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Interpreting in Palliative Care

Handout #1
What Do You Know Already?

Circle the letter of the best answer to the question.
1. Which is the best definition of palliative care?

a. An approach to health care aimed at keeping a patient comfortable at the end
of life.

b. A program to provide support for patients to die at home.

c. An approach to health care aimed at treating symptoms instead of the cause
of disease.

d. An approach to managing pain.

In front of each term, write the letter of the best definition. Not all the definitions
will be used.

goals of care

POLST

chaplain

quality of life

o gk w DN

respite care

a) A person who has been specially trained to offer support, prayer, and spiritual
guidance to patients and their families.

b) An expression of the things that make life worth living for an individual patient.
c) A member of the clergy, such as a minister, a priest, a rabbi or a mullah.

d) A legal document that authorizes a particular person to make decisions for a
patient if he or she cannot make them for him-or herself.

e) The degree to which a patient is free of pain.

f) A program that provides alternate care for a patient being cared for at home, in
order to give the family caregivers a break.

g) A physician’s order that specifies the limits to the types of interventions that a
patient wants to have at the end of his or her life.

h) A patient or family’s desired outcome from a course of care.
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Handout #2
Why do we Need Palliative Care?

“It used to be that most people had a short iliness and then died. Because
there were no antibiotics, there were no cardiac cath labs, there was no
angioplasty, if you had a heart attack, you died. You developed lung
cancer, you died, within a relatively short period of time. You got
pneumonia or meningitis or a bad urinary tract infection that spread to your
blood stream, you died. People did not live to their eighties and nineties

with chronic disease, even fifty or sixty years ago.

“But thanks to modern medicine, we have totally transformed the nature of
what it is to be old, the nature of what it is to live with iliness. Things that
used to kill you quickly less than a hundred years ago, we now live with for
years, sometimes decades, as chronic illnesses. So today, most of what
medicine does is not cure; most of what medicine does is help you manage
chronic disease. . . . . And that’s cancer or heart disease or Parkinson’s

disease or dementia: things go on for a very long time.”

“We've got to make those extra years worth having. Because if those extra
years are completely miserable and disabled and stressful for everyone,
you have to ask ‘To what end?’ So what we’re saying is chronic disease
management must include the skills of helping people live both as long as

possible and as well as possible.”

Dr. Diane Meyer, director of the Lillian and Benjamin Hertzberg Palliative Care Institute
at Mt. Sinai, and of the National Center to Advance Palliative Care, speaking on THE
OPEN MIND, 2/26/2011. To hear Dr. Meyer’s entire speech, go to
http://www.thirteen.org/openmind/health/palliative-medicine-care-versus-cure/2038/
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Handout #3
Palliative Care Terminology
English Exercise #1

Created by Puzzlemaker at DiscoveryEducation.com
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Clues

Across

a person who may make health-related decisions on behalf of a patient who is not
able to make decisions for himself

3. counseling to help deal with on-going sadness regarding a loved one who has died
or who is dying

8. the likelihood of recovery from a disease or trauma

10. a healthcare facility that provides nursing care to patients over an extended period
of time

12. alegal term referring to the person or persons most closely related by blood to an
individual

13. anindividual specially trained to offer support, prayer, and spiritual guidance to
patients and their families

14. a program that sends temporary caretakers to a patient’s home in order to give the
principle caregiver a break

16. do-not-resuscitate order

18. examples of this: feeding tube, mechanical ventilation, dialysis

19. Physicians Orders for Life-Sustaining Treatment

20. This tells your doctor what kind of care you want if you should become unable to
make medical decisions for yourself.

Down

2. aresidential facility that provides professional nursing care around the clock

4. the desired outcome from a specific treatment plan

5. alegal document in which an individual designates another person to make health
care decisions if he cannot participate in medical decision-making, for any reason

6. a patient’s closest relatives

7. atrained and certified healthcare worker who assists with personal hygiene and
light housework for a homebound patient

9. aspecial way of caring for people during the last six months of life by meeting the
patient's physical, emotional, social, and spiritual needs, as well as the needs of
the family

11. the skills needed to emotionally handle difficult situations in life

15. care that focuses on improving a patient’s quality of life and managing a patient’s
symptoms rather than on curing the cause of those symptoms

17. an expression of the actions, experiences, or feelings that make life worth living,

for an individual patient
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Answers

Across

1. surrogate decision maker

3. bereavement counseling

8. prognosis

10. a healthcare facility that provides nursing care to patients over an extended period

of time
12. next-of-kin
13. chaplain
14. respite care
16. DNR

18. life support
19. Physicians Orders for Life-Sustaining Treatment
20. advance directive

Down

2.  skilled nursing facility
4. goals of care

5. health proxy

6. immediate family

7. home health aide

9. hospice care

11. coping skKills

15. palliative care

17. quality of life
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Handout #4
Palliative Care Terminology
English Exercise #2

6]

Created by Puzzlemaker at DiscoveryEducation.com
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Clues

Across

2. theinsertion of an airway

4. a state of profound unconsciousness caused by disease, injury or poison

6. examination of the body in order to determine the cause of death

7. cardiopulmonary resuscitation

11. a machine that takes over breathing for the patient

12. a public official, usually elected, who investigates any death not due to natural
causes

15. the giving of a patient’s organs after his death for transplantation into another
individual

16. anybody who provides direct care for a patient

17. intensive care unit

18. atube placed into the stomach or small intestine to provide nutrition to a person
who cannot eat or drink

19. persistent vegetative state

20. a condition in which even the most basic functions of the brain have stopped

Down

1. alegal document in which a patient designates a person to take legal action on his
behalf in the case of an incapacitating medical condition

3. aqualified physician, appointed to the position, who investigates deaths not due to
natural causes

5. an area where the body of the deceased is kept under refrigeration

8. the spread of a disease through the body

9. a machine that artificially takes over the function of the lungs and heart

10. the removal of all forms of life support

13. the inability to stay still

14. a commercial entity that prepares the deceased for burial or cremation and assists

in preparing a funeral
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Answers
Across

2. intubation
4. coma

6. autopsy

7 CPR

11. ventilator

12. a public official, usually elected, who investigates any death not due to natural
causes

15. organ donation

16. caregiver

17. ICU
18. feeding tube
19. PVS

20. brain death

Down

1. durable power of attorney
3. medical examiner

5.  morgue

8. metastasis

9. heart-lung machine

10. withdrawal of support

13. restlessness

14. funeral home

87



Interpreting in Palliative Care

88



Handout #5, SP

Bilingual Glossary of Palliative Care Terms

English-Spanish

Term

English Definition

Spanish Equivalent

advance directive'

Advance directives are legal documents that describe a patient’s
treatment preferences and designate a surrogate decision-maker in
the event that the person should become unable to make medical
decisions for him or herself. Advance directives generally fall into
two categories: those that designate surrogate decision makers
(power of attorney for health care, healthcare proxy), and those that
designate care instructions (living will, POLST, pre-hospital DNR).

directivas (f) médicas por adelantado

declaracion (f) de voluntades
anticipadas

advance care
planning

Decisions made by a patients about their wishes regarding
interventions and care if a physical condition made it impossible
them to communicate their wishes in the moment.

planificacion (f) de cuidado anticipado

artificial nutrition and
hydration

Means of life support providing calories, vitamins and minerals,
either through feeding tubes or intravenously, to a patient who
cannot eat or drink sufficiently by normal means.

hidratacion (f) y nutricion (f) artificial

An examination of the body in order to determine the cause of

autopsy death, involving dissection of the remains. autopsia (f)
bereavement Counseling to help deal with on-going sadness regarding a loved .
. . . . consejeria (f) por duelo
counseling one who has died or who is dying.
A clinical condition in which the most basic functions of the brain
brain death are gone, including basic reflexes and control of breathing, so that muerte (f) cerebral
life can only be maintained through artificial means.
A person who provides direct care for a patient. Caregivers can be
caregiver professionals, such as Home Health Aides, or simply caring encargado(m) del cuidado

individuals such as family and friends.
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Term English Definition Spanish Equivalent
An individual ordained or consecrated for religious ministry, .
i ; ) o . capellan (m)
chaplain specially trained to offer support, prayer, and spiritual guidance to

patients and their families.

consejero (m) espiritual

coma

A state of profound unconsciousness caused by disease, injury or
poison.

coma (m)

code status

A patient’s “code status” tells providers whether a patient should be
resuscitated or not should cardiac or respiratory arrest occur.

clave (f) de estado del paciente

comfort care

treatments that focus only on promoting comfort, not prolonging life
artificially

cuidado (m) de confort

destrezas (f) para afrontar a una

coping skills The skills needed to emotionally handle difficult situations in life . AR
situacion dificil
A public official who investigates by inquest any death not due to
coroner natural causes. Coroners are usually elected officials, who may or official (m) de justicia que investiga
may not possess any special training in investigating the cause of los casos de muerte inexplicada
death.
The emergency substitution of heart and lung action to restore life
CPR to someone who has ceased to breathe and whose heart is not
: pumping. The two main components of cardiopulmonary o .
(cardiopulmonary T ) resucitacion (f) cardiopulmonar
resuscitation) resuscitation (CPR) are chest compressions to force blood from the

heart to the body, and artificial breathing by forcing air into the lungs
(through mouth-to-mouth breathing or through medical equipment).

do-not-resuscitate
order (DNR)"

A doctor's written instructions not to attempt cardiopulmonary
resuscitation (CPR) on a specific patient in the event of cardiac or
respiratory arrest. The DNR order should be noted in a person's
medical chart like any other medical order, and may be filed at
hospitals, in private practice, with local emergency services, and
with companies such as MedicAlert (which provides a bracelet to
wear).

orden (f) de no resucitar
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Term

English Definition

Spanish Equivalent

durable power of
attorney'

A legal document in which a patient designates a specific individual
to take legal action on his/her behalf in the case of an incapacitating
medical condition. The general durable power of attorney allows an
individual to make bank transactions, sign Social Security checks,
apply for disability, or simply write checks to pay the utility bill while
an individual is medically incapacitated. Compare with “durable
power of attorney for health care.”

poder(m) legal

durable power of
attorney for health
care

A legal document in which a patient designates a specific individual
to make healthcare decisions on his or her behalf. A Durable Power
of Attorney for Health Care does not allow the surrogate decision
maker power over financial decisions. Note that when healthcare
providers talk about a “durable power of attorney,” they usually
mean a durable power of attorney for health care.

poder (m) legal para cuidado de salud

feeding tube

A tube placed into the stomach or small intestine to provide nutrition
to a person who cannot eat or drink.

sonda (f) de alimentacién

funeral home

A commercial entity that prepares the deceased for burial or
cremation and assists in preparing a funeral.

funeraria (f)

goals of care

A patient or family’s desired outcome(s) from his or her medical
care. In some cases, a complete eradication of a disease is the goal
of care, while in others, the goal is to control pain, or to recover a
degree of mobility.

objetivos del cuidado

health proxy'

A legal document in which an individual designates another person
to make health care decisions if he or she cannot participate in
medical decision-making, for any reason.

