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2  Executive summary 

 

The Primary Health Interpreting Pilot (PHIP) is part of the Auckland Regional Settlement Strategy 

Health  Action Plan to improve the responsiveness of health services in the Auckland region to 

culturally and linguistically diverse (CALD) groups. The purpose of the pilot was to identify 

implementation issues, workforce development requirements , and service delivery structures  for 

the primary health sector .   The Pilot was conducted from July 2008 to June 2010, and involved 

primary health care providers in Waitema ta, Auckland and Counties Manukau District Health Boards 

(DHBs).  The evaluation model included both formative and summative components. The scope and 

reach of the primary health interpreter service has been expanded from general practices initially 

to the  wider primary health sector, as part of the formative evaluation process.  

 

This evaluation seeks to answer the following questions:  

 

¶ Was the project successful?  

¶ What were its strengths and weaknesses?  

¶ To what extent did the project meet its goals?  

¶ Did t he participants benefit from the project?  

¶ In what ways?  

¶ What components were the most effective?  

¶ Is this project replicable and transportable?ó 

 

Application of a values based evaluation approach to these questions resulted in the identification 

of the f ollowing four key programme values:  

 

¶ Appropriateness of programme implementation  

¶ Accessibility of interpreter services  

¶ Improved communication  

¶ Improved patient safety  

 

Information about the service was gathered from clients, providers and interpreters usi ng focus 

groups, written questionnaires and telephone -based surveys. 

 

 

2.1 Appropriate project implementation  

 

There have been major difficulties with implementation in some areas, with the result that the 

programme has not been implemented to the extent expec ted and utilization has been lower than 

anticipated. However , implementation issues alone do not explain the lower than expected uptake. 

The introduction of a new service in primary care requires training for all health providers, and in 

particular General Practitioners .  The evaluation highlights the importance of clinician e ducation on 



Primary Health Interpreter Pilot Evaluation 

 

6 

 

how to work with interpreters, and how best to utilise interpreters to optimise the benefits of the 

interpreted consultation.  

 

Prior to the introduction of PHIP, each DHB provided interpreter services for their secondary care 

services.  Waitemata had provided face to face interpreter services to primary care providers 

within Waitemata and Auckland DHB areas for more than five years, but ne ither CMDHB nor ADHB 

had done so pr ior to PHIP.  The development of the new telephone based service built on existing 

protocols and processes, which for some DHBs were relatively well esta blished.  In others, basic 

requirements such as on -line booking systems, have taken two years to develo p, impacting on uptake 

in general practice. As with most service developments, the presence of a cha mpion to drive the 

planning and delivery of services is critical . For some DHBs it has taken longer than anticipated for 

a champion for primary care interpr eting services to emerge.     

 

All DHB services identified the challenge of engaging with general practice teams. Although     

general practice team s were offered training in how to work with interpreters,  relatively few 

clinicians chose to participate . Many clinicians r eported receiving little or no training in how to 

access and use the interpreting service.  Information packs on how to book the service were not 

always sufficient to encourage practice teams to engage with the service, and many practices ha ve 

not become regular users of the service. Some general practice re spondents indicate a significant 

lack of understanding of the service - some are not aware that the service is free for patients, a 

fundamental characteristic of the service.  

 

The main bar rier to us ing interpreters in general practice is time . Practices have the perception 

that booking and working with a trained interpreter takes significantly longer than using family 

members. Another perceived impediment  is the time it takes to coordinat e the interpreter, doctor 

and patient , particularly g iven the unpredictability of general practice  workloads.   

 

All services developed specific posters, fliers and pamphlets for both general practice s and 

consumers.  Additional ly, promotion of the interpret ing service has occurred in ethnic community 

media, HealthTV  in waiting rooms , community radio and through internal DHB Newsletters.   

 

Consumer feedback suggests that non-English speaking clients did not know about the service in the 

initial stages, and o ften were dependent on their general practice to offer the service.  

 

 

2.2  Accessibility of the interpreter service  

 

The ability of practices to access the service varied between DHBs.  In Waitemata, on -line booking, 

together with an 0800 booking number, was av ailable from the outset.  Counties Manukau            

established on -line booking and a dedicated 0800 number during 2009  and has made significant       

progress towards the development of a web site.  Auckland DHB is only now moving to an on-line 

booking ser vice, the lack of which may have been an impediment to uptake.    

