.S. population over the age of 5, 13% speak Spanish and 5% speak 

Spanish without speaking English “very well” (U.S. Census Bureau, 2016d).  Latinos are 

an extremely diverse group, from first generation immigrants to citizens whose ancestors 
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have lived in the U.S. for hundreds of years.  The majority (64%) are of Mexican descent 

(U.S. Census Bureau, 2016c); however, Latinos originate from dozens of countries, with 

their own unique pronunciation, vocabulary, customs, and health practices.  Since 

languages, intertwined with culture, evolve over time, even first and second-generation 

immigrants in the same family may find they speak a very different type of Spanish 

(Bordin, 2009; Hernández-Chavez, Cohen, & Beltramo, 1975).  Even for native speakers, 

mastering all dialects to be able to understand 100% of a language would be virtually 

impossible (Armstrong, Zugarramurdi, Cabana, Lisboa, & Plaut, 2016).  This fact makes 

the goal of learning Spanish, as with any language with a diverse population of users, a 

daunting task.  Proficiency, however, does not require perfect speech or comprehension, 

but dynamic communication, where both acting parties work to find common ground 

(Schyve, 2007).  Therefore, language proficiency is achieved not only by learning 

pronunciation, vocabulary, and grammar, but also the cultures, worldviews, and 

circumstances held by the people that speak the language (Schyve, 2007). 

In the U.S., many Latinos are bilingual and well-educated, but as a group, they 

fall below the national average in English literacy and overall education level, according 

to the National Center for Education Statistics (NCES, 2006; U.S. Census Bureau, 

2016b).  Approximately 34% of the Hispanic population over the age of 25 did not 

graduate from high school, as contrasted with 14% of the U.S. population (U.S. Census 

Bureau, 2016b).  On a 2003 survey of document literacy, the percentage of examinees 

scoring Below Basic was as follows: Hispanic 36%, African American 24%, 

Asian/Pacific Islander 11%, and Caucasian 8% (NCES, 2006).  While data on the English 

literacy level among Spanish-speakers in the U.S. are relatively accessible, data on the 



6 

Spanish literacy level among Spanish-speakers in the U.S. are unavailable (NCES, 2001).  

Even if translated medical documents became more available, it is still possible that many 

patients would not be able to understand them. 

Describing Language Proficiency 

Language fluency and proficiency are often used interchangeably, and 

differentiating the terms can be challenging since each encompasses an overlapping range 

of ability.  Although fluency may relate to a speaker’s comfort in a language, it should 

also be noted that the ability to correct miscommunication and discuss unfamiliar topics 

is generally reserved for someone described as fluent, whereas proficiency is relative to 

the desired task (Diamond, L. C. & Reuland, D. S., 2009).  For example, The American 

Council on the Teaching of Foreign Languages (ACTFL, 2015a) explains that the level of 

proficiency for a tour guide is lower than that of a diplomat.  For this reason, many 

language education organizations have developed labels with defined descriptors to 

standardize the different levels of ability among language learners, which will be 

discussed later in this chapter.  Descriptors of language abilities are also important for 

self-assessment, because without them, physicians may respond to a proficiency scale as 

if it were a Likert scale, ignoring the meaning behind the labels (Diamond, Luft, Chung, 

& Jacobs, 2012). 

Medical Interpretation and Certification 

Interpretation 

According to the National Council on Interpreting in Health Care (NCIHC, n.d.), 

Interpretation is the mediation between two parties speaking different languages.  Unlike 
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translation, which is exclusively written, interpretation occurs via oral speech (NCIHC, 

n.d.).  Since conversation involves intonation, colloquialisms, pragmatics, body language, 

and spontaneous and often overlapping speech not present in written text, it is much more 

challenging to accurately convey all aspects of messages between parties (Pipek, 2007). 

In 1974, the Supreme Court determined that Title VI of the 1964 Civil Rights Act 

prohibits language discrimination since it constitutes discrimination based on national 

origin (Chen, Youdelman, & Brooks, 2007).  The Department of Health and Human 

Services (DHHS) Office for Civil Rights complied with this ruling’s implied extension to 

healthcare, which required language interpretation be offered to individuals receiving 

services from entities receiving federal funds (Chen et al., 2007).  This requirement only 

applies to entities receiving funds under Medicare Part A, C, or D (Texas Medical 

Association, 2016), which includes hospitals, but not some clinics (Medicare Interactive, 

2017).  The high cost and low supply of interpreters, however, led many physicians and 

other healthcare staff to use inadequate alternatives (Flores et al., 2003).  The definition 

of a competent interpreter was sufficiently vague that uncertified, self-identified bilingual 

staff, family members, and even children could be used as interpreters (DHHS, 2016).  

Nearly every state implemented a different set of regulations, and some, including Texas, 

began creating their own certification systems (Chen et al., 2007).  There was no federal 

mandate for medical interpreters to be qualified until section 1557 of the Affordable Care 

Act (ACA) was enacted by the DHHS in 2016 (Hunt, 2016).  Section 1557 explicitly 

prohibits the use of adult family members and children as interpreters (Hunt, 2016). 

Exceptions are provided in section 1557 of the ACA during emergencies to allow 

adult and child family members to interpret (Hunt, 2016).  Most urgent situations, 
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however, occur in emergency departments, which, due to their size and the high 

frequency of limited English proficiency (LEP) patients, are expected to provide a basic 

level of interpretation, such as telephone interpretation service (Chen et al., 2007).  Since 

the government began enforcing the requirement to have a qualified interpreter, demand 

for certified interpreters and bilingual physicians has greatly increased (Gerencher, 2009).  

Several states, including Texas, have tested or implemented programs to cover the cost of 

interpretation in hospitals (Chen et al., 2007), but the lower level of urgency and patient 

volume experienced by clinics currently prevents state or federal funding from covering 

them as well.  Once again, the requirement for certified medical interpreters does not 

apply to clinics, where more than 85% of the U.S. population received healthcare in 

2015, unless the physicians accept Medicaid funding or Medicare other than Part B 

(National Center for Health Statistics & Centers for Disease Control and Prevention, 

2015; Texas Medical Association, 2016) 

Among all interpretation jobs, the Bureau of Labor Statistics (2017) projects a 

17% increase in employment between 2016 and 2026, 10% more than the rest of the 

workforce.  Medical interpretation will likely grow at a similar rate, if not even more 

quickly, as Title VI increases the number of qualified interpreters required nationwide.  

The increase in demand for Spanish-speaking interpreters will likely perpetuate the 

shortage of Spanish medical interpretation. 

Spanish Education in the U.S.  

Spanish language education in U.S. schools has suffered from dropping 

enrollment percentages at all levels in the last decade (MLA, 2017; NCES, 2015; Rhodes, 

2014), and some argue that even schools with Spanish programs are having little success 
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(García, 2014).  Medical schools are no exception.  Studies suggest that people have the 

most success learning a new language before the age of 12 (Asher & Garcia, 1969; 

Dekeyser, Alfi-Shabtay, & Ravid, 2010), yet 64% of students in the U.S. do not begin 

learning a foreign language until high school (Kissau et al., 2015).  In contrast, European 

students begin learning a foreign language between the ages of 6 and 9 (Eurydice, 2012), 

and Mexico has implemented a plan to teach English to all students between the ages of 3 

and 15 (Administración Federal de Servicios Educativos en DF, 2016).  In 2010, 78% of 

the US-born population did not self-identify as proficient in language other than English 

(Rumbaut & Massey, 2013), more than 10% higher than any country in the E.U.  

(Eurostat, 2011).  Of those in the U.S. who identify as proficient, one survey found that 

only 32% learned the language in school, while more than half learned at home (CSM 

UC Berkeley, 2010).  Consequently, these speakers are less likely to be fully bilingual in 

professional language domains.  Undergraduate universities, however, saw a drop in the 

number and proportion of foreign language course enrollees in the last decade (Goldberg, 

Looney, & Lusin, 2015).  The numbers reflect a decrease in overall undergraduate 

enrollment.  Some less-common languages have picked up more students, but the net 

enrollment still fell from 9.1 to 8.1 enrollees per 100 students between 2006 and 2013 

(Goldberg et al., 2015). 

Medical School and Graduate School Curricula 

Another way to increase the number of healthcare providers who speak Spanish is 

to begin training in medical school.  Training physicians to speak Spanish before they 

begin their careers is preferable since medical school is a time dedicated to study, and 

errors are unlikely to have clinical consequences.  Still, medical school students may not 
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have room in their schedules for Spanish electives (Hardin, 2015), and they may forget 

too much of the language to be of clinical use by the time they come in contact with their 

first Spanish-speaking patient.  Hardin found only nine medical school Spanish-language 

programs discussed in the literature between 1977 and 2014, representing 9-12% of 

medical school Spanish-language programs and only 5% of all medical schools, and a 

much smaller portion of medical school students (American Association of Colleges of 

Osteopathic Medicine, 2017; Association of American Medical Colleges, 2017; Morales 

et al., 2015).  Of the nine medical school programs and eight other graduate school 

Spanish-language programs Hardin found, only seven graduate programs lasted a 

semester or more, and the studies did not discuss the quantified success of the programs, 

instead reporting participants’ changes in self-confidence and amount of Spanish usage. 

In Hardin’s review of medical Spanish curricula in the U.S., several medical 

school Spanish-language programs reported notable success and methods expected to 

promote lasting proficiency (2015).  Rush Medical College, for instance, created a three-

part curriculum to train medical students in 1992 (Nora, Daugherty, Mattis-Peterson, 

Stevenson, & Goodman, 1994).  The first part consisted of 10 weeks of vocabulary 

lessons and conversation practice, followed by 20 weeks of small-group cultural 

discussions, and then an 8-day immersion experience in Mexico (Nora et al., 1994).  

Students interacted with many people in a medical setting as well as in the community, 

including biomedical physicians and traditional healers (Nora et al., 1994).  The average 

written translation test scores among those completing the course increased from 60% to 

75%, though oral proficiency testing was not discussed (Nora et al., 1994).  This 

omission is problematic since medical communication is generally much more oral than 
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written (Roter & Hall, 2006).  In another program in 2004, the University of California-

Irvine School of Medicine created an MD/Master’s program with 3 years of Spanish 

training, including lectures in Spanish on language and culture, rotations in Spanish-

speaking areas, and multiple international immersion experiences (Manetta, Stephens, 

Rea, & Vega, 2007).  The multifaceted curriculum and the length of the program, both in 

terms of time spent in the program for each student and the duration of the program for 

over a decade so far, may lead to success and a significant impact on the medical 

community. 

Countless other programs are not discussed in the literature.  While the impact 

that the many Spanish programs have had on linguistic and cultural competency of 

graduating physicians is unclear, comprehensive medical Spanish education programs 

would improve physicians’ language abilities, and therefore should be studied further to 

determine best practices and work-load balance. 

On a broader scale, Morales et al. (2015) collected responses from 83% of 

medical schools in the U.S. on a survey of medical Spanish curricula from 2012-2014.  

Of the responding schools, 66% offered medical Spanish curricula of some type, 8% had 

discontinued a previous program, and another 11% reported planning to begin teaching 

medical Spanish by 2016 (Morales et al., 2015).  Despite regional differences in course 

offering by U.S., there was no correlation between course offering and local patient need 

(Morales et al., 2015).  Of the schools offering curricula, 60% had a faculty member for a 

primary instructor, 10% had a trained medical interpreter, 6% used an outside company, 

and 3% used a non-medical program (Morales et al., 2015).  Furthermore, in 10% of 

schools, students were the only instructors (Morales et al., 2015).  Morales et al. found 
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that only about one fifth of schools used an outside evaluator: 19% used a standardized 

patient, and 2% used an outside phone service oral exam.  While these programs offer a 

step in the right direction towards cultural awareness and interest in becoming proficient 

in medical Spanish, it is difficult to determine the objective success of these programs, 

since most programs are taught by bilingual faculty and students untrained in language 

education, and success is evaluated by the instructors themselves.  Previous studies have 

concluded that mere fluency or even nativity are not the only prerequisites in being an 

effective language teacher (Eu, 2012; Jesry, 2014; Kissau & Algozzine, 2013). 

Residency 

Few studies have investigated programs that train medical residents to speak 

Spanish.  Reported programs generally focused on low-proficiency learners, with goals 

such as “memorizing 5,000-10,000 vocabulary words” (Binder et al., 1988, p.  440), 

which corresponds to proficiency goals of kindergarten-6th grade foreign language classes 

(ACTFL, 2015a), or increasing students’ confidence in speaking with patients, without 

verifying that confidence corresponded with competence (Binder et al., 1988; Chatterjee 

& Talwalkar, 2012; Prince & Nelson, 1995).  Evaluation of student progress was mostly 

subjective, usually reported by instructors or even the students themselves (Binder et al., 

1988; Chatterjee & Talwalkar, 2012).  Six out of eight articles were pilot studies, and 

none offered data showing the lasting success and impact of such programs.  Overall, few 

objectively-evaluated, longitudinal studies of Spanish programs exist in medical schools 

or residencies that have been detailed in a way that could be reproduced by others.  The 

following section summarizes nine existing published studies of medical Spanish in 

residency programs. 
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First, Kristal, Pennock, Foote, and Trygstad (1983) enrolled all second-year 

family medical residents.  Participants learning Spanish attended 1 hour of instruction per 

week, two half-day immersion experiences, and four home visits with a Spanish-speaking 

family therapist and one family (Kristal et al., 1983).  Classroom instruction included 

grammar, medical Spanish vocabulary, and cultural lessons (Kristal et al., 1983).  The 

authors reported that residents communicated with patients in Spanish as much as 

possible, and the program was successful according to multiple graduating classes who 

self-reported both progress and a need to continue to learn cross-cultural skills. 

Gonzalez-Lee and Simon (1987) studied a 1-year program for all family medicine 

residents in a southwestern residency program, during which participants attended classes 

for 3 hours and clinical sessions of 12-15 hours per week.  In clinical sessions, two or 

three residents at a time shadowed a bilingual Latino preceptor while they saw Spanish-

speaking patients (Gonzalez-Lee & Simon, 1987).  The authors stated that preceptors 

coached the participants in Spanish culture and language, informal and formal registers 

appropriate for speaking with patients and with other physicians, and gradually allowed 

the residents to take more responsibility in communicating with the patients directly as 

the year progressed.  At the end of the program, preceptors evaluated the participants’ 

oral proficiency (Gonzalez-Lee & Simon, 1987).  It is possible that they viewed the 

residents’ improvement as a direct reflection on their own performance, and therefore 

were inclined to be less objective in their evaluations.  Nevertheless, the authors attested 

that all participating residents passed proficiency examinations, though once again, the 

difficulty and content of the test was not discussed.  Despite a relatively large weekly 

time commitment, the attrition rate was low (Gonzalez-Lee & Simon, 1987). 
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In a third study, Binder et al. (1988) developed a program for emergency 

department physicians, including eight residents with no Spanish proficiency.  

Participants were encouraged to attend a voluntary weekly training course taught by a 

local community college professor for a total of 45 hours (Binder et al., 1988).  The 

curriculum included general and medical vocabulary, basic grammar, and dialogue 

formation, and participants were evaluated through self-assessment surveys and tested on 

their retention of 5,000-10,000 vocabulary words through interviews (Binder et al., 

1988).  The authors concluded that the minimum time to teach a medical professional 

with no Spanish abilities to be functionally bilingual is 45 hours.  ACTFL (2015a), 

however, maintains that language learners do not progress past rote memorization and 

simple conversations until the equivalent of 4 years of high school courses, and Liskin-

Gasparro (1982) found that the average Spanish-learner in an intensive program reached 

a proficiency of Intermediate Mid after 240 hours of training and Advanced High after 

720 hours. 