This term also refers to the person who has been so designated.
The health care proxy has, in essence, the same rights to request
or refuse treatment that the individual would have if capable of
making and communicating decisions.

documento (m) legal nombrando a un
apoderado para decisiones médicas

apoderado (m) para decisiones
médicas

91




Interpreting in Palliative Care

Term

English Definition

Spanish Equivalent

health status

The condition of an individual’s health.

estado de salud

heart/lung machine

A machine that artificially takes over the function of the lungs and
heart.

sistema (m) de circulacién
extracorporal

home health aide

A trained and certified healthcare worker who monitors a home-
bound patient’s condition and assists with personal hygiene and
light housework.

asistente (m) del cuidado de salud en
el hogar

hospice care"

A special way of caring for people with terminal illnesses by
meeting the patient's physical, emotional, social, and spiritual
needs, as well as the needs of the family. The goals of hospice are
to keep the patient as comfortable as possible by relieving pain and
other symptoms; to prepare for a death that follows the wishes and
needs of the patient; and to reassure both the patient and family
members by helping them to understand and manage what is
happening. To be eligible for hospice care, a physician must
indicate that the patient is likely to die within six months.

programa (m) especial de cuidados
paliativos para pacientes terminales
cuyos doctores creen que van a morir
dentro de seis meses

immediate family

A patient’s closest relatives, usually considered to be parents,
siblings, spouse and children.

familia (f) inmediata

intensive care unit
(ICU)I”

A specialized part of the hospital designed for care of the critically ill
whose conditions require constant monitoring.

unidad (f) de cuidados intensivos

Endotracheal intubation is a procedure by which a tube is inserted
through the mouth down into the trachea in order to enable

intubation mechanical ventilation, in a patient who cannot safely breathe on intubacion (f)
his or her own. Also referred to as “inserting an airway.”
mantenimiento (m) artificial de la vida
Equipment, material or treatment used to keep a seriously ill patient
life support alive: e.qg. artificial nutrition such as a feeding tube, mechanical equipo (m) de prolongacion de vida

ventilation, dialysis.

vida (f) artificial
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Term

English Definition

Spanish Equivalent

living will

A written document that specifies what types of medical treatments
are desired under specific circumstances. The most common
statement in a living will is to the effect that: If | suffer an incurable,
irreversible illness, disease, or condition and my attending physician
determines that my condition is terminal, | direct that life-sustaining
measures that would serve only to prolong my dying be withheld or
discontinued. More specific living wills may include an individual's
desire for such services such as analgesia (pain relief), antibiotics,
hydration, feeding, and the use of ventilators or cardiopulmonary
resuscitation.

testamento (m) en vida

long-term care

A healthcare facility that provides nursing care to patients over an
extended period of time.

cuidado (m) de largo plazo

Medical Examiner

A qualified physician, often with advanced training in forensic
pathology (the application of medical knowledge to questions of the
law), who investigates deaths not due to natural causes. Medical
examiners are usually appointed to the position.

médico (m) forense

The spread of a disease (usually cancer) from the initial site to

metastasis another part of the body. metastasis (m)
In a hospital, an area where the body of the deceased is kept under | morgue (f)

morgue refrigeration until the funeral home can arrange for transport to the
mortuary. deposito (m) de cadaveres
A legal term referring to the person or persons most closely related

next of kin by blood to an individual. While not related by blood, a spouse is familiar (m) mas cercano

usually included as “next of kin.”

organ donation

The act of giving permission for a patient’s organs to be harvested
after his death for transplantation into another individual

donacioén (f) de 6rganos
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Term

English Definition

Spanish Equivalent

palliative care

Care that focuses on improving a patient’s quality of life and
managing a patient’'s symptoms rather than on curing the cause of
those symptoms. Palliative care is often used at the end of life, but
it can also be used in conjunction with curative care. Palliative care
usually involves a team of practitioners including physicians,
nurses, social workers and chaplains; the care extends to a
patient’s family and will address spiritual and social concerns as
well as physical problems.

cuidados(m) paliativos

atencion (f) paliativa

persistent vegetative
state (PVS)"

A clinical condition of complete unawareness of the self and
environment. Even though PVS patients may exhibit sleep wake
cycles, they show no evidence of response to or understanding of
environmental stimuli. Unlike with a coma, there is no reasonable
hope for recovery for those in a PVS. Although life expectancy for
patients in a PVS is between two and five years, there are a
number of cases where PVS patients are sustained on life support
for decades. It has been estimated that there are somewhere
between 15,000 and 35,000 PVS patients being sustained in the
U.S. at any given time.

estado (m) vegetativo persistente

estado (m) de coma

POLST

Physicians Orders for Life-Sustaining Treatment. A legal form, filled
out by a patient with his or her physician, that instructs healthcare
personnel as to what degree of interventional treatment the patient
wants toward the end of his or her life.

ordenes (f) del médico para el
tratamiento de mantenimiento artificial
de la vida

pre-hospital DNR

A legal document, signed by a patient and his or her physician,
whose purpose is to instruct Emergency Medical Services
personnel NOT to resuscitate a patient if the patient’s heart stops.
The types of resuscitation covered in a DNR include chest
compressions (as in CPR), assisted ventilation, endotracheal
intubation, defibrillation, and medications that support resuscitation.
The form does NOT affect treatment for any other kind of
emergency medical condition such as bleeding, trauma or difficulty
breathing.

orden (f) de no resucitar ortorgada
antes de ingresar al hospital
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Term

English Definition

Spanish Equivalent

prognosis

The likelihood of recovery from a disease or trauma, based on the
normal course of the disease/condition or on the special
circumstances of a particular case. When discussing terminal
illnesses, some providers may use "prognosis" to mean “the
estimated time remaining to live."

pronéstico (m)

quality of life

An expression of the actions, experiences, or feelings that make life
worth living, for an individual patient.

calidad (f) de vida

respite care

A program that either sends temporary caretakers to a patient’s
home, or allows a patient to be admitted to a healthcare facility
temporarily, in order to give the principle caregiver a break.

cuidado (m) temporal de reemplazo

restlessness

The inability to stay still, often involuntary

agitacion (f)

skilled nursing

A residential facility that provides professional nursing care around

centro (m) de enfermeria

facility" the clock, usually along with rehabilitation especializada
Actions and attitudes that help an individual or group. In palliative
support care, when providers talk about patient “support,” they do not mean | apoyo (m)

financial help but usually emotional and logistical help.

surrogate decision-
maker

A person who may make health-related decisions on behalf of a
patient who is not able to make decisions for himself. A surrogate
may be designated verbally, by the patient, or legally, through a
written Advance Directive or by the court.

sustituto (m) para la toma de
decisiones

ventilator"

A machine that takes over breathing for the patient, controlling the
intake and expiration of air

respirador (m)

withdrawal of
support

The removal of all forms of life support such as a ventilator, a
feeding tube, or other treatment used to keep a seriously ill patient
alive.

retiro (m) del mantenimiento artificial
de la vida

Definition from www.eMedicinehealth.com.

Definition from

" Definition from http://www.mywhatever.com/cifwriter/content/66/4620.html.http://www.pbs.org/secondopinion/episodes/endoflife/medicalglossary.

" Definition from http://www.dickinson.edu/endoflife/Glossary.html
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Handout #5, MN

Bilingual Glossary of Palliative Care Terms

English-Simplified Chinese

Term

English Definition

Simplified Chinese Equivalent

Advance directives are legal documents that describe a patient’s
treatment preferences and designate a surrogate decision-maker in
the event that the person should become unable to make medical

advancedirective' decisions for him or herself. Advance directives generally fall into two | EEPHE S ERITE R~
categories: those that designate surrogate decision makers (power of
attorney for health care, healthcare proxy), and those that designate
care instructions (living will, POLST, pre-hospital DNR).
advance care Decisions made by a patients about their wishes regarding
. interventions and care if a physical condition made it impossible them | FERIFH 4]
planning . S ’
to communicate their wishes in the moment.
artificial nutrition Means of life support providing calories, vitamins and minerals, either
. through feeding tubes or intravenously, to a patient who cannot eat or | AT EFFI4EF K5
and hydration . -
drink sufficiently by normal means.
AUtODS An examination of the body in order to determine the cause of death, 54
sy involving dissection of the remains. i
bereavement Counseling to help deal with on-going sadness regarding a loved one EsE i
counseling who has died or who is dying. e
A clinical condition in which the most basic functions of the brain are
braindeath gone, including basic reflexes and control of breathing, so that life can | fKN5ET
only be maintained through artificial means.
A person who provides direct care for a patient. Caregivers can be
caregiver professionals, such as Home Health Aides, or simply caring P E

individuals such as family and friends.
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Term

English Definition

Simplified Chinese Equivalent

chaplain’

An individual ordained or consecrated for religious ministry, specially
trained to offer support, prayer, and spiritual guidance to patients and
their families.

B

coma

A state of profound unconsciousness caused by disease, injury or
poison.v

Bk

code status

A patient’s “code status” tells providers whether a patient should be
resuscitated or not should cardiac or respiratory arrest occur.

TRV JE

comfort care

treatments that focus only on promoting comfort, not prolonging life
artificially

s

coping skills

The skills needed to emotionally handle difficult situations in life

RINFHERE

coroner

A public official who investigates by inquest any death not due to
natural causes. Coroners are usually elected officials, who may or
may not possess any special training in investigating the cause of
death.

BPE

CPR
(cardiopulmonary
resuscitation)'

The emergency substitution of heart and lung action to restore life to
someone who has ceased to breathe and whose heart is not pumping.
The two main components of cardiopulmonary resuscitation (CPR) are
chest compressions to force blood from the heart to the body, and
artificial breathing by forcing air into the lungs (through mouth-to-
mouth breathing or through medical equipment).

1EN i 52577

do-not-resuscitate
order (DNR)"

A doctor's written instructions not to attempt cardiopulmonary
resuscitation (CPR) on a specific patient in the event of cardiac or
respiratory arrest. The DNR order should be noted in a person's
medical chart like any other medical order, and may be filed at
hospitals, in private practice, with local emergency services, and with
companies such as MedicAlert (which provides a bracelet to wear).

FREIT UM E T AER
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Term

English Definition

Simplified Chinese Equivalent

durable power of
attorney'

A legal document in which a patient designates a specific individual to
take legal action on his/her behalf in the case of an incapacitating
medical condition. The general durable power of attorney allows an
individual to make bank transactions, sign Social Security checks,
apply for disability, or simply write checks to pay the utility bill while an
individual is medically incapacitated. Compare with “durable power of
attorney for health care.”

KARAIH

durable power of
attorney for health
care

A legal document in which a patient designates a specific individual to
make healthcare decisions on his or her behalf. A Durable Power of
Attorney for Health Care does not allow the surrogate decision maker
power over financial decisions. Note that when healthcare providers
talk about a “durable power of attorney,” they usually mean a durable
power of attorney for health care.

& BRAP B K JIALT

feedingtube

A tube placed into the stomach or small intestine to provide nutrition to
a person who cannot eat or drink.

HEIGHRE

funeral home

A commercial entity that prepares the deceased for burial or cremation
and assists in preparing a funeral.

FEALTE

goals of care

A patient or family’s desired outcome(s) from his or her medical
care.ln some cases, a complete eradication of a disease is the goal of
care, while in others, the goal is to control pain, or to recover a degree
of mobility.

FELE PR

healthproxy'

A legal document in which an individual designates another person to
make health care decisions if he or she cannot participate in medical
decision-making, for any reason.

This term also refers to the person who has been so designated. The
health care proxy has, in essence, the same rights to request or refuse
treatment that the individual would have if capable of making and
communicating decisions.

B HREA
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Term

English Definition

Simplified Chinese Equivalent

health status

The condition of an individual’s health.

(532 3/

heart/lung machine

A machine that artificially takes over the function of the lungs and
heart.

1M/ Rifi

home health aide

A trained and certified healthcare worker who monitors a home-bound
patient’s condition and assists with personal hygiene and light
housework.

RE(RERN T

hospicecare™

A special way of caring for people with terminal illnesses by meeting
the patient's physical, emotional, social, and spiritual needs, as well as
the needs of the family. The goals of hospice are to keep the patient
as comfortable as possible by relieving pain and other symptoms; to
prepare for a death that follows the wishes and needs of the patient;
and to reassure both the patient and family members by helping them
to understand and manage what is happening. To be eligible for
hospice care, a physician must indicate that the patient is likely to die
within six months.

[EeSinet

immediate family

A patient’s closest relatives, usually considered to be parents, siblings,
spouse and children.

EREE

intensive care unit
(ICU)"I

A specialized part of the hospital designed for care of the critically ill
whose conditions require constant monitoring.

PR | R VAEST &

Endotracheal intubation is a procedure by which a tube is inserted
through the mouth down into the trachea in order to enable

. . i et
intubation mechanical ventilation, in a patient who cannot safely breathe on his e

or her own. Also referred to as “inserting an airway.”

Equipment, material or treatment used to keep a seriously ill patient
life support alive: e.g. artificial nutrition such as a feeding tube, mechanical ARy

ventilation, dialysis.
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Term

English Definition

Simplified Chinese Equivalent

livingwill'

A written document that specifies what types of medical treatments
are desired under specific circumstances. The most common
statement in a living will is to the effect that: If | suffer an incurable,
irreversible illness, disease, or condition and my attending physician
determines that my condition is terminal, | direct that life-sustaining
measures that would serve only to prolong my dying be withheld or
discontinued. More specific living wills may include an individual's
desire for such services such as analgesia (pain relief), antibiotics,
hydration, feeding, and the use of ventilators or cardiopulmonary
resuscitation.

long-term care

A healthcare facility that provides nursing care to patients over an
extended period of time.