 

Although the service is relatively easy to access, problems with matching the timing of the 

consultation to the timing of the interpreter being available has resulted in a relatively hig h 
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cancellation rate. In some general practices consumers were offered an interpreter when 

appointments were made, but in other  practices the consumer had to specifically ask for an 

interpreter to be booked.   

 

Consumers rated access to free interpreters hi ghly, with ninety seven percent  stating that they 

are more likely to go to the doctor when they are sick knowing that they can access a free 

interpreter.  Fu r ther, seventy eight percent  stated that they were more likely to go for a checkup.   

 

Interpreters  reported that the accessibility of the service was compromised for smaller population 

groups because with fewer i nterpreters, there were sometimes delays in the availability of an 

interpreter.  There was a preference for face to face interpreting for firs t visits, and for longer 

and more complicated i ssues because the clinician could observe body language and facial 

expression.   

 

Interpreters considered telephone interpreting to be cost effective and suitable for follow up 

visits, especially when the inte rpreter ha d some background knowledge of the patient.  However the    

availability of good sound technology in primary care - i.e., speaker phones - was vital if access to 

the service was to be improved.   It was also felt that patients require d more infor mation about the   

service.  

 

 

2.3  Improved communication 

 

All groups surveyed commented that using a trained interpreter resulted in improved communication 

and understanding between consumers and clinicians.  Consumers indicated a preference for        

independent, professional interpreters as they have a better understanding of medical terminology 

than family members.  All reported that they felt that they were understood by their clinician, and 

were more confident that they have understood their condition and  treatment more fully.  Ninety -

seven per cent of  consumers indicated that they were more likely to go to the doctor when unwell if 

an interpreter was available . This finding suggests that improved access to interpreters in primary 

care will ultimately lead  to a reduction in more serious and complex presentations to both primary 

and secondary services.  

 

Consumers identified improved communication, an increased level of confidence , and improved 

understanding of their condition as the main benefits of working with trained interpreters.  All 

groups reported that the trained interpretersõ knowledge of medical terminology significantly 

increased their sense of confidence in the consultation which resulted in a better understanding of 

the  patientsõ condition and tr eatment.    

 

 

2.4  Clinical safety  

 

Improved clinical safety was identified by both general practitioners and practice nurses as the 

main reason for using trained interpreters.  G eneral Practitioners  have much more confidence in the 
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accuracy of their diagnoses,  are more likely to offer preventative services, such as cervical 

screening, and are less likely to prescribe antibiotics for probable viral infections.  Trained 

interpreters had a higher level of understanding of medical terminology than non-trained  

inte rpreters, and this resulted in increased confidence during the co nsultation.  

 

Consumers expressed a prefe r ence for trained interpreter s because they were the independent , 

had an understanding of medical terminology, and maintain ed conf identiality.  

 

The use of the service results in improved patient safety, both within the consultation and by 

encouraging greater use of both acute  and preventative health services.  Patients were more likely 

to visit the doctor when they were unwell and engage in more prevent ive and self management    

activity.  

 

 

2.5  Conclusion 

 

The Primary Health Interpreter Pilot has had a positive impact for non -English speaking clients on 

improving access to interpreter services, improving consultation -based communication and 

increasing clinic al safety . Despite the slower than expected uptake, a firm foundation has been laid 

for the further delivery of interpreting service s which are an important component of quality 

primary care service s for non -English speaking populations. 

 

 

2.6  Recommendations 

 

In order to maximize the continued development and expansion of the Primary Health Interpreter 

Service (PHIS) the following recommendations are made:  

 

2.6.1 Implementation:  

¶ Continue with the extended roll out of interpreting service s to primary health care 

serv ices, such as community pharmacies and laboratories, Plunket  services and independent 

midwives, to  foster a culture of use within primary care.  

¶ Continue to build relationships with providers via newsletters and regular in person contact, 

to ensure that kn owledge of and confidence in the service develops.   

¶ Provide additional training to primary care staff  in booking arrangements .  

¶ Provide training to primary care teams a bout systems to maximise the use of interpreters 

and the accommodation of  interpreted c onsultations.  

¶ Increase publicity and information for consumers.  

¶ Explore a regional DHB interpreter workforce planning approach.    

 

2.6.2   Access:   

¶ Ensure adequate technology is available in primary care . The availability of speaker phones 

in consulting rooms  is a minimum requirement.   
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¶ Increase consultation time for interpreted consultations , given that more time is taken for 

consultations with non -English speakers, whether or not a trained interpreter is used .   