In the first month of Prince and Nelson’s (1995) Spanish program for first-year 

emergency medicine residents, participants attended 45 hours of medical Spanish 

training.  Over the next 6 months, several dozen interactions with Spanish-speaking 

patients were audio-recorded for analysis by a professional medical interpreter and a 

native speaker, who categorized errors by the expected severity of impact on the patient’s 

health outcome (Prince & Nelson, 1995).  Additionally, physicians and patients were 

given corresponding surveys to complete immediately after encounters to determine the 

perceived quality of communication by both parties.  Prince and Nelson analyzed the 

results of 28 physician-patient interactions, presented in Table 2.1.   
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Table 2.1: Language Errors by Residents during Physician-Patient Interviews 

Frequency and Type of Errors Proportion of Interviews 

No communication errors 14% 

One or more minor errors 64% 

One or more major errors 28% 

Note. Adapted from Prince and Nelson (1995). 

Prince and Nelson found that in each interview with major errors (errors that 

could not be corrected by further explanation), the error was made by a resident who 

started the program with no prior Spanish education and when no professional interpreter 

was present.  Critically, previous education in Spanish made no difference in the 

frequency when an interpreter was called (Prince & Nelson, 1995).  Due to the large 

number of errors observed after a 45-hour course, Prince and Nelson suggested that 

medical Spanish courses be used to supplement, but not replace professional 

interpretation. 

Frasier, Dávalos, Nusbaum, and Skinner (2005) reported on a mini-immersion 

environment for eight family medicine residents during their first year of residency.  The 

participants of varying skill levels stayed for 6 days, with 42 hours of instruction and 

additional time available to practice speaking and review the material, which included 

books, music, videos, and handouts covering general and medical vocabulary, grammar, 

and culture (Frasier et al., 2005).  The authors reported that the average score on the 

written evaluation increased from 30% to 89%, and two of the lowest-proficiency 

participants showed the greatest improvement, increasing their scores from 20% to 100%.  

All participants scored perfectly on the posttest except for two individuals who had 

scored 10% on the pretest.  The test level and content were not discussed (Frasier et al., 
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2005), making replication impossible.  Frasier et al. found that participants reported 

satisfaction as late as 6 months after the immersion. 

Valdini et al. (2009) developed a medical Spanish program for family medicine 

residents of varying Spanish proficiency levels.  Over 3 years, Valdini et al. admitted 23 

residents to the 1-year program, a 10-day immersion program with native-speaker 

instructors and university-level lessons, followed by 6 months of class 3 days per week 

and patient examinations with a bilingual medical assistant.  Participant-patient 

interviews were conducted and recorded using an ACTFL-based oral exam, and 

recordings were analyzed by a third-party evaluator (Valdini et al., 2009).  Scores 

increased on a 10-point scale from 4.8 to 6.3 after the immersion, increased to 7.4 after 6 

months of instruction, and continued to improve throughout the 3-year residency (Valdini 

et al., 2009).  Despite the program’s high cost of more than $5,000 per participant, 

Valdini et al. found that those who started at a more basic proficiency level had not 

reached the level required to speak without an interpreter after 1 year, suggesting that this 

type of instruction is more effective for intermediate users. 

In another study, Chatterjee and Talwalkar (2012) reviewed the progress of 20 

internal medicine and pediatric residents beginning with a conversational level of Spanish 

in a medical Spanish curriculum.  Participants completed nine 8-hour online modules 

over the course of a year, pre- and post-training surveys, written and oral evaluations, 

role-play with a bilingual volunteer, and a mock counselling session with an ESL 

(English as a Second Language) volunteer (Chatterjee & Talwalkar, 2012).  Although the 

role-play activities suffered from low attendance, Chatterjee and Talwalkar reported that 

two-thirds of the participants felt their medical Spanish improved; however, their scores 
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on the online written exam did not show statistically significant improvement.  Despite a 

full one-third of participants reporting that they did not feel their medical Spanish 

improved, the authors concluded that the program was successful enough to expand from 

20 conversational speakers to all 55 residents.  While the program was inexpensive 

(Chatterjee & Talwalkar, 2012), the tradeoff seems to have been both limited attendance 

and objective improvement, likely driven in part by the lack of consistent practice, which 

other medical Spanish residency programs have concluded is necessary for language 

acquisition in this type of environment (Grall et al., 2016; Prince & Nelson, 1995; 

Valdini et al., 2009). 

Cowden, Thompson, Ellzey, and Artman (2012) created the Clínica Hispana de 

Cuidados de Salud (CHICOS) program for pediatrics residents to learn to speak 

proficiently without endangering patients during the process.  Over the first 3 years, 14 

residents were admitted to the program, based on an intermediate proficiency in Spanish 

determined by self-reporting and confirmed by an interview with the program director 

(Cowden et al., 2012).  Though the program did not rely on didactic lessons, throughout 

their training participants spoke to patients with an interpreter present, gave report to the 

attending physician in Spanish, and spent a month in a local immersion program 

(Cowden et al., 2012).  Cowden et al. determined progress periodically by the Clinician 

Cultural and Linguistic Assessment, a medical Spanish exam for providers by ALTA 

which will be discussed in the next chapter.  The authors reported success, evidenced by 

the fact that three out of 14 residents reached the proficiency goal required to 

communicate with patients without an interpreter before completing the residency 

program (Cowden et al., 2012).  Graduates from the overall residency program began 
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serving the community by practicing medicine with Spanish-speakers or training others 

in medical Spanish, and all participants improved their scores (Cowden et al., 2012).  

Cowden et al. concluded that just as other medical education tests are considered before 

allowing physicians to perform specific procedures on patients, formal language 

examinations are important when determining whether physicians are sufficiently 

proficient to speak with patients.  They also recommended that medical staff be trained to 

use interpreters effectively (Cowden et al., 2012).  The program is ongoing, but no data 

on the progress of the program participants have been published since 2012. 

Finally, Grall, Panchal, Chuffle, and Stoneking (2016) created a 3-year 

emergency medicine residency track that involved mandatory twice-weekly all-Spanish 

didactic sessions as well as grammar and culture modules.  The 16 participating residents 

of various proficiencies were tested annually by a certified evaluator using an oral exam 

based on the ILR scale and the ACTFL guidelines (Grall et al., 2016), which will be 

discussed in the next section of this chapter.  The participants far exceeded the goal of 

improving 1.5 levels on the ILR scale at the end of 3 years; instead, 90% accomplished 

the same improvement in just 2 years, and many achieved higher scores (Grall et al., 

2016).  Grall et al. reported the greatest improvements were made between the first and 

second year.  Furthermore, in 2 years, one participant improved from No Spanish to 

Advanced Plus and another improved from Advanced Low to Distinguished Plus, an 

unusually rapid improvement for language acquisition.  Data for the end of the third year 

have not been published.  Grall et al. attributes improvement to the high-frequency 

practice with patients. 
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From these programs, the three programs most influential in the design of the 

current PREMIOS program were Gonzalez-Lee and Simon (1987), Cowden et al. (2012), 

and Grall et al. (2016).  The family medicine program in Gonzalez-Lee and Simon et al. 

began in 1984, whereas Cowden’s pediatric program and Grall’s emergency program 

were formed more recently, in the last 7 years.  Their reported success can be attributed 

to several factors.  While the family medicine program lasted only 1 year for residents, 

participants practiced more than 500 hours (Gonzalez-Lee & Simon, 1987).  Participants 

in the pediatrics and emergency programs practiced more than 100 hours over 3 years 

(Cowden et al., 2012; Grall et al., 2016), likely spending much more time outside of 

official instruction time.  The family medicine and pediatrics programs also included 

examinations by a third party (Cowden et al., 2012; Gonzalez-Lee & Simon, 1987).  

Cowden et al. used ALTA services, and Grall et al. used an ILR evaluator.  Although all 

three programs were described as longitudinal, no further publications exist for the family 

medicine program since the initial article, and the pediatric and emergency programs 

have not been running long enough to obtain sufficient data on the long-term success of 

the program. 

Spanish-Speaking Physicians 

When physicians are able to speak fluently in their patients’ first language, 

benefits are seen in terms of privacy, trust, time, cost, and the accuracy of communication 

(Andres et al., 2013; Martínez, n.d.).  The number of Spanish-speakers who do not speak 

English very well in the U.S. is over 16 million (U.S. Census Bureau, 2016d).  National 

data on the number of physicians who speak Spanish with patients are currently 

unavailable from some of the leading population and physician survey organizations such 
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as Pew Research (Hakimzadeh & Cohn, 2007) and the American Medical Association 

(AMA, 2015), making it difficult to calculate how many bilingual physicians are required 

to fill the gap between patients and physicians.  A relatively large proportion of the 

physician population does not speak Spanish proficiently, however, there are far fewer 

physicians than LEP patients in the U.S., so fewer resources are likely necessary to teach 

physicians a new language versus patients.  Additionally, enough physicians need to learn 

Spanish to meet the needs of the patient population, but certainly not every physician. 

Unfortunately, there is no nationally agreed upon standard for certifying 

physicians as proficient in another language (Diamond, Luft, et al., 2012).  While many 

certification services exist, the DHHS requirement for “qualified” interpretation does not 

apply to providers who consider themselves to be proficient.  Without universal 

guidelines or a certification requirement, physicians with inadequate language skills may 

communicate poorly with patients. 

In California, where 39% of the population is Latino (U.S. Census Bureau, 

2016a), a greater number of non-Latino physicians speak Spanish with patients than 

Latino physicians (G. Moreno, Walker, & Grumbach, 2010).  The proportion of Latino 

physicians is higher in California than in other states with large Latino populations 

(Sánchez, Nevarez, Schink, & Hayes-Bautista, 2015), yet this widespread use of Spanish 

by non-Latinos suggests that the majority of physicians who speak Spanish with patients 

are non-native speakers.  While several studies of physician and medical student self-

evaluation of Spanish language abilities have shown self-evaluated proficiency to 

correspond to actual proficiency (Diamond et al., 2014; Reuland et al., 2009; Rosenthal, 

Wang, Schillinger, Pérez Stable, & Fernandez, 2011), others suggest this is not true, since 
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only those with a very low or very high proficiency level can accurately assess their own 

proficiency (Lion et al., 2013), and many physicians self-described as fluent categorize 

their ability as Fair when presented with a description of (ILR) proficiency levels 

(Diamond, Luft, et al., 2012).  Whether or not self-evaluated proficiency is a valid 

measure of actual proficiency, physicians who do not consider themselves to be 

proficient still speak Spanish with patients (Andres et al., 2013; Diamond, Tuot, et al., 

2012; Lion et al., 2013). 

Unfortunately, communication errors can be tragic.  In one study in California, 

residents treating Spanish-speaking patients made clinically-significant communication 

errors in more than a quarter of patient encounters after completing a 1-month (45-hour) 

medical Spanish training program (Prince & Nelson, 1995).  The costs for such errors are 

measured in millions of dollars and in lives. 

Case Studies 

When an unconscious 18-year-old Cuban-American man accompanied by 

Spanish-speaking family members was seen in a south Florida emergency room in 1980, 

the attending physician acted without consulting an interpreter (Price-Wise, 2008).  

Although the family tried to tell the physician that the patient had been poisoned, the 

physician understood intoxicado as a false cognate meaning "intoxicated," thinking the 

patient had intentionally overdosed on pills (Price-Wise, 2008).  The patient was treated 

as an overdose victim for 2 days before the error was realized; meanwhile, the patient had 

become a quadriplegic (Price-Wise, 2008).  A lawsuit for $71 million dollars was filed on 

behalf of the patient’s lost years of health (Price-Wise, 2008). 
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In another case, a 2-year-old came to the emergency room with a broken clavicle 

(Flores, Abreu, Schwartz, & Hill, 2000).  When her Spanish-speaking family said se 

pegó, the medical resident who spoke some Spanish interpreted that she was hit, or 

abused at home; in fact, she had simply fallen off her tricycle (Flores et al., 2000).  No 

interpreter was called, and the girl and her sister were placed in the custody of Child 

Protective Services without receiving informed consent from her parents (Flores et al., 

2000). 

A study at Berkeley reviewed cases handled by a medical malpractice insurance 

company between January 2005 and May 2009 and found that in 35 cases (2.5%), the 

patient or patient family was LEP (Quan & Lynch, 2010).  In these 35 cases, five patients 

died, including two children, 12 cases included a family member or friend acting as 

interpreter, and the insurance company paid $2,289,000 in damages or settlements and 

$2,793,800 in legal fees (Quan & Lynch, 2010). 

Errors among Spanish-language interpreters 

According to the NCIHC (2008), ad hoc interpreters are those who have not been 

professionally trained.  Professional interpreters may be defined as interpreters working 

with a code of ethics (NCIHC, 2008) or as trained single-role interpreters (Flores et al., 

2003), whereas dual-role interpreters are healthcare employees whose primary role is not 

interpretation, but who have also been trained and tested as interpreters (NCIHC, 2008).  

Though this set of definitions is common among academics (Diamond, Tuot, et al., 2012; 

Flores, Abreu, Barone, Bachur, & Lin, 2012; M. R. Moreno, Otero-Sabogal, & Newman, 

2007), in health-care settings, dual-role interpreters are often defined as bilingual staff 
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members with or without training or experience in interpretation (Hovell et al., 2011; 

NCIHC, n.d.). 

Even professional interpreters can make considerable mistakes.  For example, 

Flores (2003) found that professional interpreters at a Massachusetts hospital made an 

average of more than 20 interpretation errors of potential clinical consequence per 

physician-patient encounter.  M. R. Moreno, Otero-Sabogal, and Newman (2007) also 

found that 28% of dual-role Spanish-language interpreters working in a California 

hospital were not qualified to provide medical interpretation. 

Professional interpreters still provide an excellent resource for physicians without 

adequate Spanish proficiency.  Since certification of interpreters is mandated by the 

federal government in hospital settings (Title VI), both the cost of providing 

interpretation and the shortage of certified interpreters have led many hospitals to 

outsource to interpretation companies (Masland, Lou, & Snowden, 2010).  Although 

phone and video interpretation can provide necessary information, effective 

communication is complicated by the delay in responses, the lack of contextual cues 

caused by an inability to see body language or hands pointing to body parts in the case of 

phone interpretation, the detachment of the interpreter from the situation and patient, and 

the use of technology that is often unreliable or hard to use (Masland et al., 2010).  

Physicians rated the quality of interpretation from lowest to highest: ad hoc interpreters, 

video and telephone interpreters (separate, but nearly tied), and professional interpreters.  

They also reported having a better understanding of a patient’s cultural background with 

professional interpreter than video interpreter (Nápoles et al., 2010).  Additionally, the 

cost of video interpretation is much higher than the per-hour cost of a professional 
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interpreter, making it mostly only affordable for hospitals that serve patients who speak 

less common languages, have low numbers of LEP patients, or do not have enough 

qualified interpreters available to meet the 24-hour demand.  In contrast, video 

interpretation is less affordable for many clinics with a large Spanish-speaking patient 

and staff population (Masland et al., 2010).  While some studies may describe video 

interpretation as “cost-effective,” data on Cost-Effectiveness Analyses of video 

interpretation is currently unavailable (Nápoles et al., 2010; Schulz, Leder, Akinci, & 

Biggs, 2015). 