N

Medical Examiner

A qualified physician, often with advanced training in forensic
pathology (the application of medical knowledge to questions of the
law), who investigates deaths not due to natural causes. Medical
examiners are usually appointed to the position.

metastasis

The spread of a disease (usually cancer) from the initial site to another

part of the body.

FEIEF:S

morgue

In a hospital, an area where the body of the deceased is kept under
refrigeration until the funeral home can arrange for transport to the
mortuary.

ERB/RF

next of kin

A legal term referring to the person or persons most closely related by

blood to an individual. While not related by blood, a spouse is usually
included as “next of kin.”

RILEE 2%

organ donation

The act of giving permission for a patient’s organs to be harvested
after his death for transplantation into another individual

FRERIY
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Term

English Definition

Simplified Chinese Equivalent

palliative care

Care that focuses on improving a patient’s quality of life and managing
a patient’s symptoms rather than on curing the cause of those
symptoms. Palliative care is often used at the end of life, but it can
also be used in conjunction with curative care. Palliative care usually
involves a team of practitioners including physicians, nurses, social
workers and chaplains; the care extends to a patient’s family and will
address spiritual and social concerns as well as physical problems.

BT E

persistent
vegetative state
(PVS)"

A clinical condition of complete unawareness of the self and
environment. Even though PVS patients may exhibit sleep wake
cycles, they show no evidence of response to or understanding of
environmental stimuli. Unlike with a coma, there is no reasonable
hope for recovery for those in a PVS. Although life expectancy for
patients in a PVS is between two and five years, there are a number of
cases where PVS patients are sustained on life support for decades. It
has been estimated that there are somewhere between 15,000 and
35,000 PVS patients being sustained in the U.S. at any given time.

FEMEEY RS

POLST

Physicians Orders for Life-Sustaining Treatment. A legal form, filled
out by a patient with his or her physician, that instructs healthcare
personnel as to what degree of interventional treatment the patient
wants toward the end of his or her life.

HeFr e TR

pre-hospital DNR

A legal document, signed by a patient and his or her physician, whose
purpose is to instruct Emergency Medical Services personnel NOT to
resuscitate a patient if the patient’s heart stops. The types of
resuscitation covered in a DNR include chest compressions (as in
CPR), assisted ventilation, endotracheal intubation, defibrillation, and
medications that support resuscitation. The form does NOT affect
treatment for any other kind of emergency medical condition such as
bleeding, trauma or difficulty breathing.

1E BRI I AU I = 75 R HE
+
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Term English Definition Simplified Chinese Equivalent

The likelihood of recovery from a disease or trauma, based on the
normal course of the disease/condition or on the special

prognosis circumstances of a particular case. When discussing terminal Tilf=
illnesses, some providers may use "prognosis" to mean “the estimated
time remaining to live."

. : An expression of the actions, experiences, or feelings that make life .

quality of life worth living, for an individual patient. EERA
A program that either sends temporary caretakers to a patient’'s home,

respite care or allows a patient to be admitted to a healthcare facility temporarily, in | & 223
order to give the principle caregiver a break.

restlessness The inability to stay still, often involuntary L/ IDEFTE

skilled nursing A residential facility that provides professional nursing care around the

facility" clock, usually along with rehabilitation ALY
Actions and attitudes that help an individual or group. In palliative

support care, when providers talk about patient “support,” they do not mean TR
financial help but usually emotional and logistical help.
A person who may make health-related decisions on behalf of a

surrogate decision- | patient who is not able to make decisions for himself. A surrogate may . i

maker be designated verbally, by the patient, or legally, through a written AAETEXI A
Advance Directive or by the court.

: i A machine that takes over breathing for the patient, controlling the o
ventilator intake and expiration of air FEORAL
withdrawal of The removal of all forms of life support such as a ventilator, a feeding T S B R (Y

support

tube, or other treatment used to keep a seriously ill patient alive.

Definition from www.eMedicinehealth.com.

Definition from

Definition from

http://www.mywhatever.com/cifwriter/content/66/4620.html.

http://www.pbs.org/secondopinion/episodes/endoflife/medicalglossary

iv

Definition from http://www.dickinson.edu/endoflife/Glossary.html
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Handout #5, MN

Bilingual Glossary of Palliative Care Terms

English-Traditional Chinese

Term

English Definition

Traditional Chinese Equivalent

advancedirective'

Advance directives are legal documents that describe a patient’s
treatment preferences and designate a surrogate decision-maker in
the event that the person should become unable to make medical
decisions for him or herself. Advance directives generally fall into two
categories: those that designate surrogate decision makers (power of
attorney for health care, healthcare proxy), and those that designate
care instructions (living will, POLST, pre-hospital DNR).

BE R I s SRR N &

Decisions made by a patients about their wishes regarding

. ; ) . " o . BTEETE 2
advar)ce care interventions and care if a physical condition made it impossible them A
planning . S ’

to communicate their wishes in the moment.

. . Means of life support providing calories, vitamins and minerals, either s . ’~
artificial nutrition through feeding tubes or intravenously, to a patient who cannot eat or A TERRERAD
and hydration . -

drink sufficiently by normal means.

An examination of the body in order to determine the cause of death, st
autopsy . ; ; ; .

involving dissection of the remains.
bereavement Counseling to help deal with on-going sadness regarding a loved one PR
counseling who has died or who is dying.

A clinical condition in which the most basic functions of the brain are B 1
braindeath gone, including basic reflexes and control of breathing, so that life can

only be maintained through artificial means.

A person who provides direct care for a patient. Caregivers can be s
caregiver professionals, such as Home Health Aides, or simply caring i

individuals such as family and friends.

105




Interpreting in Palliative Care

Term English Definition Traditional Chinese Equivalent
i An individual ordained or consecrated for religious ministry, specially ek

chaplain" trained to offer support, prayer, and spiritual guidance to patients and
their families.

coma A state of profound unconsciousness caused by disease, injury or Bk
poison.v

code status A patient’s “code status” tells providers whether a patient should be Ji e AR T E IR R
resuscitated or not should cardiac or respiratory arrest occur.

comfort care treatments that focus only on promoting comfort, not prolonging life fagik 3al
artificially

e e

coping skills The skills needed to emotionally handle difficult situations in life HEEf Sohe
A public official who investigates by inquest any death not due to

coroner natural causes. Coroners are usually elected officials, who may or mEE e
may not possess any special training in investigating the cause of
death.
The emergency substitution of heart and lung action to restore life to

CPR someone who has ceased to breathe and whose heart is not pumping.

. The two main components of cardiopulmonary resuscitation (CPR) are | /LMfif #E7fT
(cardiopulmonary :
resuscitation) chest compressions to force blood from the heart to the body, and

artificial breathing by forcing air into the lungs (through mouth-to-
mouth breathing or through medical equipment).

do-not-resuscitate
order (DNR)"

A doctor's written instructions not to attempt cardiopulmonary
resuscitation (CPR) on a specific patient in the event of cardiac or
respiratory arrest. The DNR order should be noted in a person's
medical chart like any other medical order, and may be filed at
hospitals, in private practice, with local emergency services, and with
companies such as MedicAlert (which provides a bracelet to wear).

AT L B AT
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Term

English Definition

Traditional Chinese Equivalent

durable power of
attorney'

A legal document in which a patient designates a specific individual to
take legal action on his/her behalf in the case of an incapacitating
medical condition. The general durable power of attorney allows an
individual to make bank transactions, sign Social Security checks,
apply for disability, or simply write checks to pay the utility bill while an
individual is medically incapacitated. Compare with “durable power of
attorney for health care.”

KA REE

durable power of
attorney for health
care

A legal document in which a patient designates a specific individual to
make healthcare decisions on his or her behalf. A Durable Power of
Attorney for Health Care does not allow the surrogate decision maker
power over financial decisions. Note that when healthcare providers
talk about a “durable power of attorney,” they usually mean a durable
power of attorney for health care.

(CIE T SEVI/NET &

feedingtube

A tube placed into the stomach or small intestine to provide nutrition to
a person who cannot eat or drink.

funeral home

A commercial entity that prepares the deceased for burial or cremation
and assists in preparing a funeral.

goals of care

A patient or family’s desired outcome(s) from his or her medical
care.In some cases, a complete eradication of a disease is the goal of
care, while in others, the goal is to control pain, or to recover a degree
of mobility.

e AR

healthproxy'

A legal document in which an individual designates another person to
make health care decisions if he or she cannot participate in medical
decision-making, for any reason.

This term also refers to the person who has been so designated. The
health care proxy has, in essence, the same rights to request or refuse
treatment that the individual would have if capable of making and
communicating decisions.

BEREMEEA
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Term

English Definition

Traditional Chinese Equivalent

health status

The condition of an individual’s health.

TR AR DL

heart/lung machine

A machine that artificially takes over the function of the lungs and
heart.

O/ i

home health aide

A trained and certified healthcare worker who monitors a home-bound
patient’s condition and assists with personal hygiene and light
housework.

FRE LR B PR

hospicecare™

A special way of caring for people with terminal illnesses by meeting
the patient's physical, emotional, social, and spiritual needs, as well as
the needs of the family. The goals of hospice are to keep the patient
as comfortable as possible by relieving pain and other symptoms; to
prepare for a death that follows the wishes and needs of the patient;
and to reassure both the patient and family members by helping them
to understand and manage what is happening. To be eligible for
hospice care, a physician must indicate that the patient is likely to die
within six months.

B A& REEE

immediate family

A patient’s closest relatives, usually considered to be parents, siblings,
spouse and children.

ERBUR

intensive care unit
(ICU)"I

A specialized part of the hospital designed for care of the critically ill
whose conditions require constant monitoring.

NI 5 /ARG HED

Endotracheal intubation is a procedure by which a tube is inserted

intubation’ through the mouth down into the trachea in order to enable e
mechanical ventilation, in a patient who cannot safely breathe on his
or her own. Also referred to as “inserting an airway.”
Equipment, material or treatment used to keep a seriously ill patient He s
life support alive: e.g. artificial nutrition such as a feeding tube, mechanical e

ventilation, dialysis.
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Term

English Definition

Traditional Chinese Equivalent

livingwill'

A written document that specifies what types of medical treatments
are desired under specific circumstances. The most common
statement in a living will is to the effect that: If | suffer an incurable,
irreversible illness, disease, or condition and my attending physician
determines that my condition is terminal, | direct that life-sustaining
measures that would serve only to prolong my dying be withheld or
discontinued. More specific living wills may include an individual's
desire for such services such as analgesia (pain relief), antibiotics,
hydration, feeding, and the use of ventilators or cardiopulmonary
resuscitation.

long-term care

A healthcare facility that provides nursing care to patients over an
extended period of time.

R

Medical Examiner

A qualified physician, often with advanced training in forensic
pathology (the application of medical knowledge to questions of the
law), who investigates deaths not due to natural causes. Medical
examiners are usually appointed to the position.

2
Sl
I}

metastasis

The spread of a disease (usually cancer) from the initial site to another
part of the body.

FEAEERS

morgue

In a hospital, an area where the body of the deceased is kept under
refrigeration until the funeral home can arrange for transport to the
mortuary.

{=BE5E / BRBEFT

next of kin

A legal term referring to the person or persons most closely related by
blood to an individual. While not related by blood, a spouse is usually
included as “next of kin.”

Bl
S
&
ki
i

organ donation

The act of giving permission for a patient’s organs to be harvested
after his death for transplantation into another individual

O

0
I}
o
o
oo
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Term

English Definition

Traditional Chinese Equivalent

palliative care

Care that focuses on improving a patient’s quality of life and managing
a patient’s symptoms rather than on curing the cause of those
symptoms. Palliative care is often used at the end of life, but it can
also be used in conjunction with curative care. Palliative care usually
involves a team of practitioners including physicians, nurses, social
workers and chaplains; the care extends to a patient’s family and will
address spiritual and social concerns as well as physical problems.