¶ Adopt a regional approach to interpreter workf orce recruitment.  It was noted that there 

are a lack of trained interpreters in Pacific languages.   

 

2.6.3  Communication: 

¶ Provide ongoing training in working with interpreters for primary care staff.  

¶ Consider linking Cultural Competency training with general practice quality programmes such 

as Cornerstone.  

 

2.6.4  Clinical safety:  

¶ The i nclusion of Cultural Competency training in regular Clinical Nursing Education/Clinical 

Medical Education (CNE/ CME) and in quality accreditation pro cesses will develop health 

professio nal competencies for working with trained interpreters.   

 

2.6.5  Can the service be replicated?    

If this service is to be replicated elsewhere, a number of factors need to be considered:  

o The introduction of Cultural Competence training including the module òHow to work with an 

Interpreteró should occur before the roll out of the interpreting service.   

o Establishing effective communication links with primary care providers is essential to 

ensuring that the uptake of the service is optimised.  

o Provision of appropr iate training in how to book an interpreter is required, together with 

regular refresher courses for new staff in primary care  

o Provision of information to consumers regarding the availability of, and their right to 

access, the service is required.  

o Ensure t hat all primary care providers have adequate technology to support the service - a 

minimum requirement is a hands free speaker phone in each consulting room.  

o Adopt a continuous quality improvement approach to the development and implementation of 

the servi ce to ensure that all stakeholders have an interest in building a successful 

interpreting service.  
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3  Introduction  

 

3.1 Background to the project  

 

The Pr imary Health Interpreting Pilot  (PHIP) aims to improve access to primary health services for 

non-English speaking peoples in the Auckland region. The PHIP project is part of the Auckland 

Regional Settlement Strategy (ARSS) Health Action Plan. The Auckland Regional Settlement 
Strategy (ARSS) was recognised by Cabinet as requiring a whole -of -Government approach t o 

improving set tlement outcomes for refugees and migrants, and the goals for the ARSS were 

approved in November 2006.  

 

Improving health and disability outcomes for refugees and migrants is a key target in the strategy. 

Goal 4 - ôEnhance Physical and Mental Health Outcomesõ - states  that òhealth care services should 

ensure that they are accessible and responsive to the health needs of migrants and refugees, and 

do not create health inequalities ó. Goal 4 of the Auckland Regional Settlement Strategy includes 

the development of primary health interpreting services for the Auckland region. 1  

 

The aim of the pilot  is to increase the accessibility of primary health care to non -English speaking 

and hearing impaired clients. Poor communication is a well known barrie r to receiving primary health 

care. Patients with low proficiency in English or with hearing impairments have greater problems in 

accessing care and in conveying symptoms to practitioners. This can result in mistakes in diagnosis, 

inappropriate exposure to  tests or treatments, inappropriate referral to secondary services and 

the receipt of suboptimal care 2,3  Patients with l anguage barriers report being less satisfied with 

the treatments  received in healthcare. They are less likely to understand medication instructions , 

to adhere to prescribed regimens, and have fewer professional follow up services  which contributed  

to overall poorer health outcomes. 2 

 

A number of studies of refugee and migrant health nationally and regionally and the health needs 

assessments conducted by DHBs have all identified the lack of interpreting services in primary 

health care as a major barrier to access and to participation in primary health care services. 4  The 

2010 Middle Eastern, Latin American and African ( MELAA) Health Needs Assessment conducted by  

                                                             
1 Auckland Regional Settlement Strategy. Decem ber 2006.   
2 Gerrish K, Chau R, Sobowale A, Birks, E.  Bridging the language barrier: the use of interpreters in primary 

care nursing.  Health and Social Care in the Community  2004;  12(5):407 -413 
3 Feldman,R. Primary Health care for refugees and asylum see kers: A  review of the literature and a 

fram ework for services. Public Health. 2006; 120:809 -816 
4 Request for Proposal for the Evaluation of the Waitemata, Auckland and Counties Manukau DHBõs Primary 

Health Interpreter Pilots.  April 2008 . 



Primary Health Interpreter Pilot Evaluation 

 

11 

 

Auckland DHB identified language and communication difficulties and the need to improve access to 

primary care as the main barriers to providing quality health care to this population. 5 

 

Prior to the Primary Health Interpreting Pilo t some primary health care providers in both 

Waitemata and Auckland districts had limited access to face to face interpreter services provided 

by Waitemata Asian Translation and Interpreter Service (WATIS) . The interpreter pilot sought to 

make telephone in terpreting services available to general practices more broadly.  I nitially those 

primary care providers in metropolitan Auckland  with high numbers of migrants/refugees were 

targeted, in order to test the level of uptake . 