Healthcare providers may also bypass the requirement to offer a certified 

interpreter by having a family member interpret (Diamond, Tuot, et al., 2012; Flores et 

al., 2003).  Though Title VI prohibits this for hospitals, it still occurs in clinics and likely 

in hospitals in some circumstances.  If proper permission is not received, such 

interpretation violates the Health Insurance Portability and Accountability Act by 

breaching the patient’s confidentiality.  Patients may feel pressured into forfeiting their 

right to keep their health information private because they perceive it as a requirement for 

receiving care.  They may withhold information from physicians they do not wish their 

family members to know.  Family members may also alter information they feel 

uncomfortable relaying.  Additionally, this puts an unreasonable responsibility on the 

family member to interpret medical information accurately, often requiring the use of 

words that are uncommon in everyday speech.  Alternatively, patients may prefer family 

members to professional interpreters since they trust them and are already familiar with 

their health problems (Hsieh, 2015).  As with the use of any ad hoc interpreter, however, 

the conversation can quickly become a back-and-forth between the physician and family 
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member, with the patient left out altogether.  Diamond, Tuot, et al. (2012) found that 

physicians who have a low proficiency in Spanish are more likely to use ad hoc 

interpreters than professional interpreters, and that they are nearly five times as likely to 

use ad hoc interpreters to obtain information from a patient as physicians with 

intermediate proficiency.  This finding suggests that physicians who are less equipped to 

catch errors by underqualified interpreters are also more likely to rely on those very same 

interpreters. 

The shortage and expense of interpreters in time-critical settings like the 

Emergency Department has prompted some hospitals to train physicians to speak Spanish 

with patients (Binder et al., 1988; Grall et al., 2016; Prince & Nelson, 1995).  

Unfortunately, under-educating physicians encourages them to communicate in patients’ 

native languages, but it fails to train them to do so safely, endangering patients in a way 

that also violates their legal right to qualified interpretation (Diamond & Jacobs, 2010; 

Flores et al., 2000; Hunt, 2016; Price-Wise, 2008).  Physicians must understand that the 

best options for communicating with LEP patients are to become objectively proficient or 

to use a professional interpreter.  It is not worth the risk to the patient or to the provider to 

discuss vital medical information without a skilled interpreter.  Greater education of 

medical students and physicians on the documented costs of such errors may reverse this 

trend in the future. 

The use of ad hoc and dual-role interpreters is common in clinics.  For example, 

in studies of a San Francisco hospital and a Denver hospital, among physicians who self-

reported a low Spanish proficiency, ad hoc interpreters were used by as many as 50% of 

physicians for communicating medical information (Diamond, Tuot, et al., 2012; 
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O’Leary, Federico, & Hampers, 2003).  This rate mirrors usage in a pediatric emergency 

department in Massachusetts, where nearly 50% of encounters with LEP patients were 

mediated by ad hoc interpreters with an additional 18% of encounters where no 

interpreter was present (Flores et al., 2012).  In contrast, a study at a southern California 

clinic reported that 100% of interpretation was performed by ad hoc and dual-role 

interpreters (Elderkin-Thompson et al., 2001).  Another study of four northern 

Californian clinics found that ad hoc interpreters were used for 87% of patients described 

as speaking English “not at all/poorly” (Nápoles et al., 2010). 

Changes in the requirements by the DHHS explicitly banned the use of family and 

minor children lay interpreters and increased the compliancy level of interpreters from 

“competent” to “qualified” (Hunt, 2016); however, the DHHS (2016) also rejected the 

requirement for a universally accepted framework for “qualified” status, such as the 

Common European Framework of References for Languages proficiency guidelines 

(Council of Europe, 2017a), or a certification exam like the ones offered by ALTA (n.d.-

e) and ACTFL (n.d.-b), deciding that the chance of inadequate interpretation would be 

less dangerous than an aggravated shortage of interpreters created by this type of 

regulation.  Although the balance between quality versus quantity of language-

concordant care may be an exclusive tradeoff in many cases, the PREMIOS program 

outlined by this thesis aims to improve both by increasing the number of qualified 

medical providers. 

Barriers to Adequate Communication in Healthcare 

Improving communication between physicians and patients in the U.S. is a 

complex task.  Before analyzing potential solutions, it is important to understand why the 
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problem is so difficult to solve.  A primary issue is the generalized lack of awareness 

about the magnitude of the present language gap.  Many physicians overestimate their 

language proficiency (Lion et al., 2013), underestimate the damage caused by poor 

communication skills, and commonly use ad hoc interpreters, even when professional 

interpreting services are available (Andres et al., 2013; Diamond, Tuot, et al., 2012).  

Physicians also have trouble admitting to themselves and others that they have committed 

an error that harmed a patient (Robbennolt, 2009; Wolf & Hughes, 2008).  The idea that a 

physician could continue to commit this type of error with patients through daily 

miscommunication seems to be an affront to the individual physician, the medical 

education system, and the practice of modern medicine, yet there is evidence that these 

errors are commonplace (Andres et al., 2013; Diamond, Tuot, et al., 2012; Flores et al., 

2000; Lion et al., 2013; Price-Wise, 2008; Prince & Nelson, 1995). 

Perhaps the greatest barrier to appropriate interpretation is cost.  Many physicians 

report underusing interpreters and avoiding interpreter services due to cost considerations 

(Andres et al., 2013; Hsieh, 2015).  Higher budgets could cover more professional 

interpreters and remote interpreter services, but the prospects of cutting medical services 

to cover costs when things seem to be working fine or raising prices in a 

hyperinflationary market seem unpalatable.   Finding funding for training interpreters is 

similarly daunting.  On the other hand, physicians cite unavailability of interpreters as a 

reason for not using their services (Andres et al., 2013).  Increasing interpreter wages, 

training opportunities, and subsidies would likely incentivize more laypeople and non-

interpreting healthcare staff to become interpreters.  This tactic was attempted by the 

California legislature, which passed a bill to fund interpreter services through Medi-Cal, 
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but it was vetoed by the governor (Pérez, 2013).  Additionally, the U.S. Children’s Health 

Insurance Program (CHIP) Reauthorization Act of 2009 included a provision to cover 

50% of interpretation service costs for CHIP and Medicaid patients, but the act excluded 

dual-role interpreters such as nurses and office staff, and the payments were included in a 

10% administrative cost reimbursement cap (Mann, 2010), which probably 

undercompensated for actual costs. 

Providing interpretation services for everyone that needs it in the U.S. would be 

no small task, costing hundreds of millions of dollars per year (Ku & Flores, 2005).  Still, 

an increase in the quality of communication between healthcare providers and LEP 

patients would likely lower existing costs caused by physician error and unnecessary 

follow-up visits and hospitalizations caused by patients’ inability to understand medical 

instructions (Masland et al., 2010).  In addition, quality of care would increase and 

disparities between LEP and English-speaking patients would decrease (Flores et al., 

2000; Ku & Flores, 2005; Ngo-Metzger et al., 2007).   

Increasing the Number of Proficient Bilingual Healthcare Providers 

More interpreters and compensation are certainly needed, but another approach to 

improving health communications is potentially more cost-effective and patient-friendly 

than universal interpreting: increasing the number of proficient bilingual healthcare 

providers (Ngo-Metzger et al., 2007). 

Recruiting Spanish-speakers to become physicians 

To address the shortage of healthcare providers with Spanish-language 

proficiency, some argue that it would be effective to empower heritage speakers to 

become healthcare workers (Martínez, n.d.).  For example, a Texas university created a 
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medical Spanish curricula aimed at heritage Spanish-speakers, people who had already 

learned Spanish at home, rather than in the classroom (Martínez, n.d.).  Besides taking 

advantage of natural linguistic abilities, encouraging heritage speakers to become 

physicians could improve the gap between the number of non-Latino and Latino 

physicians (Yoon, Grumbach, & Bindman, 2004) and promote a more culturally 

proficient generation of physicians (Martínez, n.d.). 

International Medical Graduates 

According to the AMA, International Medical Graduates (IMGs) form another 

group of heritage speakers that has gained traction in the physician workforce (2015).  

The AMA (2015, p. xviii) defines IMGs as “physicians who graduated from a medical 

school located out of the United States, Possessions (Puerto Rico, Virgin Islands, and 

Pacific Islands), or Canada.” Between 1975 and 2013, the number of IMGs grew by 

244%, while the number of non-IMGs grew by only 145% (AMA, 2015).  The AMA 

found that IMGs made up more than 30% of the total increase in physicians during that 

time, climbing to a total population of 278,477, or about a quarter of practicing 

physicians in the U.S.  General requirements for IMGs include becoming a U.S. citizen or 

obtaining a specific visa (AMA, n.d.-b), and passing all steps of the U.S. Medical 

Licensing Exam (AMA, n.d.-a), the preclinical and clinical testing completed during 

three steps of physicians’ medical training. 

Programs exist to help Hispanic immigrant physicians train to earn their U.S. 

medical license certification, including a program run by UCLA (Gold, 2013), that had 

matched 54 physicians to residency programs by 2013.  The process still takes years.  

UCLA’s program requires physicians to hold legal California residency for at least 6 
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months, be a U.S. citizen or permanent resident, be bilingual and bi-literate in English 

and Spanish, have graduated from an accredited international medical school in the last 5 

years, commit to 3 years of Family Medicine residency in California, and perform 3 years 

of service in an underserved California area after completing the residency (University of 

California, Los Angeles Department of Family Medicine, 2010). 

Continuing Education 

 Millions of LEP patients will require language-concordant care this year before 

graduates of medical school Spanish programs enter the physician workforce (National 

Center for Health Statistics & Centers for Disease Control and Prevention, 2015; U.S. 

Census Bureau, 2016d).  One way to promote this care is by educating existing 

physicians and other healthcare staff to speak Spanish.  In a review of medical Spanish-

language curricula, Hardin (2015) found just three continuing education Spanish-

language programs in the literature.  Of the three, none spent more than 3 hours per week 

in language study (Hardin, 2015).  The short duration is understandable for health 

professionals, but it should be noted that two of the programs lasted 10 weeks or less, for 

a maximum exposure time of 30 hours (Hardin, 2015), whereas the third lasted at least a 

year.  Hardin found that none of the programs explicitly included listening among the 

objectives and two did not include listening in the instruction methods, possibly leaving 

out one of the most important skills for medical communication.  Furthermore, only one 

program reported quantitative student evaluations (Hardin, 2015).  Overall, there is very 

little in the literature assessing the effectiveness of continuing education programs for 

medical Spanish. 



31 

Comparing Residency and Other Solutions 

This thesis discusses the creation of PREMIOS, a residency program designed to 

give new physicians the tools to provide excellent language-concordant care.  Language 

training in residency programs is not the only way to bridge the gap between LEP patient 

needs and available resources or necessarily the best way.  All solutions should be 

pursued, including improving language education at all levels of schooling, increasing the 

number and training of interpreters, and recruiting heritage speakers and foreign 

healthcare workers to provide medical and interpreting services in the U.S. 

Language Organizations 

The National Council on Interpreting in Health Care (NCIHC, 2011) accepts 

certifications offered by two entities: the Certification Commission for Healthcare 

Interpreters (CCHI) and the National Board for Certification of Medical Interpreters 

(NBCMI).  Both certification organizations offer comprehensive medical Spanish 

interpretation tests with oral and written sections; however, annual membership fees and 

regular renewal fees quickly add up, as shown in Error! Reference source not found.. 

Table 2.2: Annual Cost of Medical Interpreter Organization Membership 

Organization Test fee Retest frequency Annual NCIHC 
membership fee 

Average Annual Cost 

CCHI $475 4 years 
$55 

$173.75 

NBCMI $475 5 years $150 

Note. Adapted from CCHI (2018a, 2018b) and NBCMI (2018). 

With no national and few local requirements for interpreters to obtain prestigious 

NCIHC membership, limited test availability, and a total annual cost of $150 or more, 

assuming the interpreter passes on the first try, just 502 medical interpreters of any 

language are current members of the NCIHC (N. Steen, personal communication, January 
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31, 2018), representing only a small portion of the total number of professional and dual-

role medical interpreters. 

Other organizations offer interpretation examinations or guidelines, but the 

following section describes four with the most national or international acceptance in 

industry or government.  Each has a different target, but they all focus on speaker 

proficiency as opposed to the number of hours practiced or the number of vocabulary 

words memorized. 

ACTFL 

The American Council on the Teaching of Foreign Languages (ACTFL, 2015b) is 

one of the most prominent foreign language education organizations in the U.S., with 

more than 12,000 educators of all academic levels who discuss the research and 

improvement of language education.  Rather than just certifying individuals, ACTFL has 

also created proficiency guidelines illustrating how a language user at each skill level 

should be able to perform (ACTFL, 2012).  The organization has developed oral 

proficiency tests in more than 100 languages, written tests in more than 20 languages, and 

their oral, listening, reading, and writing tests are recommended as college credit by the 

American Council on Education (ACTFL, n.d.-a).  Oral proficiency is determined by a 

one-on-one interview with a certified proctor (ACTFL, n.d.-b).  While there is no 

medically-oriented certification test, the guidelines could be integrated into a medical 

Spanish curriculum. 

ACTFL (2015a) reserves the Distinguished category for well-educated individuals 

with decades of experience in the target language and the Superior category for 

university language professors, judges, and well-educated native speakers.  ACTFL 
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suggests that physicians speaking in a foreign language tend to be at the Advanced High 

level, with a graduate degree in the target language or extended educational experience in 

the target environment.  Medical interpreters, according to ACTFL, should speak at the 

Advanced Mid level corresponding to heritage speakers and university students after a 

year of immersion.  Proficiency categories are divided as shown in Table 2.3.  The lowest 

three levels are subdivided into Low, Mid, and High (ACTFL, 2012). 

Table 2.3: ACTFL Language Proficiency Levels 

ACTFL Level Description 

Distinguished 

Can give sophisticated speeches at academic events and are only 
potentially differentiated from native speakers by a slight accent, a 
lack of extraneous cultural references, and extremely rare, 
insignificant errors. 

Superior 
Speak without hesitation, making few errors only in uncommon 
phrasing, and may use phrasing that resembles their native language 
rather than their target language. 

Advanced 
Able to talk about a wide variety of topics, especially ones that relate 
to them or recur in conversation often, but make regular mistakes and 
are not consistent in their accuracy. 

Intermediate Can hold simple conversations about familiar topics. Corresponds to 
two semesters of collegiate study to 8 years of study. 

Novice Able to parrot sentences or memorize lists of words. Corresponds to 
K-6 courses. 

Note. Adapted from (ACTFL, 2012, 2015a) 

ILR 

The Interagency Language Roundtable (ILR) is an unfunded group of U.S. 

government workers from many fields that has created a standardized set of guidelines 

for determining proficiency in the four language skills (ILR, n.d.-a).  The guidelines 
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function for any language, but the ILR has not created tests other than brief self-

assessments to certify proficiency (ILR, n.d.-b).  Proficiency for each language skill 

(reading, writing, speaking, and listening) is divided into 6 levels from 0 to 5, with plus 

(+) levels for all but 5 (ILR, n.d.-c, n.d.-d).  The ILR is the primary resource for U.S. civil 

and military government work requiring language proficiency certification (Clifford & 

Fischer, 1990).  The breakdown of ILR levels is given in Table 2.4. 

Table 2.4: ILR Level Descriptions 

ILR Proficiency Code Description 

Functionally 
Native 

5 Speaks indistinguishably like a well-educated native speaker 
including cultural references and colloquialisms, with slight 
differences in pronunciation. 

Advanced 
Professional 

4/4+ Able to meet all professional needs, as well as having a wide lexicon 
of cultural references.  Can hold formal conferences. 

General 
Professional 

3/3+ Speaks without hesitation, making few errors only in uncommon 
phrasing that do not hinder understanding.  Able to form arguments 
and clarify meaning.  Limited vocabulary. 

Limited 
Working 

2/2+ Confidently talks about a wide variety of topics, but makes regular 
mistakes.  Not consistent nor cohesive.  Falls apart in high-stress 
environment. 

Elementary 1/1+ Can hold simple conversations about familiar topics.  Limited 
vocabulary. 

None/ 
Memorized 

0/0+ No knowledge at all of Spanish/Memorized phrases with frequent 
errors. 