ZEEEETY /B

persistent
vegetative state
(PVS)"

A clinical condition of complete unawareness of the self and
environment. Even though PVS patients may exhibit sleep wake
cycles, they show no evidence of response to or understanding of
environmental stimuli. Unlike with a coma, there is no reasonable
hope for recovery for those in a PVS. Although life expectancy for
patients in a PVS is between two and five years, there are a number of
cases where PVS patients are sustained on life support for decades. It
has been estimated that there are somewhere between 15,000 and
35,000 PVS patients being sustained in the U.S. at any given time.

R LZYNIN =

POLST

Physicians Orders for Life-Sustaining Treatment. A legal form, filled
out by a patient with his or her physician, that instructs healthcare
personnel as to what degree of interventional treatment the patient
wants toward the end of his or her life.

HERS A A B

pre-hospital DNR

A legal document, signed by a patient and his or her physician, whose
purpose is to instruct Emergency Medical Services personnel NOT to
resuscitate a patient if the patient’s heart stops. The types of
resuscitation covered in a DNR include chest compressions (as in
CPR), assisted ventilation, endotracheal intubation, defibrillation, and
medications that support resuscitation. The form does NOT affect
treatment for any other kind of emergency medical condition such as
bleeding, trauma or difficulty breathing.

{2 BE R B B AL A T Fe R =
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Term

English Definition

Traditional Chinese Equivalent

prognosis

The likelihood of recovery from a disease or trauma, based on the
normal course of the disease/condition or on the special
circumstances of a particular case. When discussing terminal
illnesses, some providers may use "prognosis" to mean “the estimated
time remaining to live."

AR

guality of life

An expression of the actions, experiences, or feelings that make life
worth living, for an individual patient.

ATERE

respite care

A program that either sends temporary caretakers to a patient’s home,
or allows a patient to be admitted to a healthcare facility temporarily, in
order to give the principle caregiver a break.

[0

R Bl

b

RE2 ) AT

restlessness The inability to stay still, often involuntary
skilled nursing A residential facility that provides professional nursing care around the | ZE3FEFHE
facility" clock, usually along with rehabilitation
Actions and attitudes that help an individual or group. In palliative S bk
support care, when providers talk about patient “support,” they do not mean 7 ’
financial help but usually emotional and logistical help.
A person who may make health-related decisions on behalf of a
surrogate decision- | patient who is not able to make decisions for himself. A surrogate may | A RS ERREEA
maker be designated verbally, by the patient, or legally, through a written
Advance Directive or by the court.
, i A machine that takes over breathing for the patient, controlling the PR
ventilator . L .
intake and expiration of air
withdrawal of The removal of all forms of life support such as a ventilator, a feeding | i HERF A= RS

support

tube, or other treatment used to keep a seriously ill patient alive.

Definition from http://www.pbs.org/secondopinion/episodes/endoflife/medicalglossary
" Definition from http://www.dickinson.edu/endoflife/Glossary.html

' Definition from www.eMedicinehealth.com.
" Definition from http://www.mywhatever.com/cifwriter/content/66/4620.html
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Bilingual Glossary of Palliative Care Terms

English-Vietnamese

Term

English Definition

Vietnamese Equivalent

advance directive'

Advance directives are legal documents that describe a patient’s
treatment preferences and designate a surrogate decision-maker in
the event that the person should become unable to make medical
decisions for him or herself. Advance directives generally fall into two
categories: those that designate surrogate decision makers (power of
attorney for health care, healthcare proxy), and those that designate
care instructions (living will, POLST, pre-hospital DNR).

chi thi trwoc

advance care
planning

Decisions made by a patients about their wishes regarding
interventions and care if a physical condition made it impossible them
to communicate their wishes in the moment.

lap ké& hoach cham séc truwéc

artificial nutrition and
hydration

Means of life support providing calories, vitamins and minerals, either
through feeding tubes or intravenously, to a patient who cannot eat or
drink sufficiently by normal means.

truyén dinh dwéng va nwéc nhan
tao

An examination of the body in order to determine the cause of death,

autopsy involving dissection of the remains. kham nghiém tc thi
bereavement Counseling to help deal with on-going sadness regarding a loved one £ A ia £ o
. ; . . tw van vé viéc mat nguw¢i than
counseling who has died or who is dying.
A clinical condition in which the most basic functions of the brain are ]
brain death gone, including basic reflexes and control of breathing, so that life can | chét ndo
only be maintained through artificial means.
A person who provides direct care for a patient. Caregivers can be
caregiver professionals, such as Home Health Aides, or simply caring nguwoi cham soc

individuals such as family and friends.
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Term English Definition Vietnamese Equivalent
i An individual ordained or consecrated for religious ministry, specially
chaplain" trained to offer support, prayer, and spiritual guidance to patients and | cha tuyén Gy

their families.

coma

A state of profound unconsciousness caused by disease, injury or
poison.

hén mé

code status

A patient’s “code status” tells providers whether a patient should be
resuscitated or not should cardiac or respiratory arrest occur.

ma chi dinh hoi sinh

comfort care

treatments that focus only on promoting comfort, not prolonging life
artificially

cham soc an i

coping skills The skills needed to emotionally handle difficult situations in life ky nang déi pho
A public official who investigates by inquest any death not due to
coroner natural causes. Coroners are usyglly _ele_cted (_)ffici_als, who may or nhan vién diéu tra cac vu chét bat
may not possess any special training in investigating the cause of thudng
death.
The emergency substitution of heart and lung action to restore life to
CPR someone who has ceased to breathe and whose heart is not pumping.
. The two main components of cardiopulmonary resuscitation (CPR) are | , ». . .. 2.
(cardiopulmonary : hoi stre tim phoi
resuscitation)’ chest compressions to force blood from the heart to the body, and

artificial breathing by forcing air into the lungs (through mouth-to-
mouth breathing or through medical equipment).

do-not-resuscitate
order (DNR)"

A doctor's written instructions not to attempt cardiopulmonary
resuscitation (CPR) on a specific patient in the event of cardiac or
respiratory arrest. The DNR order should be noted in a person's
medical chart like any other medical order, and may be filed at
hospitals, in private practice, with local emergency services, and with
companies such as MedicAlert (which provides a bracelet to wear).

chi dinh khéng héi sinh
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Term

English Definition

Vietnamese Equivalent

durable power of
attorney'

A legal document in which a patient designates a specific individual to
take legal action on his/her behalf in the case of an incapacitating
medical condition. The general durable power of attorney allows an
individual to make bank transactions, sign Social Security checks,
apply for disability, or simply write checks to pay the utility bill while an
individual is medically incapacitated. Compare with “durable power of
attorney for health care.”

quyén dai dién dai han

durable power of
attorney for health
care

A legal document in which a patient designates a specific individual to
make healthcare decisions on his or her behalf. A Durable Power of
Attorney for Health Care does not allow the surrogate decision maker
power over financial decisions. Note that when healthcare providers
talk about a “durable power of attorney,” they usually mean a durable
power of attorney for health care.

quyén dai dién dai han vé cham séc
strc khde

feeding tube

A tube placed into the stomach or small intestine to provide nutrition to
a person who cannot eat or drink.

dng nudi an

funeral home

A commercial entity that prepares the deceased for burial or cremation
and assists in preparing a funeral.

nha tang 1&

goals of care

A patient or family’s desired outcome(s) from his or her medical care.
In some cases, a complete eradication of a disease is the goal of care,
while in others, the goal is to control pain, or to recover a degree of
mobility.

muc tiéu cham soéc

health proxy'

A legal document in which an individual designates another person to
make health care decisions if he or she cannot participate in medical
decision-making, for any reason.

This term also refers to the person who has been so designated. The
health care proxy has, in essence, the same rights to request or refuse
treatment that the individual would have if capable of making and
communicating decisions.

gy quyén chdm séc strc khde
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Term

English Definition

Vietnamese Equivalent

health status

The condition of an individual’s health.

tinh hinh strc khoée

heart/lung machine

A machine that artificially takes over the function of the lungs and
heart.

may tro' tim/phdi

home health aide

A trained and certified healthcare worker who monitors a home-bound
patient’s condition and assists with personal hygiene and light
housework.

ngwdi hd tro cham séc sire khoe tai
gia

hospice care"

A special way of caring for people with terminal illnesses by meeting
the patient's physical, emotional, social, and spiritual needs, as well as
the needs of the family. The goals of hospice are to keep the patient
as comfortable as possible by relieving pain and other symptoms; to
prepare for a death that follows the wishes and needs of the patient;
and to reassure both the patient and family members by helping them
to understand and manage what is happening. To be eligible for
hospice care, a physician must indicate that the patient is likely to die
within six months.

cham séc cubi doi

immediate family

A patient’s closest relatives, usually considered to be parents, siblings,
spouse and children.

gia dinh tryc hé

intensive care unit
(ICU)I”

A specialized part of the hospital designed for care of the critically ill
whose conditions require constant monitoring.

khoa cham séc tap trung

Endotracheal intubation is a procedure by which a tube is inserted
through the mouth down into the trachea in order to enable

. PN vy A
intubation mechanical ventilation, in a patient who cannot safely breathe on his dat ong

or her own. Also referred to as “inserting an airway.”

Equipment, material or treatment used to keep a seriously ill patient ) ]
life support alive: e.g. artificial nutrition such as a feeding tube, mechanical ho tro sy song

ventilation, dialysis.
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Term

English Definition

Vietnamese Equivalent

living will

A written document that specifies what types of medical treatments
are desired under specific circumstances. The most common
statement in a living will is to the effect that: If | suffer an incurable,
irreversible illness, disease, or condition and my attending physician
determines that my condition is terminal, | direct that life-sustaining
measures that would serve only to prolong my dying be withheld or
discontinued. More specific living wills may include an individual's
desire for such services such as analgesia (pain relief), antibiotics,
hydration, feeding, and the use of ventilators or cardiopulmonary
resuscitation.

di chuc séng

long-term care

A healthcare facility that provides nursing care to patients over an
extended period of time.

cham séc dai han

Medical Examiner

A qualified physician, often with advanced training in forensic
pathology (the application of medical knowledge to questions of the
law), who investigates deaths not due to natural causes. Medical
examiners are usually appointed to the position.

Nhan Vién Phap Y

The spread of a disease (usually cancer) from the initial site to another

metastasis part of the body. di can

In a hospital, an area where the body of the deceased is kept under
morgue refrigeration until the funeral home can arrange for transport to the nha xac

mortuary.

A legal term referring to the person or persons most closely related by )
next of kin blood to an individual. While not related by blood, a spouse is usually | ngw®i cé quan hé than thuéc nhat

included as “next of kin.”

organ donation

The act of giving permission for a patient’s organs to be harvested
after his death for transplantation into another individual

hién tang ndi tang
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Term

English Definition

Vietnamese Equivalent

palliative care

Care that focuses on improving a patient’s quality of life and managing
a patient’s symptoms rather than on curing the cause of those
symptoms. Palliative care is often used at the end of life, but it can
also be used in conjunction with curative care. Palliative care usually
involves a team of practitioners including physicians, nurses, social
workers and chaplains; the care extends to a patient’s family and will
address spiritual and social concerns as well as physical problems.

cham séc gidm dau / cham s6c an
Gi

persistent vegetative
state (PVS)"

A clinical condition of complete unawareness of the self and
environment. Even though PVS patients may exhibit sleep wake
cycles, they show no evidence of response to or understanding of
environmental stimuli. Unlike with a coma, there is no reasonable
hope for recovery for those in a PVS. Although life expectancy for
patients in a PVS is between two and five years, there are a number of
cases where PVS patients are sustained on life support for decades. It
has been estimated that there are somewhere between 15,000 and
35,000 PVS patients being sustained in the U.S. at any given time.

trang thai thyc vat 1au dai

POLST

Physicians Orders for Life-Sustaining Treatment. A legal form, filled
out by a patient with his or her physician, that instructs healthcare
personnel as to what degree of interventional treatment the patient
wants toward the end of his or her life.

Lénh Bac ST Diéu Tri Duy Tri Mang
Song

pre-hospital DNR

A legal document, signed by a patient and his or her physician, whose
purpose is to instruct Emergency Medical Services personnel NOT to
resuscitate a patient if the patient’s heart stops. The types of
resuscitation covered in a DNR include chest compressions (as in
CPR), assisted ventilation, endotracheal intubation, defibrillation, and
medications that support resuscitation. The form does NOT affect
treatment for any other kind of emergency medical condition such as
bleeding, trauma or difficulty breathing.