 

This evaluation seeks to provide:  

 

¶ An understanding of the benefits and effectiveness of the interpreting service s 

from the perspective of primary care providers  

¶ An understanding of the benefits and effectiveness of the interpreting service s 

from the perspective of the client.  

¶ An unders tanding of the interpreter workforce needed for health services in 

Auckland region.  

¶ The confirmation of best practice guidelines for the delivery of interpreter 

services in the context of the New Zealand primary health sector.  

¶ The validation of clinical protocols in regard to the use of both face to face and 

telephone interpreting services for primary health care settings in the New 

Zealand context.  

 

The following a dditional evaluations were requested by  the ARSS Steering Group:  

¶ What components were least  effective?  

¶ Is the project sustainable?  

 

3.2  Demographic context -  population data, health needs of CALD *  

population in metropolitan Auckland region  

 

The New Zealand Census 2006 records the total non -English speaking population to be 53,865 out 

of a total popu lation of 1,303,068 - 4.13 % of the population in the Auckland region.  The non-

English speaking population include s Asian peoples, Pacific Natio ns people, and Middle Eastern, Latin 

American and African (MELAA) ethnicity groups  as well as non-English speaking European groups. 

 

Sixty -five per cent of all Asian peoples living in New Zealand reside in the Auckland region. Asian 

populations are made up of diverse ethnic sub -groups and are overall the second largest population 

group in the region. The New Zealan d Census 2006 reported that Asian populations made up 21% of 

                                                             
5 Perumal L. Health needs assessment of Middle Eastern, Latin American and African people living in the 

Auckland region.  Auckland: Auckland District Health Board, 2010.   

*  CALD:  Culturally and Linguistically Diverse  
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the population in the Auckland region. Chinese peoples comp rise  45%, Indian groups 27% and Korean 

groups 9% of all Asian peoples. Asian populations are expected to continue to increase through 

fu r ther migration to New Zealand. 5  

 

Auckland has more than 190 cultures and is home to the largest urban Pacific population in the 

world. Two -thirds of the Pacific peoples in New Zealand live in Auckland, and in 2006 they made up 

13.7% of Aucklandõs regional population.   Pacific peoples are concentrated in a few Auckland 

localities. The largest groups live in Manukau City (86,616 persons, or 48.7 % of all Pacific peoples in 

the region), and Auckland City (50,166 or 28.2 %).6 

 

Although 60% of Pacific people w ere born in New Zealand, the remaining 40% tend to be older 

adults, some of whom have limited prof iciency in English. Pacific peoples have the highest rate of 

potentially avoidable admissions to hospital. 7  A potential ly avoidable admission signals the           

occurrence of illness or injury that theoretically can be avoided through population based health 

promotion strategies and/or  intervention through pr imary health care setting s. The older Pacific     

patient is often unable to speak in English and th erefore cannot provide a reliable social and clinical 

hist ory. 8 

 

Middle Eastern people are the largest of the MELAA groups in Auckland. Middle Eastern people 

have the greatest proportion of people who have limited or no proficiency in English . They have a 

higher rate of ambulatory sensitive hospitalisations and emergency department utilisation than 

others d espite having high rates of primary health organisation (PHO) enrolment. 2 

 

The Auckland District Health Board records refugee populations of approximatel y 40,000, in the 

Auckland region in 2002. Approximately, 1,500 refugees settle in New Zealand every year, 60% of 

whom will reside in Auckland. The refugee groups settled in the last decade include peoples from 

Vietnam, Burma, Bhutan, Iran, Iraq, Sri Lanka,  Somalia, Eritrea, the Sudan, Ethiopia, Afghanistan, 

Palestine, Burundi, Rwanda, the Democratic Republic of Congo, Brazzaville , Sierra Leone  and 

Colombia. 2 

 

English language is an important issue for Auckland because more than  65% of the countryõs       

non-English speakers reside in the Auckland region. Future population growth in the region will be 

largely driven  by minority ethnic  groups, particularly Pacific and Asian  Peoples and therefore the 

demand for interpreting services will grow. 9 

                                                             
6 Ministry of Pacific Island Affairs (2009) Auckland  Pacific Strategy - Successful Pacific Peoples 2009 - 2014. 
7 Walker, R. Pacific Health Data Analysis Presentation September 2010. 