Note. Adapted from (ILR, n.d.-d) 

CEFR 

The Common European Framework of References for Languages (CEFR) 

provides guidelines for teaching and testing proficiency in another language (Council of 

Europe, 2017a).  Created by the Council of Europe, the CEFR was created by an 



35 

international coalition of professionals to standardize language education and assessment 

(2017).  The framework breaks language down into components that are common across 

most languages, with published guidelines for 40 different languages (Council of Europe, 

2017a, 2017b).  Proficiency levels are divided into A, B, and C, with two subdivisions in 

each (Council of Europe, 2017c).  A description of CEFR levels is given in Table 2.5. 

Table 2.5: CEFR Level Descriptions 

CEFR 
Proficiency 

Code Description 

Advanced 
User 

C2 
Can understand virtually any communication and distinguish 
similar ideas. 

C1 
Able to hold flexible conversations with little hesitation in 
professional settings. 

Independent 
User 

B2 
Able to form arguments with an extensive vocabulary in areas 
of interest. 

B1 
Can discuss common home, work, or school-related topics and 
communicate effectively while traveling. 

Basic User 
A2 

Can hold simple conversations about familiar topics.  Limited 
vocabulary. 

A1 Can answer basic questions and communicate slowly. 
Note. Adapted from (Council of Europe, 2017c) 

The CEFR also discusses culture and other linguistic teaching and learning tools, 

and is one of the most widely used proficiency guidelines in Europe (Council of Europe, 

2017b).  In the last decade, ACTFL has worked to ensure that their test results align with 

CEFR test results for the same languages (ACTFL, 2016).  Research has shown that their 

results have a strong correlation (Pearson rs = .86, p < .01) (Tschirner & Bärenfänger, 

2012). 
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ALTA 

ALTA Language Services is an employee-owned for-profit language training, 

translation, and testing company.  ALTA is a member of the American Translators 

Association and the National Association of Judiciary Interpreters and Translators but is 

otherwise independent (ALTA Language Services, n.d.-b).  ALTA serves some of the 

largest companies in the world in the airline, retail, medical, and banking industries and 

offers language tests in more than 80 languages.  Assessment types include 

Speaking/Listening, Writing, Reading, Interpretation, Translation, and 

Culture/Linguistics (ALTA Language Services, n.d.-d).  Specialized tests exist for 

medical, government, legal, and customer service (ALTA Language Services, n.d.-d).  

The Speaking and Listening Assessment can be done virtually or by phone (ALTA 

Language Services, n.d.-d), and ALTA offers proficiency scoring on its own 13-category 

scale, using the ILR proficiency levels, or to a custom scale (ALTA Language Services, 

n.d.-c). 

Partnering with Kaiser Permanente to test and certify healthcare workers in 

medical Spanish, ALTA developed and validated the Clinician Cultural and Linguistic 

Assessment for healthcare providers and Qualified Bilingual Staff exam for interpreters 

(Tang, Lanza, Marinely Rodriguez, & Chang, 2011).  These exams will be discussed 

further in the next chapter since they serve as the instruments used in the present study. 
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CHAPTER THREE 

Method 
 

 
Residents participating in the PREMIOS program worked with a research team 

composed of physicians, educators, an undergraduate student, other bilingual residents 

not participating in the program, and interpreters (including those who tested proficient 

for medical interpretation certification).  The team worked to design a curriculum that 

integrated techniques used by language educators, based on evidence from previously 

studied residency programs and feedback from the participants to form a dynamic 

evidence-based program.  In creating a new Spanish language and culture track in the 

Waco Family Medicine Residency Program, the researchers mapped out the program’s 

goals, instruments, the selection of resident and interpreter participants, curriculum, and 

assessment methods. 

Researchers 

The researchers include Daniel Truesdale, an undergraduate student researcher in 

the Baylor University Honors program (Medical Humanities and Biology); Karol Hardin, 

Ph.D. in Hispanic Linguistics, Associate Professor of Spanish at Baylor University, and 

author of research on medical Spanish education and medical Spanish usage by bilingual 

physicians and interpreters; and Mike Hardin, M.D., the Waco Family Medicine 

Residency Program Director, a graduate of international Spanish language immersion 

coursework, with 4 years of clinical experience in Ecuador (all in Spanish), years of 

experience speaking Spanish with patients in the U.S., and co-author of a study on 

medical Spanish education. 



38 

Thesis Goals 

In the first 6 months of PREMIOS examined by this thesis, the goals were to: (1) 

document the creation and progress of PREMIOS and (2) increase the average participant 

proficiency level by 5% annually on the Clinician Cultural and Linguistic Assessment 

(CCLA) provided by ALTA (ALTA Language Services, n.d.-a) for the duration of the 3-

year program. 

Program Goals 

All researchers agreed upon the following goals for the overall PREMIOS 

program as ambitious, yet realistic. 

1) Increase average participant proficiency level by 10% annually during the 

duration of the 3-year program on the CCLA (ALTA Language Services, n.d.-

a). 

2) All participants achieve a passing score of 80% or higher after 3 years in the 

program. 

3) Improve participant proficiency enough to communicate effectively with 

native speakers. 

4) Foster cultural humility. 

5) Set an example for other residency and medical education programs to safely 

train and document improvements in language-concordant care. 

Research Questions 

In addition to the long-term goals of the 3-year track, the following questions 

were posed for the first 6 months of the PREMIOS program: 



39 

1) Would medical residents in a Spanish-language track improve significantly in 

Spanish proficiency in 6 months? 

2) Would there be a difference in improvement between those with high and low 

scores? 

3) Is Spanish language self-assessment reliable for residents and physicians? 

4) Does motivation affect improvement? 

Hypotheses 

In relation to these four research questions, the researchers hypothesized the 

following: 

1) If medical residents participated in 6 months of a Spanish-language track 

including didactic and practical training, they would improve in objective and 

subjective language skills in a way that was measurable with a CCLA exam. 

2) Medical residents who were most proficient in Spanish, with previous 

experiences with Latino cultures before starting the track, would have a 

relatively small change, if any, in measurable language and cultural skills, 

while those without either would have a marked improvement. 

3) If the physicians and medical students in studies conducted by Diamond et al. 

(2014), Reuland et al. (2009), and Rosenthal (2011) are representative of their 

ability to self-assess Spanish proficiency, residents in this program would 

assess their own Spanish proficiency with relative accuracy. 

4) Residents who report high motivation to improve their medical Spanish 

proficiency and who substantiate their claims by regularly participating in the 
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weekly program activities and Spanish-speaking patient interactions would 

increase in proficiency, reflected by improvement in their objective score.   

Instruments 

The instruments for collecting participant background information and subjective 

and objective performance data included: (1) results of the 5-point scale language self-

assessment portion of the Electronic Residency Application Service (ERAS, 2016), (2) a 

5-minute proficiency assessment interview with the researcher most familiar with the 

ACTFL scale and trained in Spanish Linguistics and Second Language Acquisition, (3) 

an 18-question Incoming Resident Survey created by the researchers using 

SurveyMonkey.com that included a 10-point scale proficiency self-assessment with 

descriptors from the Interpersonal section of the LinguaFolio Self-Assessment Grid by 

the National Council of State Supervisors for Languages (2008), and (4) the CCLA 

offered by ALTA (ALTA Language Services, n.d.-a). 

The CCLA is a three-part medical language and culture exam offered by phone by 

ALTA for physicians (ALTA Language Services, n.d.-a).  The 40-minute exam includes 

several mock patient encounters with taped patient responses representing patients of 

different ages and genders (ALTA Language Services, n.d.-a).  Participants’ responses 

are recorded and graded by ALTA professionals with an objective and subjective score 

for their performance in the various clinical scenarios (ALTA Language Services, n.d.-a).  

ALTA recommends that only physicians scoring a 3 or higher (corresponding to a 

minimum of 80% or Proficient on their scale) communicate clinically-important 

information with patients.  Each section deals with a different patient scenario and section 

scores are provided in the report.  The number of errors for each section contributes to the 
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objective score, the subjective Customer Service, Fluency, and Pronunciation scores for 

each section contribute to the Total Subjective Score, and the subjective Cultural 

Proficiency score contribute to the Total Cultural Proficiency Subjective Score.  All 

subjective section scores are on a 4-point scale but do not contribute to a passing score on 

the CCLA. 

In addition to the ALTA score report, the residency program director created and 

distributed FHC Results Reports with graphics to help residents and physicians 

understand the significance of their section scores and overall score. An example of one 

of these reports can be found in Appendix C. 

Instruments for collecting background information about the interpreters who 

would be part of the program, as well as subjective and objective performance data, 

included a 26-question Pre-Assessment Interpreter Survey created by the researchers 

using SurveyMonkey.com, and the Qualified Bilingual Staff (QBS) Assessment by 

ALTA (ALTA Language Services, n.d.-e). 

The QBS is used to assess bilingual healthcare staff to determine their ability to 

provide interpretation (ALTA Language Services, n.d.-e).  Like the CCLA, the QBS is a 

medical language and culture exam offered by phone, but the format and grading are 

somewhat different (ALTA Language Services, n.d.-e).  ALTA’s QBS has five sections 

including Nursing Diagnosis and Instructions, Medical Terminology, and Sight 

Translation.  ALTA has determined that passing at Level 1 or Level 2 corresponds to the 

ability to interpret general and medical information, with Level 2 requiring an overall 

objective score of 80% or higher and a subjective score of 4, or Superior Proficiency, on 
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every section.  This means that ALTA recommends that interpreters that pass with a 

Level 1 do not interpret during provider-patient encounters. 

Although many other companies provide certifications of completion, ALTA 

(n.d.-a) provides a score report showing participants their strengths and weaknesses in the 

areas of cultural proficiency, medical terminology, and linguistic ability, enabling them to 

identify future areas of study regardless of their current ability.  The report also shows 

employers the margin with which they passed.  No published studies, however, have 

correlated ALTA’s 4-point scale used on the CCLA and QBS to the ILR scale (A.  

Roman, personal communication, January 22, 2018).  Nevertheless, its development by 

Kaiser Permanente for use in hospitals and its widespread use by healthcare corporations 

and researchers still suggest it has value. 

Program Costs and Funding 

Other than the time spent by the researchers, one of the only notable costs of the 

program was the cost of the CCLA and QBS exams, $100 each.  A Baylor University 

Undergraduate Research and Scholarly Achievement Grant covered the cost of 16 

participant CCLA exams ($1,600) in addition to personnel costs ($1,400).  A Texas 

Academy of Family Physicians Foundations Grant used for FHC studies in addition to 

PREMIOS covered the cost of 13 CCLA exams for nonparticipating residents and 

physicians ($1,300), 35 QBS exams for interpreters ($3,500), incentives for providers and 

interpreters ($1,325), and four interpreter certifications ($2,000).  Remaining grant funds 

from unused exams and incentives will be used in the future for tracking participant 

improvement, measuring physician proficiency, and training interpreters for certification.  
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The breakdown for the cost of exams and other resources per participant for this cohort 

over 3 years is given in Table 3.1. 

Table 3.1 Total Program Cost per Participant for the Current Cohort 

Item Quantity Cost Cost per Participant 

Baseline Participant CCLA 5 $500 $100 

6-month Participant CCLA 5 $500 $100 

1-year Participant CCLA 5 $500 $100 

2-year Participant CCLA 5 $500 $100 

3-year Participant CCLA 5 $500 $100 

Non-Participant CCLA 13 $1,300 $260 

Interpreter QBS 17 $1,700 $340 

Provider and Interpreter Incentives 30 $750 $150 

Interpreter Certifications 2 $1,000 $200 

Participant Total 25 $2,500 $500 

Total 34 $7,250 $1,450 

Local Context 

Texas Demographics 

Since 2005, the population of Texas has grown at a higher rate than any other 

U.S. state (White et al., 2015).  From 2010 to 2016, it is estimated that the U.S. 

population expanded by 5% while the Texas population expanded by 11% (U.S. Census 

Bureau, 2016a).  Texas also has more first-generation immigrants than second-generation 

immigrants; one in six Texan residents are first-generation immigrants, and more than 

one in seven native Texans have at least one immigrant parent (American Immigration 

Council, 2017).  Additionally, more than 300,000 immigrants work in the Health Care 

and Social Assistance Industry (American Immigration Council, 2017). 
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Nearly half of the state’s population growth between 2000 and 2013 was due to 

migration (White et al., 2015).  Latin American immigrants accounted for 43% of Texan 

immigrants in 2013, or about 54,000 immigrants, and Asian immigrants constituted the 

majority of the remainder (White et al., 2015).  More Mexican immigrants moved to 

Texas than any other state in 2013, with 32% more moving to Texas than California 

(White et al., 2015).  After Mexico, El Salvador and Honduras have consistently been the 

most common countries of origin among Latin American immigrants in Texas (White et 

al., 2015). 

The U.S. Census Bureau (2016a) estimate that more than 10 million people 

identifying as Hispanic or Latino lived in Texas (29%).  Of those, the vast majority are of 

Mexican descent (87%), followed by these regions of origin: El Salvador (3%), Puerto 

Rico (2%), Honduras (1%), Guatemala (1%), and Cuba (1%) (U.S. Census Bureau, 

2016c).  Overall, Latinos in Texas are of the following descent: Central American (5%), 

South American (2%), and other, including Spaniard (4%) (U.S. Census Bureau, 2016c). 

McLennan County Demographics 

The Waco Family Health Center serves patients from across McLennan County in 

Central Texas (FHC, 2016a), a total county population of 243,394 (U.S. Census Bureau, 

2016d).  In 2016, the population was as follows: White (77%), African American (14%), 

Asian (2%), American Indian and Alaska Native (< 1%), Native Hawaiian and Other 

Pacific Islander (< 0.1%), and some other race or a combination of races (7%) (U.S. 

Census Bureau, 2016a).  More than 6,000 county residents are naturalized citizens and 

6% are non-citizens (U.S. Census Bureau, 2016d). 
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The U.S. Census Bureau (2016a) estimated that 61,161 people identifying as 

Hispanic or Latino lived in McLennan County, Texas, or 25% of the population.  Of 

those, the vast majority were of Mexican descent (90%), followed by: “Other Hispanic or 

Latino [Spaniard]” (3%), Central American (3%), Puerto Rican (2%), South American 

(1%), and Cuban (< 1%) (U.S. Census Bureau, 2016c).  More than half of residents of 

Central American descent were Salvadoran and more than a third of residents of South 

American descent were Columbian (U.S. Census Bureau, 2016c). 

The U.S. Census Bureau (2016d) estimated that 9% of the McLennan County, 

Texas population over the age of 5 spoke Spanish but did not speak English “very well,” 

with an additional 1% speaking another language but not speaking English “very well.” 

In 2015, the median household income among Latinos in McLennan County was 

$34,024, lower than the median household income of $42,687 for the general population 

of the county (U.S. Census Bureau, 2015a).  The county median household incomes for 

Latinos and the general population were also lower than the Texas median household 

incomes for Latinos and the general population of $41,248 and $53,207 (U.S. Census 

Bureau, 2015a), respectively.  Furthermore, in 2015, 15% of families in McLennan 

County lived in poverty, and among Latino families this number rose to 25% (U.S. 

Census Bureau, 2015b).  Roughly 29% of families had no workers (U.S. Census Bureau, 

2015b) 

About FHC 

The Family Health Center (FHC) is a system of 15 clinics that opened in 1969 to 

serve the vulnerable population in McLennan County (FHC, 2016a).  FHC provides 

primary and preventative care including medical, dental, and mental healthcare at 
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discounted rates to patients on public assistance, including Medicare and Medicaid 

(Dennis, 2010; FHC, 2016a).  More than 20% of the residents of McLennan County 

received care from an FHC clinic in the 2016-2017 fiscal year.  Nearly 13,000 patients 

sought treatment at the main FHC site that year, with an average of four visits per patient 

per year.  Of those patients, 2,796 (22%) preferred Spanish over English.  If the Spanish-

speaking patients were to visit with the same frequency as other patients, there would be 

enough visits to fill every 15-minute appointment block for one Spanish-speaking 

provider for a year, plus more than a third of appointment blocks each day for another 

provider.  With 14 providers who see patients at the main site, the demand for Spanish-

language skills among providers and interpreters is very high. 