DNR trwéc khi nhap vién
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Term English Definition Vietnamese Equivalent
The likelihood of recovery from a disease or trauma, based on the
normal course of the disease/condition or on the special
prognosis circumstances of a particular case. When discussing terminal tién lwvong bénh
illnesses, some providers may use "prognosis" to mean “the estimated
time remaining to live."
quality of life An expression of the actions, experiences, or feelings that make life chét luong séng

worth living, for an individual patient.

respite care

A program that either sends temporary caretakers to a patient’'s home,
or allows a patient to be admitted to a healthcare facility temporarily, in
order to give the principle caregiver a break.

dich vu cham séc thay tam thoi

restlessness

The inability to stay still, often involuntary

bat an

skilled nursing

A residential facility that provides professional nursing care around the

co sé diéu duwdng chuyén mén

facility" clock, usually along with rehabilitation
Actions and attitudes that help an individual or group. In palliative y
support care, when providers talk about patient “support,” they do not mean ho tro

financial help but usually emotional and logistical help.

surrogate decision-
maker

A person who may make health-related decisions on behalf of a
patient who is not able to make decisions for himself. A surrogate may
be designated verbally, by the patient, or legally, through a written
Advance Directive or by the court.

nguoi ra quyét dinh thay thé

ventilator"

A machine that takes over breathing for the patient, controlling the
intake and expiration of air

may hé hap nhan tao

withdrawal of
support

The removal of all forms of life support such as a ventilator, a feeding
tube, or other treatment used to keep a seriously ill patient alive.

rat lai sy hd tro

Definition from www.eMedicinehealth.com.

Definition from http://www.mywhatever.com/cifwriter/content/66/4620.html.

Definition from http://www.pbs.org/secondopinion/episodes/endoflife/medicalglossary/story436.html.

iv

Definition from http://www.dickinson.edu/endoflife/Glossary.html

119



http://www.emedicinehealth.com/
http://www.mywhatever.com/cifwriter/content/66/4620.html
http://www.pbs.org/secondopinion/episodes/endoflife/medicalglossary/story436.html
http://www.dickinson.edu/endoflife/Glossary.html

Interpreting in Palliative Care

120



Interpreting in Palliative Care

Handout #5, KR

Bilingual Glossary of Palliative Care Terms

English-Korean

Term

English Definition

Korean Equivalent

advance directive'

Advance directives are legal documents that describe a patient’s
treatment preferences and designate a surrogate decision-maker in the
event that the person should become unable to make medical
decisions for him or herself. Advance directives generally fall into two
categories: those that designate surrogate decision makers (power of
attorney for health care, healthcare proxy), and those that designate
care instructions (living will, POLST, pre-hospital DNR).

A o A A A

advance care
planning

Decisions made by a patients about their wishes regarding
interventions and care if a physical condition made it impossible them
to communicate their wishes in the moment.

artificial nutrition
and hydration

Means of life support providing calories, vitamins and minerals, either
through feeding tubes or intravenously, to a patient who cannot eat or
drink sufficiently by normal means.

An examination of the body in order to determine the cause of death,

=Ry 2]

autopsy involving dissection of the remains. e
bereavement Counseling to help deal wi_th on-going sadness regarding a loved one PR RE R
counseling who has died or who is dying. .

A clinical condition in which the most basic functions of the brain are
brain death gone, including basic reflexes and control of breathing, so that life can = A}

only be maintained through artificial means.

A person who provides direct care for a patient. Caregivers can be
caregiver professionals, such as Home Health Aides, or simply caring individuals | 7+ <l

such as family and friends.
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Term English Definition Korean Equivalent
i An individual ordained or consecrated for religious ministry, specially
chaplain" trained to offer support, prayer, and spiritual guidance to patients and AR
their families.
coma A ;tate of profound unconsciousness caused by disease, injury or CRESPARS)
poison.v
code status A patle_nt s “code status” tells prowders whether a patient should be ac g
resuscitated or not should cardiac or respiratory arrest occur.
comfort care treatments that focus only on promoting comfort, not prolonging life a5tol 2
artificially =
coping skills The skills needed to emotionally handle difficult situations in life A7) =
A public official who investigates by inquest any death not due to
coroner natural causes. Coroners are usually elected officials, who may or may | 74 A] 3
not possess any special training in investigating the cause of death.
The emergency substitution of heart and lung action to restore life to
CPR someone who has ceased to breathe and whose heart is not pumping.
(cardiopulmonar The two main components of cardiopulmonary resuscitation (CPR) are | ,, A A%
pul i y chest compressions to force blood from the heart to the body, and HomsTe
resuscitation)

artificial breathing by forcing air into the lungs (through mouth-to-mouth
breathing or through medical equipment).

do-not-resuscitate
order (DNR)"

A doctor's written instructions not to attempt cardiopulmonary
resuscitation (CPR) on a specific patient in the event of cardiac or
respiratory arrest. The DNR order should be noted in a person's
medical chart like any other medical order, and may be filed at
hospitals, in private practice, with local emergency services, and with
companies such as MedicAlert (which provides a bracelet to wear).

A e wAA
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Term

English Definition

Korean Equivalent

durable power of
attorney'

A legal document in which a patient designates a specific individual to
take legal action on his/her behalf in the case of an incapacitating
medical condition. The general durable power of attorney allows an
individual to make bank transactions, sign Social Security checks,
apply for disability, or simply write checks to pay the utility bill while an
individual is medically incapacitated. Compare with “durable power of
attorney for health care.”

o%
2
i)
»
Ao
%
o

durable power of
attorney for health
care

A legal document in which a patient designates a specific individual to
make healthcare decisions on his or her behalf. A Durable Power of
Attorney for Health Care does not allow the surrogate decision maker
power over financial decisions. Note that when healthcare providers
talk about a “durable power of attorney,” they usually mean a durable
power of attorney for health care.

lo,
=l
i
i
T
2
o
jules
o

feeding tube

A tube placed into the stomach or small intestine to provide nutrition to
a person who cannot eat or drink.

|
>

ry

funeral home

A commercial entity that prepares the deceased for burial or cremation
and assists in preparing a funeral.

o)A}

goals of care

A patient or family’s desired outcome(s) from his or her medical care. In
some cases, a complete eradication of a disease is the goal of care,
while in others, the goal is to control pain, or to recover a degree of
mobility.

1o,
i
I
=2}

health proxy'

A legal document in which an individual designates another person to
make health care decisions if he or she cannot participate in medical
decision-making, for any reason.

This term also refers to the person who has been so designated. The
health care proxy has, in essence, the same rights to request or refuse
treatment that the individual would have if capable of making and
communicating decisions.

o,
il
e
i
do
i
o

1o,
!
)
i
)
)
ro
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Term English Definition Korean Equivalent
health status The condition of an individual’s health. A7 Z4H
heart/lung machine | A machine that artificially takes over the function of the lungs and heart. | 4 & 7]
A trained and certified healthcare worker who monitors a home-bound
home health aide patient’s condition and assists with personal hygiene and light 7P sl

housework.

hospice care"

A special way of caring for people with terminal illnesses by meeting
the patient's physical, emotional, social, and spiritual needs, as well as
the needs of the family. The goals of hospice are to keep the patient as
comfortable as possible by relieving pain and other symptoms; to
prepare for a death that follows the wishes and needs of the patient;
and to reassure both the patient and family members by helping them
to understand and manage what is happening. To be eligible for
hospice care, a physician must indicate that the patient is likely to die
within six months.

A patient’s closest relatives, usually considered to be parents, siblings,

immediate family spouse and children. A7 7k
intensive care unit | A specialized part of the hospital designed for care of the critically ill = = ]
ii S . L =321
(ICU) whose conditions require constant monitoring.
Endotracheal intubation is a procedure by which a tube is inserted
. . through the mouth down into the trachea in order to enable mechanical | ,; ;i
intubation T . _ el
ventilation, in a patient who cannot safely breathe on his or her own.
Also referred to as “inserting an airway.”
Equipment, material or treatment used to keep a seriously ill patient
life support alive: e.g. artificial nutrition such as a feeding tube, mechanical A FA] B2 A

ventilation, dialysis.
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Term

English Definition

Korean Equivalent

living will'

A written document that specifies what types of medical treatments are
desired under specific circumstances. The most common statement in
a living will is to the effect that: If | suffer an incurable, irreversible
illness, disease, or condition and my attending physician determines
that my condition is terminal, | direct that life-sustaining measures that
would serve only to prolong my dying be withheld or discontinued.
More specific living wills may include an individual's desire for such
services such as analgesia (pain relief), antibiotics, hydration, feeding,
and the use of ventilators or cardiopulmonary resuscitation.

long-term care

A healthcare facility that provides nursing care to patients over an
extended period of time.

o
N
ko
o
(o,

Medical Examiner

A qualified physician, often with advanced training in forensic pathology
(the application of medical knowledge to questions of the law), who
investigates deaths not due to natural causes. Medical examiners are
usually appointed to the position.

i
fo,
e

metastasis

The spread of a disease (usually cancer) from the initial site to another
part of the body.

morgue

In a hospital, an area where the body of the deceased is kept under
refrigeration until the funeral home can arrange for transport to the
mortuary.

next of kin

A legal term referring to the person or persons most closely related by
blood to an individual. While not related by blood, a spouse is usually
included as “next of kin.”

2R (R, A, FA,
A, o))

organ donation

The act of giving permission for a patient’s organs to be harvested after
his death for transplantation into another individual
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Term

English Definition

Korean Equivalent

palliative care

Care that focuses on improving a patient’s quality of life and managing
a patient’s symptoms rather than on curing the cause of those
symptoms. Palliative care is often used at the end of life, but it can also
be used in conjunction with curative care. Palliative care usually
involves a team of practitioners including physicians, nurses, social
workers and chaplains; the care extends to a patient’s family and will
address spiritual and social concerns as well as physical problems.

persistent
vegetative state
(PVS)"

A clinical condition of complete unawareness of the self and
environment. Even though PVS patients may exhibit sleep wake
cycles, they show no evidence of response to or understanding of
environmental stimuli. Unlike with a coma, there is no reasonable hope
for recovery for those in a PVS. Although life expectancy for patients in
a PVS is between two and five years, there are a number of cases
where PVS patients are sustained on life support for decades. It has
been estimated that there are somewhere between 15,000 and 35,000
PVS patients being sustained in the U.S. at any given time.

POLST

Physicians Orders for Life-Sustaining Treatment. A legal form, filled out
by a patient with his or her physician, that instructs healthcare
personnel as to what degree of interventional treatment the patient
wants toward the end of his or her life.

POLST (A A% = st
OJAL A AJA])

pre-hospital DNR

A legal document, signed by a patient and his or her physician, whose
purpose is to instruct Emergency Medical Services personnel NOT to
resuscitate a patient if the patient’s heart stops. The types of
resuscitation covered in a DNR include chest compressions (as in
CPR), assisted ventilation, endotracheal intubation, defibrillation, and
medications that support resuscitation. The form does NOT affect
treatment for any other kind of emergency medical condition such as
bleeding, trauma or difficulty breathing.

W9 7 DNR (A& A A
SHFa Yol o3t Alu A
FAA)
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Term English Definition Korean Equivalent
The likelihood of recovery from a disease or trauma, based on the
normal course of the disease/condition or on the special circumstances i
prognosis of a particular case. When discussing terminal ilinesses, some o &
providers may use "prognosis" to mean “the estimated time remaining
to live."
quality of life An expression of the actions, experiences, or feelings that make life stol A

worth living, for an individual patient.

respite care

A program that either sends temporary caretakers to a patient’'s home,
or allows a patient to be admitted to a healthcare facility temporarily, in
order to give the principle caregiver a break.

restlessness

The inability to stay still, often involuntary

skilled nursing

A residential facility that provides professional nursing care around the

facility" clock, usually along with rehabilitation ©
Actions and attitudes that help an individual or group. In palliative care, | A% (&3}e] 5ollA = o] 5119
support when providers talk about patient “support,” they do not mean financial | “§44 A #84 A LS
help but usually emotional and logistical help. o] sk} )

surrogate decision-
maker

A person who may make health-related decisions on behalf of a patient
who is not able to make decisions for himself. A surrogate may be
designated verbally, by the patient, or legally, through a written
Advance Directive or by the court.

ventilator"

A machine that takes over breathing for the patient, controlling the
intake and expiration of air

withdrawal of
support

The removal of all forms of life support such as a ventilator, a feeding
tube, or other treatment used to keep a seriously ill patient alive.