http://www.moh.govt.nz/moh.nsf/Files/pacifichealth/$file/profile -people-aucklandregion-analysis-

06census.pdf   
8 Tukuitonga C.  Pacific Peoples In New Zealand.      

http ://www.mcnz.org.nz/portals/0/publications/coles/006%20 -%20george.pdf   
9 Sutton A, Vester B. 2010. Unlocking Aucklandõs Potential - Adult literacy and numeracy skills in the new 

Auckland. COMET Working Paper 035/10.  

http://www.moh.govt.nz/moh.nsf/Files/pacifichealth/$file/profile-people-aucklandregion-analysis-06census.pdf
http://www.moh.govt.nz/moh.nsf/Files/pacifichealth/$file/profile-people-aucklandregion-analysis-06census.pdf
http://www.mcnz.org.nz/portals/0/publications/coles/006%20-%20george.pdf
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4  Evaluation components 

 

This report will contain  

¶ An assessment as to the effectiveness of the Interpreting Service  Pilot, including how well 

the programme was implemented and its accessibility to consumers and primary care 

provi ders  

¶ A summary of the benefits of the pi lot to consumers and primary care providers, both in 

terms of improved communication and clinical safety   

¶ The strengths and weaknesses of the programme  

¶ Recommendations for interpreting service requirements from the perspective of primary 

care service use rs  

¶ Recommendations for interpreting service requirements from the perspective of the 

consumer 

¶ Recommendations for interpreting services requirements from the perspective of the 

ser vice provider (i.e., the DHB Interpreter Services, including Management and 

Interpreters)  

¶ An estimate of the interpreter workforce needed for health services in Auckland region.  

¶ Best practice guidelines for the delivery of interpreter services in the context of the New 

Zealand primary health sector  

¶ Validated clinical protocols i n regard to the use of both face to face and telephone 

inte r preting services for primary health care settings in the New Zealand context  

 

 

4.1 Changes to the original evaluation proposal  

 

4.1.1 Inclusions  

 

Retinal Screening services provided in both CMDHB and WDHB were added to the general practice 

services initially covered .   

 

The following aspects were requested by the ARSS Steering Group:  

¶ What components were least effective?  

¶ Is the project sustainable?  

 

4.1.2 Exclusions 

 

The initial RFP requested comment on whether t he service demonstrated value for money.  This 

aspect of the evaluation was subsequently removed because initial uptake was slower than expected, 

resulting in insufficient data to make this assessment.  T he roll out of the interpreting service to a 

wider r ange of primary health care services will enable the development of a sustainable cost model 
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by June 2011.  The service will be extended to the following additional primary health care se r vices 

in 2010:  

¶ all PHO services including:  

o podiatry  

o physiotherapy  

o gr een prescription  

o smoking cessation programmes  etc  

¶ community pharmacy services  

¶ community radiology services  

¶ community laboratory services  

¶ community pre -school and school oral health services  

¶ Plunket Society services  

¶ accident & medical clinics 

¶ independent midwives 

¶ home based support services (ADHB)  
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5  Methodology  

 

The initial engagement with the ARSS Steering Group focused on the development of a shared 

understanding and clarification of the purpose of the evaluation, as outlined in the following 

programme logic diagram. 

 

5.1 Programme logic diagram on which the evaluation design is based  

 

Infrastructure components  ¶ Three Interpreting services  

¶ Accredited interpreters  

¶ 30 pilot practices  

¶ Pilot service specifications  

¶ Pilot funding  

¶ Documented programme processes  

¶ Oversight by ARSS Health Workstream Steering Group  

Inputs, activities  ¶ Training of practice staff in use of interpreters  

¶ Telephone interpreter services  

¶ Face to face interpreter services  

¶ Appointment confirmations  

¶ Telephone assignments (e.g. checking on clien t adherence 

to treatment)  

Target group  ¶ People who are eligible for publicly provided health    

services in New Zealand  

¶ People who do not speak English or have limited English 

language prof iciency.  

¶ People with hearing impairments who require sign       

language interpre t ing.  

¶ Clients of participating practices  

¶ Clients and/or family who request an interpreter  

Short term goals  ¶ Ensure that primary health services will be accessible for 

non-English speaking and hearing impaired peoples   

¶ Improve the communi cation between practitioners and 

their non -English speaking and hearing impaired clients in 

primary health care  

¶ Improve and maintain clinical safety in primary health 

care for non -English speaking and hearing impaired 

clients   

¶ Reduce inappropriate and/or  preventable use of 

emergency and secondary care services  

Long term goals  ¶ Reduced inequalities  and improved health outcomes for 

the target population  
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This evaluation included both formative and summative components.  The formative evaluation 

included re gular feedback of utilisation and service delivery  data , and learning sessions with the 

ARSS Steering Group and the Interpreter Service providers .  