Residency Program 

In 1969, family medicine became a recognized specialty.  The very next year, the 

Waco Family Medicine Residency Program (2018) was accredited.  The program has 

grown with the need of its patients and now receives federal funding (Waco Family 

Medicine Residency Program, 2018).  The program is in the 95th percentile, among the 

top 20 out of hundreds of family medicine programs in the country, and ranked second 

among programs in Texas (Doximity, 2018a, 2018b), with more than 450 applicants from 

U.S. schools competing for the 12 residency positions annually.  The number of 

applicants has quadrupled in the past 6 years.  More than half of family medicine 

physicians in McLennan County graduated from this residency program (Wallace, 2018). 

Interpreters 

Healthcare workers who serve as interpreters at FHC fill dual-role positions, 

usually starting with a non-interpreting role, such as nursing or administrative staff, and 
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later applying to work as an interpreter.  FHC employees screen potential staff 

interpreters by reading a one-page form of simple health-related questions over the phone 

that the applicant then interprets.  The screening usually lasts 5 minutes or less, and on 

each section, the untrained employee grades the interpreter as Very Fluent, Good/Fair, or 

Not.  The unedited screening form can be found in  

APPENDIX A.  The screening for dual-role nurses is similar except the screening 

takes place in person, employees do not use a sheet to read from, and most interviews still 

never ask questions involving technical medical vocabulary.  Interpreters who pass are 

paid $0.50 more per hour.  Front desk staff are expected to serve Spanish-speaking 

patients at their desk as well as providing interpretation during medical examinations 

when called upon.  According to a parallel study being conducted by the researchers, 

none of the interpreters who volunteered for this residency training program had 

completed any type of training in interpretation through their workplace or elsewhere.  A 

2014 study at FHC, however, included two 90-minute interpretation workshops attended 

by 65 interpreters from the entire system of 15 clinics (Cline, 2014), so it is likely that 

either interpreters did not consider this workshop to be training or that the two groups had 

little overlap in participants.  The main site has 35 dual-role interpreters on staff. 

Selection of participant residents and interpreters 

Residents and interpreters were selected for PREMIOS based on their level of oral 

proficiency in Spanish language, cultural competence, as well as Spanish medical 

terminology.  All incoming first-year residents in the Waco Family Medical Residency 

Program were invited to apply to participate in this study.  They were informed that they 

would receive a certification if they scored appropriately on the exam, and that their 
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identities would not be blinded to the researchers, including the Residency Program 

Director.  Participation was voluntary.  After giving consent, participating residents first 

completed the Incoming Resident Survey and the CCLA through ALTA.  The survey 

questions can be found in APPENDIX B.  First-year residents who volunteered and 

scored above 50% on the CCLA were subsequently admitted into the program.  Based on 

a comparison of known CCLA scores and oral evaluations, it appears that a score of 50% 

may roughly correspond to the 1 to 1+ range of the ILR scale (Intermediate on the 

ACTFL scale), though ALTA has not published any studies correlating its scale to the 

ILR or ACTFL scales (A. Roman, personal communication, January 22, 2018).  Out of 

12 first-year residents, five applied, and all five were admitted to the program.  Two 

participants scored above 80% on the benchmark CCLA exam, starting with a 

proficiency above the program’s minimum goal.  Based on a comparison of the ILR 

(n.d.-d) descriptors for speaking and the observed ability of the residents scoring above 

and below 80%, it seems that a score of 80% may approximately correspond to the 2 

level on the ILR scale, and is the minimum proficiency level that ALTA has determined 

necessary for a physician to communicate safely without an interpreter in most 

circumstances.  Participants scoring above this cut-off were also accepted and informed 

that the curricula would be tailored to individual needs as much as possible, but that it 

would be much more challenging to increase proficiency as much as the other 

participants.  As Valdini et al. (2009) found, improvement is slower and more 

challenging at intermediate and advanced levels than at basic levels. 

To identify dual-role interpreters who would work with the residents, interpreters 

working at the FHC main site were invited to take Pre-Assessment Interpreter Survey.  
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Those expressing interest in participating in the resident training program were 

subsequently invited to take the QBS assessment.  According to ALTA, interpreters who 

score at least a 70% on the objective score and at least a 3 on the subjective Customer 

Service section receive a Level 1, the minimum proficiency suggested for non-medical 

interpreters.  Interpreters who also score at least 70% on the objective section and a 4 on 

every subjective section achieve a Level 2 pass, the minimum proficiency suggested for 

medical interpreters.   

Interpreters were also informed that they would have the opportunity to obtain a 

certificate of proficiency from FHC if they passed with a Level 2, and that their exam 

results would be de-identified to the researchers only if they qualified for the certificate 

option.  They were informed that they would have the option to take a course and exam 

approved by the NBCMI to receive a national certification. 

Two bilingual attending physicians volunteered to mentor the residents 

throughout the program.  The first physician is a heritage speaker who grew up speaking 

both English and Spanish at home, spent a year in primary school in Mexico, had been a 

certified interpreter before becoming a physician, and passed the CCLA exam for 

clinicians with a score of 95%.  The second physician is a non-native who studied 

Spanish, is licensed to practice medicine in Ecuador, spent 4 years working and teaching 

at a hospital there, and previously passed the CCLA exam with a score of 93%.  Both 

have decades of experience speaking in Spanish with patients as well as years of 

experience teaching residents. 
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Program design 

The researchers first reviewed published studies of previously-implemented 

Spanish-language programs for medical residents and Spanish-language continuing 

education programs for health professionals, as well as literature on language acquisition, 

interpretation, certification, miscommunication in health settings, and Latino cultures.  

This information was used to create a culturally-relevant Spanish-language curriculum 

and training procedure for participating residents at the Waco FHC.  The program was 

designed to be manageable for residents who have an extremely busy and varying 

schedule while providing sufficient on-the-job exposure and tailoring lessons to 

maximize learning in the time available. 

The researchers chose ALTA exams to test the proficiency of residents, also 

pairing residents with bilingual interpreting staff as adaptations of Cowden et al. (2012) 

and Valdini et al. (2009).  Following Gonzalez-Lee and Simon (1987) and Cowden et al. 

(2012), bilingual physicians acted as mentors.  Repeated objective testing to track 

progress was also executed, as suggested by Grall et al. (2016).  The program was 

designed to be longitudinal with a variety of instructional modes to increase the residents’ 

Spanish exposure by at least 240 hours over the course of 3 years, the minimum amount 

of time suggested by Liskin-Gasparro (1982) to increase proficiency from Intermediate 

Mid to Advanced Low.  This time-commitment averages just over 1.5 hours of training 

per week.  During first-year orientation, all residents received brief training in the use of 

interpreters, and participants were also warned about the dangers and case studies 

illustrating the consequences of using ad hoc interpreters or communicating with 

Spanish-speaking patients before they had demonstrated proficiency, aligning with 
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Diamond and Jacobs (2010) recommendations to reduce disparities in healthcare for 

Spanish-speakers.  In accordance with this goal, resident participants were instructed to 

only interact with Spanish-speaking patients when a qualified interpreter could be present 

until they could earn a passing score on the CCLA exam.  A primary mode of learning 

was direct interaction with patients and observation of interaction and patient rapport-

building practices by qualified interpreters. 

The curriculum included written, online modules, practical skill development 

(role-play and shadowing the designated interpreters), and workshops.  Vocabulary, 

grammar, and culture were integrated into these activities.  The program was designed for 

residents to participate in roughly 30 minutes per day of online module work, 2-10 hours 

per week of practical skills, and 2 hours per month of interactive discussion.  Residents 

spend time in weekly talleres [workshops], where they practice speaking with the 

attending physician mentor for 30 minutes to 1 hour.  They also present patient cases to 

the attending physician mentor in Spanish.  This activity helps residents with higher 

proficiencies practice usage, for example, of preterite and imperfect tenses, in addition to 

appropriate medical terminology and use of a formal or professional register.  Depending 

on the availability of the attending physician, residents present patients in Spanish twice 

per week, for up to an hour total. 

As expected, the idea of what would be useful and practical for the residents’ 

schedules evolved from the beginning of the program through the 6-month evaluation.  

The residents’ actual activities will be detailed in the next chapter.  The initial plan 

contained written and online modules including a medical Spanish grammar and 

vocabulary workbook (Hardin & Irom, 2016), accompanying Quizlet text with audio 
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flash cards, video examples of patient interactions, podcasts on health topics, 

individualized practice tests, an audio-recording website, and online resources from more 

than 15 sources, which can be found in Appendix D (Waco Family Medicine Residency 

Program, 2017).  Participants also could read transcripts from actual physician-patient-

interpreter encounters with the interpreter portion removed and write in what they 

thought the interpreter would say.  Residents had access to the online website, Vocaroo, 

to record themselves practicing pronunciation or presenting a topic.  They could then 

review their performance and send the recordings to an instructor for evaluation. 

The researchers planned for residents to practice medical language skills in many 

ways.  For example, the residency program director held weekly talleres in a classroom 

setting, often role-playing LEP patient interactions with residents playing the physician.  

They participated in discussions about common medical problems in Spanish and gave 

presentations.  Residents could attend Spanish-language Centering Pregnancy sessions, a 

group pre-natal care class in which pregnant women meet to learn and share pre-natal 

advice in a safe, familiar environment (FHC, 2016b; Robertson, Aycock, & Darnell, 

2009).  Participants are expected to spend a significant portion of time in an immersion 

elective during their third year of the program in a border town in Texas or one of several 

countries where a medical immersion program has been established. 

Assessment 

Assessment of Individuals 

The residents’ progress was measured with the CCLA before beginning the 

program, 6 months into the program, and will continue to be measured at regular intervals 

during the program, supplemented by participant surveys administered at the same 
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intervals as each exam.  The planned intervals are 0 months (baseline), 6 months, 1 year, 

2 years, and 3 years.  Additionally, after the 6-month exams, the researchers conducted a 

debrief group interview with the five resident participants and two selected nurse-

interpreters to determine what had been working well and what needed to be improved. 

Progress was measured objectively as well as subjectively.  In alignment with the 

program goals, success will be attained if participants increase in average proficiency on 

the CCLA exam by 10% annually during the duration of the 3-year program, pass with a 

score of 80% or higher after 3 years in the program, and continue to improve their 

proficiency enough to communicate effectively with native speakers.  Throughout the 

program, participants completed the Weekly Homework Log, a weekly six-question 

SurveyMonkey survey designed to function as an ongoing log of Spanish experiences.   

Since the self-assessment descriptor scale can be mapped onto a 10-point scale, a 

crude method of comparing overestimation and underestimation between groups is to 

divide the self-assessment score by 10 and subtract the objective proficiency score.  This 

method cannot be validated, since ALTA does not provide documentation relating its 

scores to the ILR or ACTFL scales that could be used, but this method gives a general 

picture of differences in estimation between test groups.  Similarly, taking the absolute 

value of each calculated difference and averaging them gives an approximation of percent 

error of the group in self-estimating.  These formulas can be found in Appendix E. 

Assessment of the Program 

The program was reviewed after 6 months so researchers could continue to make 

improvements to the program design.  Following the goal of improving average objective 

scores by 10% annually, the goal for 6 months was for average scores to increase by at 
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least 5% and for improvement to be statistically significant.  The researchers also 

conducted a group debrief interview to understand the perspective of residents and 

interpreters on what is working well and what needs to be changed. 

This chapter has summarized the procedures used to collect data.  The next 

chapter examines the results.  
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CHAPTER FOUR 

Results 
 

 
This chapter will present the baseline and 6-month progress data of the program, 

including residents’ participation, CCLA scores, and ERAS and survey responses, as well 

as relevant trends among the overall clinic physician and interpreter exams and surveys.  

The researchers expected to find the following outcomes: 

1) If medical residents participated in 6 months of a Spanish-language track 

including didactic and practical training, they would improve in objective and 

subjective language skills in a way that was measurable with a CCLA exam. 

2) Medical residents who were most proficient in Spanish, with previous 

experiences in Latino cultures before starting the track, would have a 

relatively small change, if any, in measurable language and cultural skills, 

while those without either would have a marked improvement. 

3) If the physicians and medical students in studies conducted by Diamond et al. 

(2014), Reuland et al. (2009), and Rosenthal (2011) are representative of their 

ability to self-assess Spanish proficiency, residents in this program would 

assess their own Spanish proficiency with relative accuracy. 

4) Residents who report high motivation to improve their medical Spanish 

proficiency and who substantiate their claims by regularly participating in the 

weekly program activities and Spanish-speaking patient interactions would 

increase in proficiency, reflected by improvement in their objective score.   
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Baseline Results 

The first part of the PREMIOS program began September 19, 2017, when five 

first-year resident participants began training in Spanish using all the personal and group 

resources available.  Those not meeting the minimum proficiency requirement of 80% on 

the baseline CCLA continued to rely entirely on interpreters for the communication of 

medical information.  On November 20, 2017, they were assigned to two interpreters who 

had been identified earlier in the program as highly proficient in medical Spanish.  That 

is, out of 35 dual-role interpreters at FHC main site, 17 opted to take the QBS exam.  

Only two passed with the Level 2 proficiency certification recommended to provide 

medical interpretation; the two individuals were therefore selected to work with the 

bilingual track residents. 

Baseline CCLA Results 

The clinic scheduled testing for June 30, 2017, but Resident B did not complete 

the CCLA until September 15.  Although this shorter training duration was not ideal, 

changes in proficiency were slightly more significant for this individual, given that the 

improvement occurred over a shorter time span. 

From the baseline CCLA exam, two participating residents were determined to 

already be at or above ALTA’s minimum level of Proficient (80%), and the remaining 

three scored between 50-80%, roughly corresponding to ALTA’s Approaching 

Proficiency level.  While our original criteria for participation would have excluded the 

two participants scoring above 80%, due to the relatively small sample size and the 

potential improvement beyond the high intermediate proficiency level, all five were 

admitted to the program.  Participants’ initial CCLA results are presented in Table 4.1. 
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Table 4.1: Initial Resident CCLA Results 

Participant 
Total Objective 

Test Score 
Percentage of total possible errors on 

Overall Objective Assessment 

Total Cultural 
Proficiency 

Subjective Score 

A 86% 21% 13 

B 82% 45% 16 

C 72% 16% 12 

D 61% 51% 9 

E 55% 32% 12 

On average, the section with the lowest proportion of possible errors was 

Examining a Child-Arthritis (24%) and the section with the highest proportion of possible 

errors was Chest Pain (35%). 

Among the Customer Service, Fluency, and Pronunciation subjective sections of 

the CCLA, residents struggled most with Pronunciation, on average scoring 9% lower 

than on Overall Cultural Proficiency Fluency and 12% lower than on Customer Service. 

Baseline Resident Survey Results 

Three of five participating residents reported speaking Spanish with a patient 

without an interpreter present during medical school or another time before beginning 

residency, including both residents who scored above 80% and one who scored below.  

All residents had received training on how to use an interpreter in medical school.  

Furthermore, all residents had taken Spanish classes in the U.S. up to the high school or 

college level. 
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ERAS and Proficiency Assessment Interview 

All participants filled out the Electronic Residency Application Service (ERAS) 

as part of the standard application to U.S. residencies.  Several questions are dedicated to 

assessing foreign language ability, including a 5-point proficiency self-assessment.  

These self-assessment results from Waco FHC residents’ applications were used to 

identify possible program participants and were later compared to resident surveys and 

CCLA data.  The researcher trained in the ACTFL scale usage also briefly interviewed 

the participating residents to determine their proficiency levels.  A comparison of the 

self-assessments from the resident survey and ERAS, and the ACTFL assessment are 

displayed in Table 4.2. 