Definition from www.eMedicinehealth.com.

" Definition from http://www.pbs.org/secondopinion/episodes/endoflife/medicalglossary

Definition from http://www.mywhatever.com/cifwriter/content/66/4620.html. V' Definition from http://www.dickinson.edu/endoflife/Glossary.html
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Bilingual Glossary of Palliative Care Terms

English-Tagalog

Term

English Definition

Tagalog Equivalent

advance directive'

Advance directives are legal documents that describe a patient’s
treatment preferences and designate a surrogate decision-maker in the
event that the person should become unable to make medical
decisions for him or herself. Advance directives generally fall into two
categories: those that designate surrogate decision makers (power of
attorney for health care, healthcare proxy), and those that designate
care instructions (living will, POLST, pre-hospital DNR).

maagang tagubilin

advance care
planning

Decisions made by a patients about their wishes regarding
interventions and care if a physical condition made it impossible them
to communicate their wishes in the moment.

maagang pagpaplano ng
pangangalaga

artificial nutrition

Means of life support providing calories, vitamins and minerals, either
through feeding tubes or intravenously, to a patient who cannot eat or

artipisyal na nutrisyon at

and hydration drink sufficiently by normal means. pagbibigay ng tubig
An examination of the body in order to determine the cause of death, .
autopsy : : . . : awtopsiya
involving dissection of the remains.
bereavement Counseling to help deal with on-going sadness regarding a loved one pagpapayo para sa
counseling who has died or who is dying. pagdadalamhati
A clinical condition in which the most basic functions of the brain are
brain death gone, including basic reflexes and control of breathing, so that life can pagkamatay ng utak
only be maintained through artificial means.
A person who provides direct care for a patient. Caregivers can be
caregiver professionals, such as Home Health Aides, or simply caring individuals | tagapag-alaga

such as family and friends.
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Term English Definition Tagalog Equivalent
i An individual ordained or consecrated for religious ministry, specially
chaplain" trained to offer support, prayer, and spiritual guidance to patients and pari o pastor

their families.

coma

A state of profound unconsciousness caused by disease, injury or
poison.v

pagkawalang-malay

code status

A patient’s “code status” tells providers whether a patient should be
resuscitated or not should cardiac or respiratory arrest occur.

kodigo ng kalagayan

comfort care

treatments that focus only on promoting comfort, not prolonging life
artificially

pangangalagang pagbibigay-
ginhawa

mga kasanayan sa pagharap sa

coping skills The skills needed to emotionally handle difficult situations in life hirap

A public official who investigates by inquest any death not due to tagasivasat na dahilan n
coroner natural causes. Coroners are usually elected officials, who may or may gasly 9 9

: RN e pagkamatay

not possess any special training in investigating the cause of death.

The emergency substitution of heart and lung action to restore life to
CPR someone who has ceased to breathe and whose heart is not pumping.

. The two main components of cardiopulmonary resuscitation (CPR) are | pagsisikap para maibalik ang

(cardiopulmonary h : ; blood f he h he bod d hi
resuscitation) chest compressions to force blood from the heart to the body, an paghinga

artificial breathing by forcing air into the lungs (through mouth-to-mouth
breathing or through medical equipment).

do-not-resuscitate
order (DNR)"

A doctor's written instructions not to attempt cardiopulmonary
resuscitation (CPR) on a specific patient in the event of cardiac or
respiratory arrest. The DNR order should be noted in a person's
medical chart like any other medical order, and may be filed at
hospitals, in private practice, with local emergency services, and with
companies such as MedicAlert (which provides a bracelet to wear).

tagubilin ng doktor na huwag nang
sikaping ibalik ang paghinga
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Term

English Definition

Tagalog Equivalent

durable power of
attorney'

A legal document in which a patient designates a specific individual to
take legal action on his/her behalf in the case of an incapacitating
medical condition. The general durable power of attorney allows an
individual to make bank transactions, sign Social Security checks,
apply for disability, or simply write checks to pay the utility bill while an
individual is medically incapacitated. Compare with “durable power of
attorney for health care.”

dokumentong nagbibigay ng
kapangyarihan sa isang
kinatawan

durable power of
attorney for health
care

A legal document in which a patient designates a specific individual to
make healthcare decisions on his or her behalf. A Durable Power of
Attorney for Health Care does not allow the surrogate decision maker
power over financial decisions. Note that when healthcare providers
talk about a “durable power of attorney,” they usually mean a durable
power of attorney for health care.

dokumentong nagbibigay ng
kapangyarihan sa isang
kinatawan para sa
pangangalagang pangkalusugan

feeding tube

A tube placed into the stomach or small intestine to provide nutrition to
a person who cannot eat or drink.

tubo para sa pagpapakain

funeral home

A commercial entity that prepares the deceased for burial or cremation
and assists in preparing a funeral.

punerarya

goals of care

A patient or family’s desired outcome(s) from his or her medical care.In
some cases, a complete eradication of a disease is the goal of care,
while in others, the goal is to control pain, or to recover a degree of
mobility.

mga hangarin ng pangangalaga

health proxy'

A legal document in which an individual designates another person to
make health care decisions if he or she cannot participate in medical
decision-making, for any reason.

This term also refers to the person who has been so designated. The
health care proxy has, in essence, the same rights to request or refuse
treatment that the individual would have if capable of making and
communicating decisions.

kinatawan ng pasyente sa
paggawa ng desisyon sa
paggamot
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Term

English Definition

Tagalog Equivalent

health status

The condition of an individual’s health.

kalagayan ng kalusugan

heart/lung machine

A machine that artificially takes over the function of the lungs and heart.

makinang nagsisilbing puso at
baga

home health aide

A trained and certified healthcare worker who monitors a home-bound
patient’s condition and assists with personal hygiene and light
housework.

katulong na pangkalusugan sa
bahay

hospice care"

A special way of caring for people with terminal illnesses by meeting
the patient's physical, emotional, social, and spiritual needs, as well as
the needs of the family. The goals of hospice are to keep the patient as
comfortable as possible by relieving pain and other symptoms; to
prepare for a death that follows the wishes and needs of the patient;
and to reassure both the patient and family members by helping them
to understand and manage what is happening. To be eligible for
hospice care, a physician must indicate that the patient is likely to die
within six months.

pangangalaga sa hospisyo

immediate family

A patient’s closest relatives, usually considered to be parents, siblings,
spouse and children.

malapit na kapamilya

intensive care unit
(ICU)I”

A specialized part of the hospital designed for care of the critically ill
whose conditions require constant monitoring.

yunit ng masusing pangangalaga

Endotracheal intubation is a procedure by which a tube is inserted
through the mouth down into the trachea in order to enable mechanical

paghinga sa pamamagitan ng

intubation ventilation, in a patient who cannot safely breathe on his or her own. tubo
Also referred to as “inserting an airway.”
Equipment, material or treatment used to keep a seriously ill patient
life support alive: e.g. artificial nutrition such as a feeding tube, mechanical pangsuporta sa buhay

ventilation, dialysis.
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Term

English Definition

Tagalog Equivalent

living will'

A written document that specifies what types of medical treatments are
desired under specific circumstances. The most common statement in
a living will is to the effect that: If | suffer an incurable, irreversible
illness, disease, or condition and my attending physician determines
that my condition is terminal, | direct that life-sustaining measures that
would serve only to prolong my dying be withheld or discontinued.
More specific living wills may include an individual's desire for such
services such as analgesia (pain relief), antibiotics, hydration, feeding,
and the use of ventilators or cardiopulmonary resuscitation.

habilin sa nais na pangangalaga

long-term care

A healthcare facility that provides nursing care to patients over an
extended period of time.

pangmatagalang pangangalaga

Medical Examiner

A qualified physician, often with advanced training in forensic pathology
(the application of medical knowledge to questions of the law), who
investigates deaths not due to natural causes. Medical examiners are
usually appointed to the position.

Tagasiyasat ng Di-likas na
Pagkamatay

The spread of a disease (usually cancer) from the initial site to another

metastasis part of the body. pagkalat ng sakit sa katawan
In a hospital, an area where the body of the deceased is kept under

morgue refrigeration until the funeral home can arrange for transport to the morge
mortuary.
A legal term referring to the person or persons most closely related by

next of kin blood to an individual. While not related by blood, a spouse is usually pinakamalapit na kamag-anak

included as “next of kin.”

organ donation

The act of giving permission for a patient’s organs to be harvested after
his death for transplantation into another individual

paghahandog ng bahagi
ngkatawan
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Term

English Definition

Tagalog Equivalent

palliative care

Care that focuses on improving a patient’s quality of life and managing
a patient’s symptoms rather than on curing the cause of those
symptoms. Palliative care is often used at the end of life, but it can also
be used in conjunction with curative care. Palliative care usually
involves a team of practitioners including physicians, nurses, social
workers and chaplains; the care extends to a patient’s family and will
address spiritual and social concerns as well as physical problems.

pampaginhawang pangangalaga

persistent
vegetative state
(PVS)"

A clinical condition of complete unawareness of the self and
environment. Even though PVS patients may exhibit sleep wake
cycles, they show no evidence of response to or understanding of
environmental stimuli. Unlike with a coma, there is no reasonable hope
for recovery for those in a PVS. Although life expectancy for patients in
a PVS is between two and five years, there are a number of cases
where PVS patients are sustained on life support for decades. It has
been estimated that there are somewhere between 15,000 and 35,000
PVS patients being sustained in the U.S. at any given time.

patuloy na kawalan ng malay

POLST

Physicians Orders for Life-Sustaining Treatment. A legal form, filled out
by a patient with his or her physician, that instructs healthcare
personnel as to what degree of interventional treatment the patient
wants toward the end of his or her life.

Mga Utos ng Doktor para sa
Paggamot na Nagpapatuloy ng
Buhay

pre-hospital DNR

A legal document, signed by a patient and his or her physician, whose
purpose is to instruct Emergency Medical Services personnel NOT to
resuscitate a patient if the patient’s heart stops. The types of
resuscitation covered in a DNR include chest compressions (as in
CPR), assisted ventilation, endotracheal intubation, defibrillation, and
medications that support resuscitation. The form does NOT affect
treatment for any other kind of emergency medical condition such as
bleeding, trauma or difficulty breathing.

bilin bago maospital na huwag
nang sikaping ibalik ang paghinga

134




Interpreting in Palliative Care

Term English Definition Tagalog Equivalent
The likelihood of recovery from a disease or trauma, based on the
normal course of the disease/condition or on the special circumstances
prognosis of a particular case. When discussing terminal illnesses, some tinatayang kalalabasan ng sakit
providers may use "prognosis" to mean “the estimated time remaining
to live."
quality of life An expression of the actions, experiences, or feelings that make life kalidad ng buhay

worth living, for an individual patient.

respite care

A program that either sends temporary caretakers to a patient’'s home,
or allows a patient to be admitted to a healthcare facility temporarily, in
order to give the principle caregiver a break.

pangangalagang pangrilyebo

restlessness

The inability to stay still, often involuntary

pagkabalisa

skilled nursing

A residential facility that provides professional nursing care around the

pasilidad ng bihasang

facility" clock, usually along with rehabilitation pangangalaga
Actions and attitudes that help an individual or group. In palliative care,
support when providers talk about patient “support,” they do not mean financial | suporta

help but usually emotional and logistical help.

surrogate decision-
maker

A person who may make health-related decisions on behalf of a patient
who is not able to make decisions for himself. A surrogate may be
designated verbally, by the patient, or legally, through a written
Advance Directive or by the court.

kahaliling tagagawa ng desisyon

ventilator"

A machine that takes over breathing for the patient, controlling the
intake and expiration of air

makinang humihinga para sa
pasyente

withdrawal of
support

The removal of all forms of life support such as a ventilator, a feeding
tube, or other treatment used to keep a seriously ill patient alive.

pagtanggal ng suporta sa buhay

Definition from www.eMedicinehealth.com.

Definition from http://www.mywhatever.com/cifwriter/content/66/4620.html.