 

During th e formative phase  the following quantitative data was collected and  reported quarterly:  

¶ The volume of services provided by modality (phone, face to face ) 

¶ Number and quality of provider training sessions delivered  

¶ The languages requested by volume  

¶ Interpreting service usage by DHB pilot site and by region  

¶ Analysis of the response times from referral to contact  

¶ Services not provided ( including when the language was not available or the client declined 

to use the  interpreter provided)  

The content of the learning sessions included review of guidelines and clinical protocols for the use 

of face to face and telephone inte r preting services in primary care; sharing learning from what was 

working well and problem solving where difficulties had been encountered.  

 

This report provides the summative evaluation which was carried out 21 months after the initial 

implementation of the programme.  During this summative phase the original evaluation questions 

were reviewed :  

 

¶ òWas the project successful?  

¶ What were its strengths and weaknesses?  

¶ To what extent did the project meet its goals?  

¶ Did the participants benef it from the project?  

¶ In what ways?  

¶ What components were the most effective?  

¶ Is this project replicable and transportable?ó 

 

Application of a values based evaluation approach to these questions resulted in the identification 

of the following f our key pro gramme values:  

 

¶ Appropriateness of programme implementation  

¶ Accessibility of interpreter services  

¶ Improved communication  

¶ Improved clinical  safety  

 

These f our values underpinned the further collection of data, analysis of how successful the 

programme has been, the identification of the strengths and weaknesses of the programme , and 

the making of recommendations for i mprovement.  

 

I nformation was gathered from clients, providers and interpreters about the service using focus 

groups, written questionnaires and telephone -based surveys.  The following table identifies the 

source from which information was gathered in relation to the specific evaluation values:  
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Information Source matrix for evaluating responses:  

 Information source  
Value  Consumer Health  

ser vice  users   

Interpreter se r vice 

providers  

Interpreters  Reports  

Appropriate project 

implementation  
 V V V V 

Accessibility of 

interpr eter services  
V V V V V 

Improved  communication  V V  V  

Clinical safety  V V  V  

 

NOTE:  Questionnaires are contained in A ppendices 1 - 6.  

 

 

5.2  Information sources  

 

5.2.1 Information from consumers  

A telephone survey was conducted by interpreters in the consumer õs own language. To avoid        

potential bias i nterviewers did not interview those to whom they had supplied interpreting ser vices. 

Purposeful sampling was used to ensure a range of responses was o btained  including:  

o at least four  language groups to ensure a spread of cultures and a mix of             

refugee  and migrant  groups. The groups selected based on the most requested 

language groups were: Korean , Burmese, Arabic , Samoan   

o a mix of participants from across the Auckland region ( although there was no plan to 

compare and contrast responses on the basis of which DHB provided the 

interpreting ser vice) 

o a mix of age and gender  

 

A face to face training session was held with interviewers to ensure that the interview process was 

understood, to review the interview questions and to pilot the delivery of the questionnaire to 

consumers. 

 

5.2.2  Information from health service users  

Preliminary interviews were held with four practices across greater Auckland who had used the 

service (both low and high users). Th is information informed the development of a written 

questio nnaire  which was sent to all general practices within metro politan  Auckland.  Where the 

practice ha d not used the service, an u nderstanding of why this ha d not occurred was sought.  

 

5.2.3  Information from DHB interpreter service s 

¶ Review of all written reports  

¶ Interviews with management using interview guide .  

 



Primary Health Interpreter Pilot Evaluation 

 

18 

 

5.2.4  Information from i nte rpreters  

A focus group was held to gather feedback from interpreters in Counties Manukau.  A questionnaire 

was also sent to all interpreters who had been involved in providing PHIP services in both 

Waitem ata and Auckland DHB Interpreting services.   

 

5.2.5  Reports  

Quarterly reports containing both quantitative and qualitative results were reviewed.  

 

5.2.6  Information from r etinal screening providers and consumers  

Retinal Screening providers were surveyed using a questionnaire, and a telephone survey was 

conducted by in terpreters in the consumerõs own language. 
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6  Best practice guidelines and clinical protocols  

 

The evaluation brief included the requirements to confirm best practice guidelines for the delivery 

of interpreter services in the context of the New Zealand prim ary health sector and to validat e 

clinical protocols in regard to the use of both face to face and telephone inte r preting services for 

primary health care settings in the New Zealand context.  