Table 4.2: Resident Self-Assessment and Proficiency 

Resident 
Survey Self-
Assessment (Level) 

ERAS Level 
(Descriptor) 

ACTFL Level 

A 7 (Advanced-Low) 4 (Advanced) Advanced Low/Mid 

B 3 (Novice-High) 1 (Basic) Intermediate High 

C 5 (Intermediate-High) 3 (Good) Intermediate High 

D 4 (Intermediate-Low) 2 (Fair) Intermediate Low 

E 4 (Intermediate-Low) 1 (Basic) Intermediate Low/Mid 

Self-assessments using the survey proficiency descriptors and the ERAS 

descriptors correlated very well (r = .94, p = .02).  A comparison of the different  

proficiency assessments used and correlations of each proficiency assessment with the 

others are presented in Table 4.3. 
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Table 4.3: Correlations of the Proficiency Assessments 

Assessment 
Type 

Number of 
Levels on the 

Scale 

Residents’ Median 
Proficiency Level 

ERAS 
ACTFL 

Interview 

Survey Self-
Assessment 

10 - 
r = .94, 
p = .02* 

r = .68, 
p = .21 

ERAS 5 Fair - 
r = .68, 
p = .21 

ACTFL 
Interview 

11 Intermediate High - - 

Note. *Statistically significant 

Baseline CCLA and Resident Survey Comparisons 

Among the five PREMIOS residents, survey self-assessments of proficiency 

based on descriptors moderately correlated to the CCLA Total Objective Test Score 

percentage, but the correlation was not statistically significant (r = .43, p = .47).  One 

participant who scored above 80% on the CCLA consistently answered the survey 

questions with self-assessments that were far lower than actual proficiency, thereby 

skewing the data.  Excluding the outlying participant, however, there was a very strong 

correlation between these two covariates (r = .94, p = .06).  The ERAS application had an 

even greater correlation with CCLA score, although still insignificant when including the 

outlier (r = .52, p = .37).  Excluding the outlier, the correlation was extremely significant 

(r = .99, p = .01). 

When other physicians at the clinic completed the same medical Spanish 

proficiency self-assessment survey question and CCLA exams, the aggregate of data 

from participating residents, nonparticipating residents, and physicians (N = 18) showed a 

strong and statistically significant correlation between self-assessment and CCLA 
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objective score (r = .68, p = .004).  The correlation was even stronger without the 

outlying participant (r = .77, p < .001).  The correlation was even significant for the low-

to-intermediate-scoring group (CCLA < 75%, N = 11, r = .81, p = .003).  Table 4.4 shows 

the self-assessments and CCLA objective scores of track and non-track residents and 

physicians. 

Table 4.4: Resident and Physician Self-Assessments and CCLA Objective Scores 

Position/ 
ID 

Survey 
Self-Assessment 

CCLA 
Objective Score 

Position/ 
ID 

Survey 
Self-Assessment 

CCLA 
Objective Score 

Resident 10 89% Resident 6 70% 

Resident A 7 86% Resident 7 68% 

Physician 5 82% Resident 6 68% 

Resident B 3 82% Resident 4 65% 

Resident 7 80% Resident D 4 61% 

Resident 4 78% Resident E 4 55% 

Physician 5 78% Resident 2 40% 

Resident 5 74% Resident 2 32% 

Resident C 5 72% Resident 3 23% 

The ability to self-assess was insignificant (N = 4, r = .53 p = .47) among all 

physicians who scored lower than 60% on the CCLA, in part due to the small sample 

size.  The overestimation approximation method described earlier showed physicians 

underestimated their abilities by more than 14%, with a total error (underestimation and 

overestimation) of 17%. 

The proficiency assessment interview with the qualified ACTFL interviewer 

strongly correlated with the CCLA results (r = .91, p = .03).  A summary of participating 

residents’ proficiency scores, ACTFL assessments, and self-assessments is provided in 

Table 4.5. 
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Table 4.5: All Resident Assessments and Self-Assessments 

Resident 
CCLA 

Objective Score 
ACTFL Level 

Survey Self-
Assessment (Level) 

ERAS Level 
(Descriptor) 

A 86% Advanced Low/Mid 7 (Advanced-Low) 4 (Advanced) 

B 82% Intermediate High 3 (Novice-High) 1 (Basic) 

C 72% Intermediate High 5 (Intermediate-High) 3 (Good) 

D 61% Intermediate Low 4 (Intermediate-Low) 2 (Fair) 

E 55% Intermediate Low/mid 4 (Intermediate-Low) 1 (Basic) 

Among resident participants, the CCLA objective score strongly correlated with 

the highest level of Spanish education received (r = .88, p = .05).  Though greater time 

spent abroad and time spent in an immersion setting were also moderately correlated with 

a higher CCLA score, neither was significant (r = .63, p = .26; r = .53, p = .36).  

Similarly, the degree to which participants self-assessed their understanding of Latino 

cultures was moderately correlated with their CCLA Total Cultural Proficiency 

Subjective Score, though not statistically significant (r = .55, p = .34).  Among all tested 

residents and physicians (N = 18), the level of Spanish education did not correlate with 

objective score (r = .23, p = .37), but excluding those who lived in a Spanish-speaking 

country for more than 3 months, there was a moderate correlation (N = 17, r = .56, p = 

.02).  Time spent abroad and time spent in an immersion setting, however, did not 

correlate with objective scores for the entire group of residents and physicians (r = .21, p 

= .40; r = .24, p = .34). 

QBS Results 

Interpreter proficiency scores were important to identify potential interpreters and 

to determine the number of qualified interpreters who would be helping residents.  Out of 
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35 interpreters in the clinic, 17 (49%) completed the QBS, though initially more 

interpreters volunteered.  Only two (6%) interpreters passed with ALTA’s QBS Level 2 

passing score necessary to provide medical interpretation.  The interpreter overall scores 

and average section scores are shown in Table 4.6. 

Table 4.6: Interpreter QBS Summary 

ID 
QBS 
Level 

Ave. of Objective 
Section Scores 

Ave. of Subjective 
Section Scores 

ID 
QBS 
Level 

Ave. of Objective 
Section Scores 

Ave. of Subjective 
Section Scores 

1 2 88% 4.00 10 1 67% 2.67 

2 2 81% 4.00 11 1 62% 2.75 

3 1 82% 3.67 12 1 57% 2.50 

4 1 78% 3.50 13 0 65% 2.50 

5 1 77% 3.00 14 0 56% 2.50 

6 1 74% 3.50 15 0 56% 2.25 

7 1 74% 2.50 16 0 44% 2.00 

8 1 73% 2.50 17 0 38% 2.00 

9 1 67% 3.00     

Interpreters, on average, scored the highest on Customer Service and lowest on 

Medical Terminology.  This trend remained true when excluding those who did not pass  

at any level and when counting only those who passed at Level 2.  Section score averages 

for each of these three groups are presented in Table 4.7. 

Table 4.7: Interpreter Average QBS Section Scores by Passing Level 

Group N 
Customer 
Service 

Medical 
Terminology 

Diagnosis and 
Instructions 

Sight 
Translation 

All Interpreters 17 77% 53% 75% 60% 

Level 1 or higher 12 87% 58% 79% 67% 

Level 2 2 92% 74% 88% 82% 
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QBS and Interpreter Survey Comparison 

Seventeen interpreters completed both the Pre-Assessment Interpreter Survey and 

the QBS exam.  In contrast with residents, interpreters’ self-estimation had no correlation 

to their QBS level or total objective score (r = .20, p = .44; r = .28, p = .28).  While 

residents and physicians slightly underestimated self-assessed language ability  

(-14%, 17% error), interpreters instead overestimated with less accuracy (12%, 24% 

error).  Furthermore, two interpreters who rated their proficiency as native did not pass 

even the minimum level required for general Spanish interpretation.  The association 

between confidence speaking general non-medical Spanish and the QBS objective score 

was only moderate (r = .47, p = .06), as was the association between medical Spanish 

speaking confidence and QBS objective score (r = .45, p = .07).  Somewhat surprisingly, 

the following criteria had no correlation with objective score: highest U.S. or foreign 

Spanish education level, years of experience interpreting, the number of interpreted visits 

per day, or language learned first (English or Spanish, or both at the same time).  When 

comparing QBS to the interpreters’ first language, results from a single factor ANOVA 

were F(2,14) = 0.95, p = .41; for all other correlations, |r| < .25 and p > .40.  There was, 

however, a moderate negative correlation between confidence speaking general Spanish 

and highest U.S. education level (r = -.47, p = .04).  An insignificant negative correlation 

occurred between the QBS objective score and confidence speaking general Spanish  

(r = -.31, p = .20). 
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6-Month Results 

6-Month CCLA Results 

All residents completed a 6-month CCLA exam February 22-23, 2018.  These 

dates corresponded to roughly 7.5 months after the first exam for four of five residents 

and just over 5 months for the fifth resident (averaging 39.1 days beyond the planned 6 

months), but 5 months since residents officially entered the PREMIOS program and 

began training.  It is unlikely that significant Spanish exposure took place between the 

baseline CCLA exam and the official starting date, though residents may have seen some 

Spanish-speaking patients with the help of an interpreter.  Additionally, the interpreter 

screening process took longer than expected and only 3 months passed between the date 

when the qualified interpreters officially joined the program and the 6-month CCLA.  

While the goal of the program was to test after 6 months, as with the start of any 

program, the schedule did not always match reality.  Still, the significance of the 

residents’ improvement in proficiency is more relevant than strictly following the 

schedule.  As the program continues in years to come, the established structure will 

enable the schedule to be followed more closely. 

All residents’ total objective scores increased.  This was a significant finding 

because it was unknown whether 6 months would be enough time to see improvement on 

the CCLA, let alone statistically significant improvement.  Residents’ before and after 

scores can be found in Figure 4.1. 
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Figure 4.1: Resident Total Objective Test Score Before and After 6 Months 

 
What was not anticipated was the effect that just 6 months of training had.  The 

average total objective score increased by 8% and a single-tailed paired t test showed that 

the increase in scores from the baseline CCLA was significant (M0 = 71%, SD0 = 0.1; M1 

= 79%, SD1 = 0.1), t(4) = 3.2, p = .02.  This improvement went beyond the 5% goal for 6 

months of training.  As hypothesized, those with the most room for improvement 

increased the most in proficiency.  Residents who started below the program’s minimum 

goal of 80% increased an average of 11% with a strong negative correlation between 

initial objective score and change in objective score (r = -.85, p = .07).  That is, those 

with the lowest scores improved the most.  Not only did the lower-scoring residents score 

above average, they accomplished the annual goal of 10% average improvement in just 6 

months.  While there were not enough data points to determine if the change in total 

objective score was significant for the two individuals scoring above 80% in the baseline 

CCLA, analysis of changes in the individual objective section scores (Section II and 
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Section IV) revealed that this improvement was also significant (M0 = 83%, SD0 = 0.04; 

M1 = 87%, SD1 = 0.05), t(3) = 1.6, p = .03.  These two individuals both increased their 

objective scores by 2% over 6 months. 

The objective sections with the lowest and highest percentage of total possible 

errors were Examining a Child-Arthritis (14%) and Bad News-Cancer (27%), 

respectively.  Parallel to the residents’ changes in total objective score, a moderate 

negative correlation between initial objective section scores and the change in objective 

section scores (r = -.67, p = .001) showed that the sections where participants initially 

scored the lowest were the most improved.  Changes in the residents’ individual section 

error rates are presented in Figure 4.2. 

Figure 4.2: Resident Error Rates by Section Before and After 6 months 

 
Note. *Increase in error rate 

Another unexpected finding was that subjective score decreased by an average of 

5%, though not significantly (M0 = 12.4, SD0 = 2.2; M1 = 11.6, SD1 = 0.8), t(4) = -0.7, p = 

.26.  While the graders score the objective sections exclusively by error rates, they 
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determine subjective section scores based on the general quality of each section.  For this 

reason, a difference in examiners likely explains the drop in subjective scores.  ALTA 

acknowledges this limitation by excluding the subjective score when determining 

whether an examinee passes or fails the CCLA, instead providing comments on the 

subjective sections to enable examinees to improve on their weaker sections (n.d.-a). 

6-Month Resident Survey Results 

 All residents completed the survey after taking the CCLA and before receiving 

their results so that they would not be influenced by their score when estimating their 

proficiency. 

The Weekly Homework Log was intended to keep track of weekly progress, but 

only four out of five completed it at least once.  These four residents completed the log 

25 times in 14 weeks, a 45% completion rate.  Each resident’s average weekly exposure 

rate was extrapolated across the weeks they did not report to calculate overall Spanish-

language exposure time.  A limitation of this method is that it is possible that participants 

completed the survey during weeks that they had more exposure time, though it is 

unlikely there were many weeks without Spanish-language exposure. 

There was a strong correlation between the number of hours reported in the 6-

month survey and the Weekly Homework Log (r = .91, p = .09), although the average 

difference showed that residents estimated 41% less exposure in the survey than the log.  

Since the log was completed repeatedly throughout the 6 months, it likely represents a 

better picture of average activity than the survey which was only completed  

at the end.  For this reason, the log will be used for most of the discussion on hours and 

improvement.  The residents’ average reported exposure is provided in Table 4.8. 
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Table 4.8: Weekly Homework Log Residents Weekly Reported Exposure 

Resident 
Patients 
Seen* 

Group 
Talleres 

Patient 
Presentations 

Total 
Hours in 

Talleres** 

Hours in 
Independent 

Study 

Total Hours in 
Talleres or 

Independent Study 

A 8.7 0.7 0.7 0.8 0.7 1.5 

B - - - - - - 

C 5.4 0.9 0.6 0.9 0.6 1.5 

D 6.7 0.9 0.2 0.3 0.4 0.7 

E 4.0 0.7 0.3 0.6 1.0 1.6 

Note.  *For group interactions, each patient was counted separately. 
**Time in Centering Pregnancy was counted as time in talleres, but regular 
patient visits in the clinic and hospital were not counted towards the hour total. 

A single-tailed paired t test showed that the decrease in resident motivation from 

the initial survey to the 6-month survey was significant (M0 = 3.6, SD0 = 0.49; M1 = 2.8, 

SD1 = 0.75), t(4) = -4.0, p = .008. 

Debrief Interview 

All residents participated in talleres in a classroom setting, mostly role-playing as 

the physician, with the goal of eventually being able to role-play the patient or even the 

interpreter.  They participated in discussions about common medical problems in Spanish 

and gave presentations.  Talleres often paralleled the clinical skills the residents were 

currently working on: during their OBGYN rotation, residents practiced obtaining 

informed consent for newborn circumcisions.  Additionally, three of five residents saw 

patients and participated in group activities in Spanish-speaking groups of Centering 

Pregnancy, and one resident attended a Centering Parenting group for parents of 2-

month-old children.  The remaining two residents will be assigned to a Spanish-speaking 

Centering Pregnancy group in the next 6 months. 
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All residents reported times when communication broke down.  Residents 

reported that when this occurred in the clinic, they paused the patient examination and 

stepped outside to ask for an interpreter, sometimes getting one of the qualified 

interpreters identified by the track, but often getting any available dual-role interpreter.  If 

they were in the hospital, however, the lack of available interpreters sometimes forced 

residents to “get by” without an interpreter.  One resident reported using the Canopy 

Speak medical translation iPhone application as a tool when communication broke down 

and no video interpreters were available. 

The learning process was highly individualized.  One resident found that listening 

to daily podcasts while getting ready helped start the day in Spanish.  Another found one 

of the provided online resources particularly helpful because of its practice tests.  

Residents described presenting patient cases in Spanish to the attending physicians as 

“painful,” because of the difficulty narrating and since grammar left them feeling 

frustrated.  Nevertheless, they understood the importance of such practice. 