Definition from http://www.pbs.org/secondopinion/episodes/endoflife/medicalglossary/story436.html.

iv

Definition from http://www.dickinson.edu/endoflife/Glossary.html
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Bilingual Glossary of Palliative Care Terms

English-Russian

Term

English Definition

Russian Equivalent

Advance directives are legal documents that describe a patient’s

treatment preferences and designate a surrogate decision-maker in the

event that the person should become unable to make medical

advance directive' decisions for him or herself. Advance directives generally fall into two 3abnarospemeHHoe
. ) i pacnopsbkeHne
categories: those that designate surrogate decision makers (power of
attorney for health care, healthcare proxy), and those that designate
care instructions (living will, POLST, pre-hospital DNR).
Decisions made by a patients about their wishes regarding
advance care 3abnarospemeHHoOe

planning

interventions and care if a physical condition made it impossible them
to communicate their wishes in the moment.

nnaHnMpoBaHue rievyeHnq

artificial nutrition
and hydration

Means of life support providing calories, vitamins and minerals, either
through feeding tubes or intravenously, to a patient who cannot eat or
drink sufficiently by normal means.

MckyccTBeHHOE NuTaHme un
nogaepxaHue BogHoro 6anaHca

An examination of the body in order to determine the cause of death,

autopsy involving dissection of the remains. BCKpelThe
bereavement Counseling to help deal with on-going sadness regarding a loved one ricnxonorneckasnnomollls B Ce53M
: ; S C nepexuBaHneMm ytpaThbl
counseling who has died or who is dying. 6
NU3KOro Yenoseka
A clinical condition in which the most basic functions of the brain are
brain death gone, including basic reflexes and control of breathing, so that life can CwmepTb MO3ra

only be maintained through artificial means.
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Term English Definition Russian Equivalent

A person who provides direct care for a patient. Caregivers can be nnuo, OCyLLIECTBASIOLLEE yXO,.

caregiver professionals, such as Home Health Aides, or simply caring individuals | Hanpumep, megpeocoHan,
such as family and friends. POOCTBEHHMKN UIN APY3bs

i An individual ordained or consecrated for religious ministry, specially

chaplain" trained to offer support, prayer, and spiritual guidance to patients and KanennaH
their families.
A state of profound unconsciousness caused by disease, injury or

coma Kkoma

poison.v

code status

A patient’s “code status” tells providers whether a patient should be
resuscitated or not should cardiac or respiratory arrest occur.

Cratyc koga (ykasaHus ans
npoBeaeHNss peaHnMaLNOHHbIX
MepPOnpUATUR)

comfort care

treatments that focus only on promoting comfort, not prolonging life
artificially

CumntomaTtnyeckas Tepanua

HaBblku nepexmnBaHunAa TpyaHbIX

coping skills The skills needed to emotionally handle difficult situations in life -
cUTyaummn
A public official who investigates by inquest any death not due to
coroner natural causes. Coroners are usually elected officials, who may or may | CynebHbin cnegosaTens
not possess any special training in investigating the cause of death.
The emergency substitution of heart and lung action to restore life to
CPR someone who has ceased to breathe and whose heart is not pumping.
: The two main components of cardiopulmonary resuscitation (CPR) are | CJIP (cepaeyHo-néroyHas
(cardiopulmonary h : ; blood f he h he bod d
resuscitation) chest compressions to force blood from the heart to the body, an peaHnmaums)

artificial breathing by forcing air into the lungs (through mouth-to-mouth
breathing or through medical equipment).
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Term

English Definition

Russian Equivalent

do-not-resuscitate
order (DNR)"

A doctor's written instructions not to attempt cardiopulmonary
resuscitation (CPR) on a specific patient in the event of cardiac or
respiratory arrest. The DNR order should be noted in a person's
medical chart like any other medical order, and may be filed at
hospitals, in private practice, with local emergency services, and with
companies such as MedicAlert (which provides a bracelet to wear).

pacrnopsiKeHue «He NpoBOanTb
peaHUMauOHHbIE MEPONPUATUSI»

durable power of
attorney'

A legal document in which a patient designates a specific individual to
take legal action on his/her behalf in the case of an incapacitating
medical condition. The general durable power of attorney allows an
individual to make bank transactions, sign Social Security checks,
apply for disability, or simply write checks to pay the utility bill while an
individual is medically incapacitated. Compare with “durable power of
attorney for health care.”

[loBepeHHOCTb
NPOAOIHKNTENBHOIO AEUCTBMUS

durable power of
attorney for health
care

A legal document in which a patient designates a specific individual to
make healthcare decisions on his or her behalf. A Durable Power of
Attorney for Health Care does not allow the surrogate decision maker
power over financial decisions. Note that when healthcare providers
talk about a “durable power of attorney,” they usually mean a durable
power of attorney for health care.

[lonrocpoyHas JOBEPEHHOCTb Ha
OCyLLEeCTBNEHNE MeQNLMNHCKOrO
obcnyxmBaHus

feeding tube

A tube placed into the stomach or small intestine to provide nutrition to
a person who cannot eat or drink.

3oHa ans NCKYCCTBEHHOIro
KOpMIeHunda

funeral home

A commercial entity that prepares the deceased for burial or cremation
and assists in preparing a funeral.

MoxopoHHoe Gtopo

goals of care

A patient or family’s desired outcome(s) from his or her medical care.In
some cases, a complete eradication of a disease is the goal of care,
while in others, the goal is to control pain, or to recover a degree of
mobility.

Llenn neyeHus
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Term

English Definition

Russian Equivalent

health proxy’

A legal document in which an individual designates another person to
make health care decisions if he or she cannot participate in medical
decision-making, for any reason.

This term also refers to the person who has been so designated. The
health care proxy has, in essence, the same rights to request or refuse
treatment that the individual would have if capable of making and
communicating decisions.

MeauumnHckas JoBEePEHHOCTL /
1o, YNorIHOMOYEHHOe
NPUHUMATb PEeLIEHUs O
MeanLMHCKOM 06CnyXnBaHum

health status

The condition of an individual’s health.

MeaunuunHcknin ctatyc

heart/lung machine

A machine that artificially takes over the function of the lungs and heart.

Annapat NCKYCCTBEHHOIO
kpoBoobpateHus (AUK)

home health aide

A trained and certified healthcare worker who monitors a home-bound
patient’s condition and assists with personal hygiene and light
housework.

MeDMKO-CGHl/ITapHaFI nomMoLb Ha
nomy

hospice care"

A special way of caring for people with terminal illnesses by meeting
the patient's physical, emotional, social, and spiritual needs, as well as
the needs of the family. The goals of hospice are to keep the patient as
comfortable as possible by relieving pain and other symptoms; to
prepare for a death that follows the wishes and needs of the patient;
and to reassure both the patient and family members by helping them
to understand and manage what is happening. To be eligible for
hospice care, a physician must indicate that the patient is likely to die
within six months.

le4yeHune B xocnumce

immediate family

A patient’s closest relatives, usually considered to be parents, siblings,
spouse and children.

Bnvxanwve poacTBeHHUKM

intensive care unit
(ICU)m

A specialized part of the hospital designed for care of the critically ill
whose conditions require constant monitoring.

OTpeneHne MHTeHCUBHOMN
Tepanuu
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Term

English Definition

Russian Equivalent

intubation'

Endotracheal intubation is a procedure by which a tube is inserted
through the mouth down into the trachea in order to enable mechanical
ventilation, in a patient who cannot safely breathe on his or her own.
Also referred to as “inserting an airway.”

nHTYGauuns

life support

Equipment, material or treatment used to keep a seriously ill patient
alive: e.qg. artificial nutrition such as a feeding tube, mechanical
ventilation, dialysis.

MopopepxaHue >XU3HEHHbIX
dyHKLMI

living will

A written document that specifies what types of medical treatments are
desired under specific circumstances. The most common statement in
a living will is to the effect that: If | suffer an incurable, irreversible
illness, disease, or condition and my attending physician determines
that my condition is terminal, | direct that life-sustaining measures that
would serve only to prolong my dying be withheld or discontinued.
More specific living wills may include an individual's desire for such
services such as analgesia (pain relief), antibiotics, hydration, feeding,
and the use of ventilators or cardiopulmonary resuscitation.

«3aBelaHne O XXU3Hn»

long-term care

A healthcare facility that provides nursing care to patients over an
extended period of time.

[onroBpemeHHOe revyeHne

Medical Examiner

A qualified physician, often with advanced training in forensic pathology
(the application of medical knowledge to questions of the law), who
investigates deaths not due to natural causes. Medical examiners are
usually appointed to the position.

cynebHOo-MeauUMHCKMIA aKenepT

The spread of a disease (usually cancer) from the initial site to another

metastasis part of the body. meTacTas
In a hospital, an area where the body of the deceased is kept under
morgue refrigeration until the funeral home can arrange for transport to the Mopr

mortuary.
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Term English Definition Russian Equivalent
A legal term referring to the person or persons most closely related by
next of kin blood to an individual. While not related by blood, a spouse is usually Bnvxaniwve poacTBeHHUKM

included as “next of kin.”

organ donation

The act of giving permission for a patient’s organs to be harvested after
his death for transplantation into another individual

[loHopcTBO OpraHa

palliative care

Care that focuses on improving a patient’s quality of life and managing
a patient’s symptoms rather than on curing the cause of those
symptoms. Palliative care is often used at the end of life, but it can also
be used in conjunction with curative care. Palliative care usually
involves a team of practitioners including physicians, nurses, social
workers and chaplains; the care extends to a patient’s family and will
address spiritual and social concerns as well as physical problems.

MNannuaTtuBHas Tepanus

persistent
vegetative state
(PVS)"

A clinical condition of complete unawareness of the self and
environment. Even though PVS patients may exhibit sleep wake
cycles, they show no evidence of response to or understanding of
environmental stimuli. Unlike with a coma, there is no reasonable hope
for recovery for those in a PVS. Although life expectancy for patients in
a PVS is between two and five years, there are a number of cases
where PVS patients are sustained on life support for decades. It has
been estimated that there are somewhere between 15,000 and 35,000
PVS patients being sustained in the U.S. at any given time.

MepcucTupytolliee BereTaTMBHOE
COCTOsIHVE

POLST

Physicians Orders for Life-Sustaining Treatment. A legal form, filled out
by a patient with his or her physician, that instructs healthcare
personnel as to what degree of interventional treatment the patient
wants toward the end of his or her life.

PacnopspkeHne ansa spadva o6
NCKYCCTBEHHOM NoaaepXaHum
XKN3HU
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Term

English Definition

Russian Equivalent

pre-hospital DNR

A legal document, signed by a patient and his or her physician, whose
purpose is to instruct Emergency Medical Services personnel NOT to
resuscitate a patient if the patient’s heart stops. The types of
resuscitation covered in a DNR include chest compressions (as in
CPR), assisted ventilation, endotracheal intubation, defibrillation, and
medications that support resuscitation. The form does NOT affect
treatment for any other kind of emergency medical condition such as
bleeding, trauma or difficulty breathing.

pacnopsikeHne DNR go
rocnutanmsauum

prognosis

The likelihood of recovery from a disease or trauma, based on the
normal course of the disease/condition or on the special circumstances
of a particular case. When discussing terminal illnesses, some
providers may use "prognosis" to mean “the estimated time remaining
to live."

NporHo3

guality of life

An expression of the actions, experiences, or feelings that make life
worth living, for an individual patient.

KauyecTBO XU3HMU

respite care

A program that either sends temporary caretakers to a patient’'s home,
or allows a patient to be admitted to a healthcare facility temporarily, in
order to give the principle caregiver a break.

BpeMeHHbI MeanuuHCKUIN yxon,
(3a 6onbHBIMK N NHBaNMgamu B
nepuoAa otabixa nuy, 0bbl4HO
OCYLLIECTBIAIOLWNX 3a HAMU yX0[)

restlessness

The inability to stay still, often involuntary

BO36yxaeHne, 6ecnokoncTao

skilled nursing
facility"

A residential facility that provides professional nursing care around the
clock, usually along with rehabilitation

YupexgeHue
KBanuguunpoBaHHOro
MEANLMHCKOro yxoaa

support

Actions and attitudes that help an individual or group. In palliative care,
when providers talk about patient “support,” they do not mean financial
help but usually emotional and logistical help.

noaaepkka
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Term

English Definition

Russian Equivalent

surrogate decision-
maker

A person who may make health-related decisions on behalf of a patient
who is not able to make decisions for himself. A surrogate may be
designated verbally, by the patient, or legally, through a written
Advance Directive or by the court.