   

It is considered best practice to work with a trained interpr eter whenever possible. Trained 

interpreters are shown to decrease communication errors, increase patient comprehension, improve 

clinical outcomes, and increase satisfaction with communication and clinical services for those with 

limited English proficienc y.10  Untrained interpreters include family members, friends, support 

persons, volunteers or staff or anyone who has not had professional training as an interpreter.  

Untrained inte r preters should only be used when:  

¶ clients insist  

¶ the situation is u rgent  and there is no trained interpreter available  

¶ f or simple or non -medical related information 11 

 

The National Council on Interpreting in Health Care defines a professional health care interpreter 

as òan individual with appropriate training and experience who is able to interpret with consistency 

and accuracy and who adheres to a code of professional ethicsó12    

 

In the New Zealand context, a trained interpreter is one who has received certified professional 

qualifications.  Competencies that are expected from t rained interpreters include:  

¶ an understanding of their roles  

¶ t he ability to provide consecutive interpreting * 

¶ t he ability to provide sight translation **  

¶ knowledge of the New Zealand health system and basic medical terminology  

¶ adheres to the Interpreters Co de of Ethics  ( accuracy, confidentiality, impartiality, no 

conflict of interest, working with professional courtesy, declining work when appropriate, 

meeting contractual obligations, and maintaining a standard of conduct) 12 

 

                                                             
10 Karliner L, Jacobs, E, Chen A, Mutha S . Do Professional Interpreters Improve  Clinical Care for Patients with 

Limited  English Proficiency? A Systematic  Review of the Literature . Health Services Research 42:2 April 2007 

pp727 -754 . 
11 Primary Health Interpreting Service:  How to Work with Interpre ters. Waitemata DHB. WATIS.  2009  
12 National Council on Interpreting in Health Care.  The Terminology of Health Care Interpreting: a Glossary of 

Terms.  Washington DC: 2001.  

* Consecutive interpreting:  interprets after second party has finished speaking  

* * Sight translation: translates documents in sessions such as consent forms, Mental Health Act requirements 

etc.  Written translations are not part of the role.  
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Waitemata DHB has developed a c omprehensive CALD Training resource: Module 4 - Working with 

I nterpreters.  This on -line resource is available to all health providers in metropolitan Auckland. 13  

 

The course is designed to help practitioners   

¶ become familiar with the interpreterõs roles, responsibilities and code of ethics, as well as 

ethical d ilemmas they may encounter.  

¶ become aware of the challenges faced by health practitioners, interpreters and patients 

involved in interpre t ing sessions. 

¶ become familiar with the rationale and princip les of how to work effectively with              

interpreters by pre -briefing, structuring, and then de -briefing oneõs consultation.  

 

The course is written from the point of view of the New Zealand health system. It is aimed at 

practitioners who have knowl edge and orientation in the New Zealand health system, are working 

with a migrant patient population and who are required to be culturally competent as part of health 

professional competency requir ements.  

 

The protocols for the use of both face to face an d telephone inte r preting services   for primary 

health care settings in the New Zealand context are outlined in this course and provide the most 

appropriate and current framework for use in primary care.  

 

                                                             
13 CALD Module 4: òWorking with Interpretersó. Waitemata DHB Asian Health Support Service. 2010. 
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7  Findings 

 

The findings from each of the data sourc es are summarised below, and then described in greater 

detail , categorised in terms of the PHIP programme values (i.e., implementation, accessibil ity, 

communication and clinical safety):  

 

1. Quarterly reports  

o interpreter  service  utilisation  

o language utili sation  

o interpreter service modality - telephone and face to face  

o accessibility  

 

 2.    Interview and questionnaire responses  

o consumers 

o general practices  

Á administration  

Á general practitioners  

Á practice nurses  

o DHB interpreter service managers/ t eam leaders 

o inter preters  

o r etinal screening service providers and consumers  
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7.1 Quarterly r eports  

 

The following summary graphs outline the utilisation of the service  from October 2008 - June 

2010.   