6-Month CCLA, Resident Survey, and Debrief Interview Comparisons 

The residents’ ability to self-assess Spanish-language proficiency increased to a 

significant level with training (r0 = .43, p0 = .47; r1 = .80, p1 = .10).  The same resident 

that underestimated ability before did so again this time, but to a lesser degree.  Without 

the outlying resident, the correlation of self-assessments and CCLA scores was slightly 

stronger (r = .87, p = .06).  Initial motivation had no correlation to the change in objective 

score (r = -.02, p = .97) nor initial hours expected to be completed (r < .001, p > .999); 

however, motivation strongly correlated with hours reported in the Weekly Homework 

Log (r = .996, p = .004). 
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Participants initially expected to be able to spend 3.5 hours per week in Spanish 

exposure settings outside of their regular duties, but only averaged 1.3 hours per week, 

with roughly equal amounts of time spent in talleres and independent study.  A strong 

correlation between expected hours per week and reported hours per week (r = .91, p = 

.09) suggested that despite the overestimation of hours, those who anticipated spending 

more time actually did so.  Because of the high exposure to Spanish during patient visits, 

they improved more than expected.  In 6 months, it is estimated that residents were 

exposed to around 160 Spanish-speaking patients.  The patient volume was highly 

correlated with improvement in objective score (r = .97, p = .03), whereas the total time 

in talleres and independent study trended negatively with improvement (r = -.75, p = 

.25). 

In the 6-month survey, the highest two ranked reasons why participants said they 

would not use an interpreter for a specific visit were: “Visits with interpretation take 

longer and are inefficient” and “I did not think I would need an interpreter for a routine 

visit, but the conversation unexpectedly got over my head.” The second answer matches 

experiences shared by residents during the debrief interview.  Other reasons were that the 

residents did not know the patient was Spanish-speaking until they entered the room, 

because the patients did not request Spanish as their primary language; the staff did not 

record language preference on the patient information (note that this was not a problem 

for some residents, and reflects differences in clinic teams’ practices); or the patients 

spoke enough English to get by but switched to their preferred language when they 

realized the residents spoke Spanish.  Interpreter availability was not an issue in the 
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clinic, but in the hospital, remote interpreter unavailability sometimes required residents 

both above and below the 80% proficiency minimum to communicate unaided. 

This chapter first compared the results of the residents’ baseline CCLA exam 

scores, baseline surveys, ERAS language assessments, and ACTFL interview levels.  The 

researchers found that CCLA scores strongly correlated with ACTFL levels.  The chapter 

also examined the results of the interpreters’ QBS exams and surveys.  The chapter then 

compared residents’ 6-month CCLA exam scores and surveys and found that resident 

CCLA exam scores significantly increased, initial scores were inversely correlated to 

improvement, and that differences in motivation were not associated with differences in 

improvement. 
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CHAPTER FIVE 

Discussion 

Results and Hypotheses 

The following hypotheses were tested in the first 6 months of PREMIOS: 

1) If medical residents participated in 6 months of a Spanish-language track 

including didactic and practical training, they would improve in objective and 

subjective language skills in a way that was measurable with a CCLA exam. 

2) Medical residents who were most proficient in Spanish, with previous 

experiences in Latino cultures before starting the track, would have a 

relatively small change, if any, in measurable language and cultural skills, 

while those without either would have a marked improvement. 

3) If the physicians and medical students in studies conducted by Diamond et al. 

(2014), Reuland et al. (2009), and Rosenthal (2011) are representative of their 

ability to self-assess Spanish proficiency, residents in this program would 

assess their own Spanish proficiency with relative accuracy. 

4) Residents who report high motivation to improve their medical Spanish 

proficiency and who substantiate their claims by regularly participating in the 

weekly program activities and Spanish-speaking patient interactions would 

increase in proficiency, reflected by improvement in their objective score.   

To test the first hypothesis, residents took CCLA exams before and after 6 months 

of training.  All residents increased in objective proficiency scores, and the average total 

increase was 8%.  This was a significant difference even for the two residents who began 
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with scores above the minimum goal of 80%.  Furthermore, the improvement of the 

group was beyond the 5% goal that would keep residents on track to increase an average 

of 10% annually, similar to the rapid language acquisition observed by Grall et al. (2016).  

If this rate of improvement continues, all residents could achieve a score of 80% or 

higher long before the end of 3 years.  Subjective scores did not change significantly.  

Even so, the improvement in section scores suggests that not only are residents increasing 

in general proficiency, but also that the talleres and observations are helping residents to 

gain proficiency in topics that they struggle with. 

This program offers significant improvement in medical Spanish proficiency with 

a relatively low cost and a time-commitment for participants of less than 1.5 hours per 

week of work added to their normal resident schedule.  According to residents, a key to 

the improvement was the high patient volume the residents saw with qualified 

interpreters who provided interpretation and guidance, stepping in to clarify during a 

resident-patient interaction or explaining a point after leaving the exam room.  The 

insignificant negative correlation between improvement and hours in talleres and 

independent study suggests that the number of patients seen is more important than 

structured lesson time.  The overall trend in data provided corroboration for this 

observation.  This finding may be confounded, however, by the low increase in 

proficiency among those who began proficient. 

The program showed the magnitude of time and effort needed to advance from 

intermediate proficiency to the level at which physicians may safely communicate with 

patients.  This reinforces the motivation for a long-term, 3-year program, and calls into 
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question the validity of studies which claimed participants achieved proficiency or 

fluency after a 1-week immersion experience or 45-hour crash course. 

The findings in this study supported the second hypothesis, that initial proficiency 

would be inversely related to improvement.  The average 6-month improvement was 8% 

overall, 11% for those who scored below 80%, and 2% for those who scored above 80%.  

A smaller improvement was anticipated for the highest-scoring group.  As proficiency 

increases, it becomes increasingly difficult to advance.  Liskin-Gasparro (1982), for 

example estimates that the average student may require 240 hours of learning to advance 

from Advanced Low to Advanced High on the ACTFL scale, while the time required to 

advance from no knowledge of Spanish to Intermediate Mid is the same.  As the program 

continues, the goal of 10% annual improvement might only apply to those scoring below 

80% because of the considerable difficulty in increasing scores beyond 80%. 

Regarding the third hypothesis, residents and physicians self-assessed with 

relative accuracy.  Participants’ self-assessments also improved with training.  This 

finding is important because the more accurate residents are at self-assessments, the more 

useful self-assessments are to determine resident language proficiency.  These findings 

align with previous studies measuring the accuracy of language self-assessments by 

physicians and medical students (Diamond et al., 2014; Reuland et al., 2009; Rosenthal et 

al., 2011).  While our conclusions contradict Lion et al. (2013), who used a similar ALTA 

exam and found that residents cannot accurately self-assess their proficiency (Positive 

Predictive Value of self-reporting Spanish proficiency = 67%), it is important to note the 

differences in the participant groups, specifically the inclusion criteria and the 

geographical locations of the residency programs.  In the Lion et al. study, all residents of 
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any Spanish ability were invited to take the exam, whereas in this study, only those who 

spoke Spanish with patients were invited, likely resulting in a higher threshold and 

eliminating some potential participants with a lower proficiency or lower confidence.  

Lion et al. surveyed three residency programs, one in Washington, one in New 

Hampshire, and one in Missouri, whereas this study examined residents in Texas, where 

nearly 30% of the population is Hispanic and residents have daily exposure to Spanish-

speaking patients (U.S. Census Bureau, 2016a). 

The outlying participant illustrates how self-assessment is not perfect in every 

case, but the strong, significant correlation for the group suggests that language 

proficiency self-assessment with descriptors can be useful for determining physician 

language ability if the self-assessment tool accurately corresponds to measured 

proficiency.  After getting to know the outlying participant, it seems possible that a high 

level of Spanish education influenced a lower estimation of proficiency, causing 

underestimation of ability.  Furthermore, this resident’s previous immersion experience 

may have contributed to a sense of having much more to learn.   Even those with a low-

to-intermediate-score (< 75%) could accurately self-assess, although with only four 

scoring below 60%, not enough data are available to provide the significance of self-

assessments for low scorers.  These findings support the hypothesis that residents can 

indeed self-assess accurately. 

The strong correlation between survey self-assessments and ERAS self-

assessments suggests that residents did not exaggerate their proficiency on the residency 

application to appear more competitive.  It also shows that while the ERAS scale is brief 

and perhaps oversimplified, it correlates well with more granular scales.  Additionally, 
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the researchers compared the ERAS scale to an ILR scale adapted to medical language 

proficiency by Diamond et al. (2014) and found that the descriptors and scale were 

closely related. 

The strong correlations between CCLA objective scores, resident self-assessment, 

and the initial 5-minute ACTFL interview are important.  The correlation between the 

CCLA scores and ACTFL interviews suggest both that the CCLA results are a good 

indicator of actual proficiency, even if the scale is dissimilar to other language 

proficiency measures, and that a highly trained interviewer can quickly (and 

inexpensively) ascertain physicians’ medical Spanish proficiency levels with similar 

results.  It is important to note that the interviewer was not merely bilingual but also had 

decades of experience in language education, medical Spanish, and use of the ACTFL 

scale.  The CCLA exams provide vital objective data for the research process, validating 

this program’s method.  However, if enough data are collected to show that self-

assessment and assessments by an ACTFL interviewer qualified to determine medical 

Spanish proficiency are reliable, this program or others may determine that the 

combination of self-assessments and ACTFL interviews are enough to eliminate the need 

for CCLA exams, greatly reducing the cost of the program. 

The fourth hypothesis was not supported by the data.  Neither measure of 

motivation (reported motivation and program hours completed) corresponded to 

improvement on the CCLA exam, even though reported motivation, expected hours, and 

actual hours strongly correlated.  This finding suggests that the total number of hours 

completed offers a powerful indicator of motivation, even if motivation itself is not 

associated with improvement.  Future cohorts will provide enough data to control for 
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initial proficiency level when comparing motivation and improvement, possibly leading 

to further conclusions.  Resident motivation decreased insignificantly from the initial 

survey to the 6-month survey.  It is possible that the intense time commitment of both 

residency and the PREMIOS track cooled the enthusiasm of the residents or that 

motivation waned as the residents improved.  Participants did not see their CCLA scores 

before they completed the survey, but they still might have been able to sense that they 

had improved substantially.  A more sophisticated measure of motivation than a single 

Likert-scale survey question might also shed more light on any links between motivation 

and change in proficiency. 

Planned Changes to the Program 

One of the purposes of the debrief interview was to identify ways to improve the 

program.  One resident expressed a need for more structure, vocabulary, and grammar to 

accompany each rotation.  Organizing the list of resources into a more navigable 

document may enable residents to identify useful resources to practice individual skills or 

subjects, though this still requires the residents to seek practice.  Even after 6 months of 

training which diminished the range of proficiency within the group, the difference 

between the most and least proficient speaker is still significant enough to affect talleres.  

In the future, especially as a new cohort of residents increases the number of participants, 

higher performers and lower performers may need to meet separately for some time to 

focus on their relative needs.  Additional practices that would be straightforward to 

implement include setting up a time at the main site for charla [conversation] while 

video-conferencing with residents in remote rotations or taking advantage of double-
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blinded patient recording rooms for Spanish-speaking patient encounters and mentors 

meeting with the residents to review their performance. 

At the beginning of the second year of the program, in June 2018, attending 

physicians will increase participants’ exposure by assigning more Spanish-speakers to 

these residents’ patient panels.  This change will be true for current participants and 

future PREMIOS cohorts.  In the first year of residency, residents complete two sessions 

per week, with four patients per section.  By the third year, they have four sessions per 

week with eight or nine patients per session, having developed the skills to quickly sort 

through the patient history to find a diagnosis.  In addition to having a greater proportion 

of Spanish-speaking patients, residents will increase from eight patients per week to more 

than 30 per week by their third year, greatly increasing their contact time with Spanish-

speaking patients as they approach and pass the 80% proficiency goal. 

The future cost of the program is anticipated to be the cost of the CCLA tests for 

current and future cohorts for each of the five intervals discussed earlier.  This training 

will also increase the quality of care for patients not seen by track residents through 

improved interpretation.  Without the cost of the CCLA exams for nonparticipating 

residents and physicians, which were used to test the accuracy of self-assessments, each 

subsequent cohort of residents will reduce the per-resident cost of the program.  Other 

programs that replicate this program design may have a lower cost if interpreter training 

is not necessary or if fewer interpreters need to be tested to identify sufficient qualified 

interpreters. 
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Areas for Future Study: 

One area that this program did not fully address was subjective competence of 

participating residents.  One of the PREMIOS goals is to foster cultural humility.  

Originally the CCLA subjective scores were to be used to measure changes in cultural 

proficiency, but the scores decreased slightly for every resident after 6 months of seeing 

patients.  It was thought that a difference in grader had a greater impact on score than 

actual ability, undermining the usefulness of this measure.  Alternatively, PREMIOS 

could implement brief patient surveys asking patients about the quality of communication 

and the cultural proficiency of the physician.  This method of data collection is subject to 

bias, since patients will be likely to compliment their physicians out of respect (Chong, 

2002).  This bias can be controlled for by giving surveys to LEP patients seen by 

nonparticipating residents as well and comparing their results.  The cultural proficiency 

of PREMIOS residents who use interpreters can also be compared to that of non-

PREMIOS residents who use interpreters.  These surveys could be useful for measuring 

changes in cultural proficiency among all residents over time. 

One of the areas in which the interpreters tested scored the lowest was Medical 

Terminology.  Since many interpreters learned Spanish at home and none took classes 

past the high school level, it is unsurprising that medical terminology was not part of their 

everyday vocabulary.  The researchers plan to seek grants to fund training and 

recruitment of qualified interpreters for both PREMIOS and the FHC system.  Training 

could particularly focus on medical terminology since it requires relatively few resources 

and is greatly needed.  With the insignificant negative correlation between the QBS 

objective score and confidence speaking general Spanish, few conclusions can be made; 



80 

however, education may have revealed a lack of awareness, thereby lowering confidence.  

In conjunction with interpreter training, further research could explore positive indicators 

of proficiency and confidence among interpreters. 

Another goal for this program is to provide an example that other programs can 

reproduce.  Further research with PREMIOS and other programs to determine which 

curricula work best, especially considering the intense schedules of residents and those 

who work with them.  A residency program in an area with a much higher concentration 

of LEP Spanish-speakers (or other languages) may find that other strategies work better 

than those in this thesis.  Other programs may be able to accept residents with a lower 

language proficiency if it is anticipated that they will still be able to become independent 

during the residency program.  Alternatively, since some languages like Russian and 

Mandarin require more hours to reach the same level of proficiency (Liskin-Gasparro, 

1982), it may take 3 years to advance just 10%, and programs may decide to only accept 

those starting with a CCLA score of 70%. 

Limitations 

Exams 

Although ALTA uses 80% as the proficiency required for physicians taking the 

CCLA to speak Spanish with patients without an interpreter present, residents scoring 

both above and below 80% expressed discomfort at times when communication broke 

down.  In the hospital, where interpreters were often unavailable, residents sometimes felt 

like they were on their own to overcome miscommunication caused by language barriers.  

These comments were alarming, not least of all because they suggest that the hospital, 

which has a higher legal burden to supply qualified interpreters than the clinic, has a 



81 

greater deficit in interpretation.  The researchers suspect that ALTA’s 80% cut-off is a 

minimum above which it becomes more practical not to have an interpreter in most 

circumstances, but interpreters are still sometimes needed.  Physicians who score at the 

Proficient level should be reminded that interrupting a patient interview is always an 

option when communication breaks down.  Regenstein (2013) provides a list of “Red 

Flags,” signs that a conversation is becoming more complicated and a qualified 

interpreter should be called.  These signs include unfamiliar topics, a response that does 

not seem to match the question asked, or inability to think of a way to explain a concept 

(Regenstein et al., 2013).  The PREMIOS researchers also suspect that 90% may actually 

be the appropriate pass rate above which interpreters are almost never needed, especially 

since ALTA does not give a margin of error.  ALTA has not correlated the CCLA or 

QBS results with the ILR or ACTFL scales, which could further validate the use of these 

exams in research and allow for more analysis of the results. 