 

7.1.1 Interpreter service util isation  

 

The following services were provided duri ng the pilot:  

¶ Telephone interpreting  

¶ Face to face interpreting  

¶ Appointment confirmation  

¶ Telephone assignment (as a follow up to check that clients are taking medication and 

following instructions for prescribed treatments)  

 

 

 
 

Graph 1:  Total service uti lisation by quarter by DHB October 2008 -  June 2010  
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  WDHB ADHB CMDHB 

  

Number 

of 

practices 

registered  

Utilisation : 

Number of 

practices 

that used 

service  

Number 

of 

practices 

registered  

Utilisation : 

Number of 

practices 

that used 

service  

Number 

of 

practi ces 

registered  

Utilisation : 

Number of 

practices 

that used 

service  

Jan - Mar 09    13 6 2 4 2 

Apr - June 72 24 6 4 4 1 

July - Sept  72 23 8 3 10 1 

Oct - Dec 72 24 8 7 10 5 

Jan - Mar 10  76 27 17 8 13 10 

Apr - June 10  79 28 27 15 53 15 

 

Table 1:  Practice utilisati on compared with practice r egistration   

 

 

The following table shows for each DHB the total number of practice s, the number and percent 

registered  to use the service, and the number and percent  that  actually used the service:  

 

As at June 2010  ADHB CMDHB WDHB Total  

Total number of practices  123 113 98 334  

Number and % registered to use 

service  
27 ( 22%) 53 (47%)  79 (81%) 159 (48%)  

Actual number and % of 

registered  who used service  
15 (56%) 15 (13%) 28 (35%)  58 (17%) 

 

Table 2: Practice numbers, registrati on and service utilisation by DHB (as at June 2010)  

 

Utilisation has increased in all districts in 2010.  Uptake in the initial stages was slower than       

antic ipated.  
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7.1.2  Languages  

 

 
 

Graph 2:  Utilisation by language October 2008 -  June 2010  

(For lan guages where utilisation was greater than 2 sessions)  

 

Although the range of languages requested is large, interpreters were used for the Korean         

population most often , with Chinese languages in 2 nd place.  Waitemata has the largest Korean 

population, and reported the highest use of this service.  Extensive promotion of the service in the 
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Korean and Chinese media, together with well established community networks where information 

was shared, contributed to the high utilisation.  Further, since these  groups were aware of the 

service, they were more pro -active in r equesting a trained interpreter when making appointments in 

primary care.  

 

Counties Manukau has the largest Arabic/Assyrian population using this service .  The use of New 

Zealand Sign Language was minimal.  The interpreting provided by the National Foundation for the 

Deaf may account for the low utilisation of PHIP services for this population.  Specific details of 

the utilisation for each language group are  contained in Appendix 7. 

 

7.1.3 Interpret ing modality  

 

As previously noted, the used of telephone interpreting in primary care is new. Many practitioners 

have stated a preference for using face to face interpreters, and in some cases this modality is 

most appropriate. Many consumers also state th at there are occasions when face to face    

interpreters are preferable, particularly for complex issues or for the first visit to a doctor.  
 

 
 

 Graph 3:  Face to f ace and t elephone interpreter t rends October 2008 -  June 2010  

 

Telephone interpreting is th e default  medium for the provision of interpreting services for   

primary  health care  because of cost and convenience.   Face to face interpreting was provided  for 
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the following consultations:  

Á exercise of powers under the Mental Health Act  

Á mental health c onsultations  

Á advice of terminal illness and other bad news  

Á informed consent for surgical procedures  

Á procedures under local anaesthesia  

 

There has been a significant increase in face to face interpreting in 2010. For some groups, for 

example, Burmese speaking people, the use of face to face interpreters is the preferred modality 

because of the large number of dialects spoken.  In Auckland, the introduction of Home Based   

Support Services may account for the increase in face to face sessions, as these serv ices are 

usually provided to older people for whom telephone interpreting is difficul t.  

 

Not all DHB services provided Appointment Confirmation or Telephone Assignment services until 

later in the pilot .  Waitemata provided these services from the outset bu t Counties Manukau did 

not provide them until Quarter 5 of the pilot (Oct -Dec 2009).    

 

 
 

Graph 4:    Cumulative utilisation by modality for each DHB Service (October 2008 -  June 2010)  
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Graph 5: Language utilisation by service type April - June 2010  

 

A snap shot of the most recent utilisation data shows that face to face interpreting seems to be 

favoured  by some language groups - Mandarin and Cantonese speakers in particular.  When all 

modalities are considered, telephone interpreting for these groups is relatively low, and 

appointment confirmation and t elephone assignment activity is greater than for other language 

groups.  
































































































