Even though the QBS requirement for passing at Level 2 (proficient in medical 

interpretation) seems more stringent than the CCLA requirement for passing, if the 

objective scores are calculated similarly on both exams, interpreters who pass the QBS 

might also be insufficiently prepared for complex or technical situations, such as 

interpreting for psychological patient visits or obtaining informed consent. 

One advantage to the ALTA exam is that it is standardized; however, since the 

exam was the same in the pre- and post-test, it is possible participants had a post-test 

advantage from remembering specific details about individual questions or situations or 

from feeling more comfortable, thereby artificially increasing their score.  Due to the 

large quantity of information and patient encounters that the residents experienced 
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between the baseline and 6-month tests, it is unlikely that this phenomenon significantly 

affected the results.  Additionally, the fourth and fifth progress exams will each be 

completed 1 year after the previous exam, reducing the likelihood that test-learning will 

cause a significant difference. 

Residents’ subjective scores decreased insignificantly.  It is doubtful that this 

accurately represents the change in residents’ subjective proficiency considering the high 

patient volume and objective score improvement.  Instead, a difference in graders 

between the baseline and 6-month CCLA likely accounts for the unexpected results.  The 

variability in subjective score grading undermines its value in comparative analysis for 

the program.  In contrast, the Comments on Candidate Performance section provides 

valuable insight into the subjective strengths and weaknesses of each resident, giving 

feedback on which areas may cause the most misunderstanding among patients. 

Residents 

The residents attempted the difficult challenge of becoming clinically competent 

in a new language while also learning how to practice medicine.  While it can be argued 

that a physician who will spend a large proportion of his or her career treating Spanish-

speaking patients should learn to speak Spanish with patients from the very beginning, it 

is plausible that the split focus of simultaneously learning the language and clinical skills 

was a detriment to the participants’ abilities to master either one.  The clinical abilities of 

the participants compared to their peers were not studied in this program; however, the 

linguistic competence of the participants certainly improved significantly throughout the 

course of the program.  Still, the number of hours per week that residents completed was 
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much lower than they initially expected, and PREMIOS activities were sometimes 

neglected when residents became busy. 

Interpreters 

The program design tied up the few professional interpreters with residents who 

were most proficient, taking them away from non-proficient residents and physicians who 

are more likely to use ad hoc or unprofessional interpreters (Diamond, Tuot, et al., 2012).  

With only two interpreters (6%) currently participating in the program, their absence is 

not likely to have a great impact on patient visits, but if more qualified interpreters are 

trained and recruited, there could be a serious disparity between the care provided by 

non-proficient residents with underqualified interpreters and the care provided by more 

proficient residents with qualified interpreters.  The more quickly residents advance and 

graduate, however, the more the qualified interpreters will be able to work with non-

proficient residents since the graduates will be able to provide language-concordant care 

on their own. 

None of the participating interpreters reported any type of interpreter training, 

which might have improved their medical terminology and other skills necessary for 

interpretation.  Many participating interpreters reported being nervous about the phone 

exam in the post-exam survey.  Landlines were used to prevent lost calls and ensure the 

maximum sound quality possible, but the use of a phone still could have increased 

anxiety, decreased intelligibility of both parties, and prevented participants from using 

other tools to improve understanding, including reading lips, body language, and facial 

expressions that interpreters normally use in their daily work.  The ideal proficiency test 

in this scenario would include a proctor observing a patient interaction, hidden to the 
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examinee either through a one-way mirror or as a standardized patient, but this would 

obviously require a great deal of resources compared to the phone interview.  

Nevertheless, the widespread use of ALTA’s telephone exams suggests that they are 

standardized and control for changes in performance caused by the telephone. 

Program 

The small sample size of this study was a limitation.  Statistically, the 

improvement in the residents’ proficiencies was significant, but that may be because of 

other factors which are unique to this individual situation, including the residents’ 

motivation, Spanish-language background, inherent linguistic aptitude, study skills, 

attitude, group dynamic, and scheduling; the interpreters’ ability to teach and interpret in 

the same patient encounter; and the physician mentors’ teaching ability and schedules.  

While the language education experience of the physician mentor is unusual, undoubtedly 

some physician mentors in residency programs across the country also have language 

education experience.  However, the fact that the residency program director was a 

physician mentor for this program may have given advantages in scheduling the residents 

to fit the program in a way that other programs may have trouble replicating.  Similarly, 

the location of the program in an area that is 9% LEP Spanish-speakers is not unique, but 

the ability of the residency program director to assign these patients to the participating 

residents to increase their practice and exposure may be unique.  Even so, assigning too 

many LEP patients to a resident using an interpreter or their own communication skills 

may slow them down to the point that they cannot complete the required number of 

patient interviews in a day or fall behind in other learning objectives. 
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A major issue with this program is the lack of a control group.  An early concept 

for this program included a control group that could be compared to the intervention 

group to counteract test learning bias and distinguish improvement caused by the 

program versus improvement from acquiring bits of Spanish heard when treating patients 

while using an interpreter.  When it became apparent that there were only a few program 

candidates to begin with, all eligible candidates were admitted to the program.  

Additionally, excluding some from the program might introduce a greater harm than the 

lack of control.  In the future, if enough residents qualify and choose not to join the 

program, they could be tested to compare with the participants, as long as self-selection 

bias is taken into consideration.   

Spanish is the most common language spoken in the U.S. after English, but 

language-concordant medical providers are in high demand for other languages, such as 

Mandarin, Vietnamese, and Tagalog (Franco, 2018), especially in enclaves across the 

country.  Additionally, it is likely that fewer resources are being directed towards these 

languages per speaker, as reflected by the number of interpreters (Franco, 2018).  Even 

though an immediate goal of this program is to train participating resident physicians to 

communicate proficiently with Spanish-speaking patients, a broader goal is to spark 

interest in research and funding for language-concordant care for Spanish-speakers and 

LEP patients of all languages. 

The researchers plan to continue to study the program through many cohorts of 

medical residents, but a serious disadvantage in this thesis is the short time-frame for data 

collection.  Although 6 months allowed enough time to see some success from the 

program, further study will allow more time, enabling further participant progress and a 
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greater sample size of multiple cohorts.  Shortcomings acknowledged, this thesis is one 

of only four papers published so far which provide any objective data on medical Spanish 

programs in medical residency.  
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CHAPTER SIX 

Conclusion 
 

 
 This thesis first examined barriers to adequate communication stemming from the 

U.S. foreign language and medical educational systems and steps that have been taken to 

overcome them.  It then reviewed organizations that have developed guidelines and 

exams for determining foreign language proficiency and gave background information 

about the Waco Family Health Center and its patient population.  Next, it detailed the 

creation of PREMIOS, which enabled participants to practice medical Spanish while 

protecting patients throughout the learning process.  It subsequently presented objective 

and subjective results of the first 6 months of the program, including tested linguistic and 

cultural proficiency, self-assessment, interpreter usage, and other data used for 

assessment of the program.  This data can be used to replicate and improve the program 

design, thereby increasing quality and access to language-concordant care for patient 

communities across the country.  Finally, this thesis discussed program limitations, future 

research, and potential applications for residency programs in other regions. 

In conclusion, PREMIOS is on track to enable five out of 12 residents in this 

cohort, almost half, to safely and independently communicate medical information with 

patients in under 3 years.  Each year, a new residency class and a new program cohort 

will begin training.  Because more than half of family medicine physicians in McLennan 

County have graduated from this residency program, the Spanish language track will 

potentially have long-lasting effects for patients in the area.  This program can be 
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replicated by other programs and in other languages because of the low cost of the design 

and the documentation provided by this thesis. 
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APPENDIX A 

FHC Dual-Role Interpreter Screening Form 

Clerical Department 

Spanish Questions for Interviewing 

 

Applicant's Name_________________________________         Date_______________ 
 

 

1. Good Morning, how can I help you? Would you like a morning or afternoon 

appointment? Could you bring your son tomorrow afternoon at 3:00? 

Buenos diaz, en que le puedo ayuda? Le gustaria una cita pro la manana o por la 

tarde? Lo podia traer a las 3:00? 

 

  Very Fluent  Good/Fair  Not 
 

 

2. Good afternoon, how are you and your daughter feeling today? 

Buenas tardes, como se siente usted y so hija hoy? 

  Very Fluent  Good/Fair  Not 
 

 

3. How many days has it been since your son's had fever, vomiting, and diarrhea? 

How high has his temperature been? 

Por cuantos dias ha tenido su hijo fiebre, vomito, y diarrhea? Que tan alto le ha 

subido la temperatura? 

  Very Fluent  Good/Fair  Not 
 

 

4. Your daughter is very sick and we are going to admit her to the hospital today 

because she is very dehydrated.  Will you be able to take him to the hospital or 

would you like for us to call an ambulance? 

Su hija esta muy enferma y la vamos a admitir al hospital hoy porque esta my 

desidratada.  Lo puede llavar al hospital usted o quiere que le llamemos a una 

ambulancia? 

 

  Very Fluent  Good/Fair  Not 
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APPENDIX B 

Incoming Resident Survey 

Q1.  First Name      

      
Q2.  Last Name      

      
Q3.  Self-estimated confidence level for general Spanish (not medical) 

 
Not 
confident 

Somewhat 
confident 

Moderately 
confident 

Very 
confident 

Extremely 
confident 

Speaking 
     

Listening 
comprehension 

     
Reading 

     
Writing      

      
Q4.  Self-estimated confidence level for medical Spanish 

 
Not 
confident 

Somewhat 
confident 

Moderately 
confident 

Very 
confident 

Extremely 
confident 

Speaking 
     

Listening 
comprehension 

     
Reading 

     
Writing 

     

Q5.  Carefully read the detailed descriptions of proficiency levels below, beginning at 
the lowest and progressing to the highest.   Choose the one option that best 
describes your language skills. 

I can use single words and simple memorized phrases. 

I can interact with help using memorized words and phrases.   I can answer simple 
questions on very familiar topics. 

I can exchange info about familiar tasks, topics and activities.   I can handle short 
social interactions using phrases and sentences, but I may need help to keep the 
conversation going. 
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I can begin and carry on an unrehearsed conversation on a limited number of familiar 
topics.   I can ask and answer simple questions and exchange information in highly 
familiar situations. 

I can state my views and begin and carry on conversations on a variety of familiar 
topics and in uncomplicated situations. 

I can state and support my views and take an active part in discussions on familiar 
topics and in some complicated situations. 

I can express myself on a range of familiar and some unfamiliar topics.   I can link 
ideas in extended discussions. 

I can communicate with fluency and flexibility on concrete social and professional 
topics. 

I can usually adapt my language to the situation.   I can express myself with fluency, 
flexibility and precision on concrete and some abstract topics. 

I can effectively and consistently use language for all purposes.   I can take part 
effortlessly in any conversation or discussion. 

Q6.  Have you ever studied Spanish in the U.S.? 
Yes No 

Q7.  If so, to what level? (Choose "n/a" if never) 
Elementary Medical School     
Junior High Online/self study     
High School n/a     
College      

      

Q8.  Have you ever been in a Spanish immersion setting outside of the U.S. for the 
purpose of learning Spanish? 

 Yes No    

      
Q9.  If yes, for how long? (Choose "n/a" if never) 

N/A 3-6 months     
1-2 weeks 6-12 months     
3-4 weeks 1-2 years     
1-2 months More than 2 years     

 
Q10.  Have you ever lived in a Spanish-speaking country for an extended period of 
time? 

 Yes No    
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Q11.  If yes, for how long? (Choose "n/a" if never.) 
N/A 6-12 months     
Less than 3 months 1-2 years     
3-6 months More than 2 years     

 
Q12.  Do you feel you need to improve your medical Spanish? 

 Yes No    

      
Q13.  How motivated are you to improve your medical Spanish? 

 Not at all Somewhat Moderately Very Extremely 

      
Q14.  How well do you think you understand Latino culture? 

 Not at all Somewhat Moderately well Very well Like a native 

 
     

Q15.  Have you ever performed one-on-one patient care in Spanish without an 
interpreter present? 

 Yes No    

      

Q16.  In medical school, did you receive any training on how to work effectively with 
an interpreter? 

Yes No 

Q17.  Imagine a Spanish language track in residency.   The track would be designed 
to improve your Spanish to a proficiency level appropriate to function without an 
interpreter.   How willing would you be to participate in such a track during residency? 

 Not at all Somewhat Moderately Very Extremely 

Q18.  If enrolled in a track, how many hours per week (on average) would you be 
willing to devote to personal study, workshops or lectures outside of the normal work 
required by residency training? 

0.5 hr 3 hrs     
1 hr 4 hrs     
1.5 hrs 5 hrs     
2 hrs More than 5 hours     
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APPENDIX C 

Example FHC Results Report 
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APPENDIX D 

Online PREMIOS Resources 

MEDICAL SPANISH 

This page is a compilation of e‐resources for the medical Spanish track.  Please refer to 

your IEP for guidance to the appropriate resources.  (Hover over the links for 

descriptions.) 

 

Esta pagina web es una compilación de recursos electrónicos para el grupo lingüístico de 

español.  Favor de consultar su plan de educación individualizado para información 

sobre el uso apropriado. (Posar el ratón sobre los enlaces para ver la descripción.) 

 

PRIMARY RESOURCES  

Español conversacional para profesiones médicas: Manual de actividades  

Quizlet 

Vocaroo (use laptop) 

Audio file pp 10‐11 

 

SPANISH GRAMMAR  

Colby Nelson Spanish Grammar  

Intermediate‐level grammar  

MEDLINE PLUS  

Brief videos on medical conditions 

Videos of surgeries & procedures 

Interactive tools for health checks 

Herbs and supplements in Spanish 

Health topics 

Health illustrated encyclopedia 

Easy‐to‐read health topics 

PRACTICINGSPANISH.COM  

Audio of health dialogues ‐ basic  

More audio dialogues  

 

123TEACHME  

Flashcards on vocab & H&P  

Verb conjugations 

Spanish for nurses & PAs 

Dental Spanish 

Spanish idioms 

MISCELLANEOUS 

Layperson medical topics  

Popular health advice 

Easy‐to‐read topics for patients 

National Cancer Institure en español 

Health Finder en español 

MiPediatra 

Tu Otro Médico 
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REFERENCE  

Spanish dictionary ‐ WordReference  

Diccionario médico en linea  

Traditional Mexican herbs & remedies. 

Digital encyclopedia.  

Medications from Mexico 

MEDICALSPANISH.COM  

Basic anatomy & diagrams  

Cultural topics  

Grammar 

CDC  

Podcasts on health topics  

CDC en español 

 

 

NIH  

NIH ‐ health topics  

Weight loss topics 

YouTube & TV 

CDC en español  

A tu salud  

Dr.TV  

Tu salud informa  

TV ‐‐ E.R.  

TV ‐‐ Grey's Anatomy 

UNIV OF TEXAS  

Home Page  

Grammar exercises  

Videos ‐ native speakers  

Videos for nurses  

Making a Dr's appt.  

 

 

 

 

 

 

 

 

 

Contact Us 

Login 

© 2017 Waco Family Medicine Residency Program. All rights reserved. Sitemap. 

 

Note. All information from the Waco Family Medicine Residency Program (2017). 
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APPENDIX E 

Estimation Formulas 

Estimation Approximation Formula: 

 	 – 	 	 	 	  

When Estimation > 0, the participant overestimated. When Estimation < 0, the participant 

underestimated. 

 

Group Estimation Error Formula: 

To estimate the average estimation error of N participants: 

	
∑ | |
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