YNonHOMOYEHHbIN
pacnopsiaMTenb

ventilator"

A machine that takes over breathing for the patient, controlling the
intake and expiration of air

Annapat UCKyCCTBEHHOW
BEHTUNALUKN NErkmx"

withdrawal of
support

The removal of all forms of life support such as a ventilator, a feeding
tube, or other treatment used to keep a seriously ill patient alive.

OTKknoYeHne oT CpeacTs
Xun3HeobecneyeHuns

Definition from www.eMedicinehealth.com.

Definition from http://www.mywhatever.com/cifwriter/content/66/4620.html.

Definition from http://www.pbs.org/secondopinion/episodes/endoflife/medicalglossary/story436.html.

Definition from http://www.dickinson.edu/endoflife/Glossary.html
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Handout #5, EN
Bilingual Glossary of Palliative Care Terms
English-

Term

English Definition

Equivalent

advance directive

Advance directives are legal documents that describe a patient’s treatment
preferences and designate a surrogate decision-maker in the event that the person
should become unable to make medical decisions for him or herself. Advance
directives generally fall into two categories: those that designate surrogate decision
makers (power of attorney for health care, healthcare proxy), and those that
designate care instructions (living will, POLST, pre-hospital DNR).

advance care
planning

Decisions made by a patients about their wishes regarding interventions and care if
a physical condition made it impossible them to communicate their wishes in the
moment.

artificial nutrition
and hydration

Means of life support providing calories, vitamins and minerals, either through
feeding tubes or intravenously, to a patient who cannot eat or drink sufficiently by
normal means.

An examination of the body in order to determine the cause of death, involving

autopsy dissection of the remains.
bereavement Counseling to help deal with on-going sadness regarding a loved one who has died
counseling or who is dying.
A clinical condition in which the most basic functions of the brain are gone,
brain death including basic reflexes and control of breathing, so that life can only be maintained
through artificial means.
. A person who provides direct care for a patient. Caregivers can be professionals,
caregiver

such as Home Health Aides, or simply caring individuals such as family and friends.
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Term

English Definition

Equivalent

chaplain”

An individual ordained or consecrated for religious ministry, specially trained to
offer support, prayer, and spiritual guidance to patients and their families.

coma

A state of profound unconsciousness caused by disease, injury or poison.v

code status

A patient’s “code status” tells providers whether a patient should be resuscitated or
not should cardiac or respiratory arrest occur.

comfort care

treatments that focus only on promoting comfort, not prolonging life artificially

coping skills The skills needed to emotionally handle difficult situations in life

A public official who investigates by inquest any death not due to natural causes.
coroner Coroners are usually elected officials, who may or may not possess any special

training in investigating the cause of death.

The emergency substitution of heart and lung action to restore life to someone who
CPR has ceased to breathe and whose heart is not pumping. The two main components
(cardiopulmonary of cardiopulmonary resuscitation (CPR) are chest compressions to force blood from
resuscitation)' the heart to the body, and artificial breathing by forcing air into the lungs (through

mouth-to-mouth breathing or through medical equipment).

do-not-resuscitate
order (DNR)"

A doctor's written instructions not to attempt cardiopulmonary resuscitation (CPR)
on a specific patient in the event of cardiac or respiratory arrest. The DNR order
should be noted in a person's medical chart like any other medical order, and may
be filed at hospitals, in private practice, with local emergency services, and with
companies such as MedicAlert (which provides a bracelet to wear).
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Term

English Definition

Equivalent

durable power of
attorney'

A legal document in which a patient designates a specific individual to take legal
action on his/her behalf in the case of an incapacitating medical condition. The
general durable power of attorney allows an individual to make bank transactions,
sign Social Security checks, apply for disability, or simply write checks to pay the
utility bill while an individual is medically incapacitated. Compare with “durable
power of attorney for health care.”

durable power of
attorney for health
care

A legal document in which a patient designates a specific individual to make
healthcare decisions on his or her behalf. A Durable Power of Attorney for Health
Care does not allow the surrogate decision maker power over financial decisions.
Note that when healthcare providers talk about a “durable power of attorney,” they
usually mean a durable power of attorney for health care.

feeding tube

A tube placed into the stomach or small intestine to provide nutrition to a person
who cannot eat or drink.

funeral home

A commercial entity that prepares the deceased for burial or cremation and assists
in preparing a funeral.

goals of care

A patient or family’s desired outcome(s) from his or her medical care. In some
cases, a complete eradication of a disease is the goal of care, while in others, the
goal is to control pain, or to recover a degree of mobility.

health proxy’

A legal document in which an individual designates another person to make health
care decisions if he or she cannot participate in medical decision-making, for any
reason.

This term also refers to the person who has been so designated. The health care
proxy has, in essence, the same rights to request or refuse treatment that the
individual would have if capable of making and communicating decisions.

health status

The condition of an individual’s health.
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Term

English Definition

Equivalent

heart/lung machine

A machine that artificially takes over the function of the lungs and heatrt.

home health aide

A trained and certified healthcare worker who monitors a home-bound patient’s
condition and assists with personal hygiene and light housework.

hospice care"

A special way of caring for people with terminal illnesses by meeting the patient's
physical, emotional, social, and spiritual needs, as well as the needs of the family.
The goals of hospice are to keep the patient as comfortable as possible by relieving
pain and other symptoms; to prepare for a death that follows the wishes and needs
of the patient; and to reassure both the patient and family members by helping
them to understand and manage what is happening. To be eligible for hospice care,
a physician must indicate that the patient is likely to die within six months.

immediate family

A patient’s closest relatives, usually considered to be parents, siblings, spouse and
children.

intensive care unit
(ICU)ul

A specialized part of the hospital designed for care of the critically ill whose
conditions require constant monitoring.

Endotracheal intubation is a procedure by which a tube is inserted through the
mouth down into the trachea in order to enable mechanical ventilation, in a patient

intubation who cannot safely breathe on his or her own. Also referred to as “inserting an
airway.”
life support Equipment, material or treatment used to keep a seriously ill patient alive: e.g.

artificial nutrition such as a feeding tube, mechanical ventilation, dialysis.
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Term

English Definition

Equivalent

living will'

A written document that specifies what types of medical treatments are desired
under specific circumstances. The most common statement in a living will is to the
effect that: If | suffer an incurable, irreversible illness, disease, or condition and my
attending physician determines that my condition is terminal, | direct that life-
sustaining measures that would serve only to prolong my dying be withheld or
discontinued. More specific living wills may include an individual's desire for such
services such as analgesia (pain relief), antibiotics, hydration, feeding, and the use
of ventilators or cardiopulmonary resuscitation.

long-term care

A healthcare facility that provides nursing care to patients over an extended period
of time.

Medical Examiner

A qualified physician, often with advanced training in forensic pathology (the
application of medical knowledge to questions of the law), who investigates deaths

not due to natural causes. Medical examiners are usually appointed to the position.

The spread of a disease (usually cancer) from the initial site to another part of the

metastasis body.

In a hospital, an area where the body of the deceased is kept under refrigeration
morgue :

until the funeral home can arrange for transport to the mortuary.
next of kin A legal term referring to the person or persons most closely related by blood to an

individual. While not related by blood, a spouse is usually included as “next of kin.”

organ donation

The act of giving permission for a patient’s organs to be harvested after his death
for transplantation into another individual
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Term English Definition Equivalent
A clinical condition of complete unawareness of the self and environment. Even
though PVS patients may exhibit sleep wake cycles, they show no evidence of
persistent response to or understanding of environmental stimuli. Unlike with a coma, there is

vegetative state
(PVS)"

no reasonable hope for recovery for those in a PVS. Although life expectancy for
patients in a PVS is between two and five years, there are a number of cases
where PVS patients are sustained on life support for decades. It has been
estimated that there are somewhere between 15,000 and 35,000 PVS patients
being sustained in the U.S. at any given time.

POLST

Physicians Orders for Life-Sustaining Treatment. A legal form, filled out by a patient
with his or her physician, that instructs healthcare personnel as to what degree of
interventional treatment the patient wants toward the end of his or her life.

pre-hospital DNR

A legal document, signed by a patient and his or her physician, whose purpose is to
instruct Emergency Medical Services personnel NOT to resuscitate a patient if the
patient’s heart stops. The types of resuscitation covered in a DNR include chest
compressions (as in CPR), assisted ventilation, endotracheal intubation,
defibrillation, and medications that support resuscitation. The form does NOT affect
treatment for any other kind of emergency medical condition such as bleeding,
trauma or difficulty breathing.

The likelihood of recovery from a disease or trauma, based on the normal course of
the disease/condition or on the special circumstances of a particular case. When

prognosis . . o . p o p
discussing terminal illnesses, some providers may use "prognosis" to mean “the
estimated time remaining to live."

quality of life An expression of the actions, experiences, or feelings that make life worth living, for

an individual patient.

respite care

A program that either sends temporary caretakers to a patient’'s home, or allows a
patient to be admitted to a healthcare facility temporarily, in order to give the
principle caregiver a break.
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Term

English Definition

Equivalent

restlessness

The inability to stay still, often involuntary

skilled nursing

A residential facility that provides professional nursing care around the clock,

facility" usually along with rehabilitation
Actions and attitudes that help an individual or group. In palliative care, when
support providers talk about patient “support,” they do not mean financial help but usually

emotional and logistical help.

surrogate decision-
maker

A person who may make health-related decisions on behalf of a patient who is not
able to make decisions for himself. A surrogate may be designated verbally, by the
patient, or legally, through a written Advance Directive or by the court.

ventilator"

A machine that takes over breathing for the patient, controlling the intake and
expiration of air

withdrawal of
support

The removal of all forms of life support such as a ventilator, a feeding tube, or other
treatment used to keep a seriously ill patient alive.

Definition from www.eMedicinehealth.com.

Definition from http://www.mywhatever.com/cifwriter/content/66/4620.html.

Definition from http://www.pbs.org/secondopinion/episodes/endoflife/medicalglossary/story436.html.

Definition from http://www.dickinson.edu/endoflife/Glossary.html
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Handout #6
Palliative Care Terminology
Conversion Exercise

Instructions
This exercise can be done orally in language concordant pairs or individually in writing.

If working in pairs:

1.

2.

3.

4.
5.

6.

Assign the odd-numbered sentences to Interpreter #1 and the even-numbered
sentences to Interpreter #2.

Take a minute for both interpreters to read their sentences to themselves and to
look up the terms they don’t know in the glossary.

Then have Interpreter #2 read the first sentence aloud in English. Have
Interpreter #2 interpret it into the non-English language. Remember that
interpreting is not about simply substituting terms; sometimes the interpretation
will be more accurate and sound more natural if the word order is changed or a
paraphrase included.

Interpreter #2, provide feedback on the interpretation.

Then have Interpreter #1 read the second sentence out loud. Have interpreter #2
interpret it into the non-English language. Interpreter #1, provide feedback.
Continue taking turns.

If working alone:

1.
2.

3.

Look up the italicized words in the glossary.

Translate each sentence into your non-English language on a separate piece of
paper, just as you would interpret it. Remember that interpreting is not about
simply substituting terms; sometimes the interpretation will be more accurate and
sound more natural if the word order is changed or a paraphrase included.

If possible, have another speaker of your non-English language check your work.

Exercise

1.

2.

Do you have an advance directive that | could put in your chart?

It would be a good idea to have your grandfather fill out a durable power of
attorney for health care.

Then if a situation arises in which he can’t make decisions for himself, we can
consult with his surrogate decision-maker.

Are you the patient’s next of kin?
I’'m afraid we only allow immediate family into the ICU.

Your grandfather has been intubated and he’s on a ventilator. He won’t be able
to talk to you.
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7. A feeding tube might be helpful in the short term.

8. What are your grandfather’s goals of care?

9. | can put him on life support, but, honestly, the prognosis is not good.
10. The cancer has metastasized.

11.Despite anything we do, | believe he will end up eventually in a coma.
12.Have you considered a hospice program?

13.Whether you care for him at home or in a long-term care facility, his quality of life
will be higher.

14.A home health aide will come by your home every day, and if necessary, our
respite care program can give the primary caregiver a break.

15.A DNR is a standing order from the doctor that, if his heart should stop, we will let
him go peacefully, without trying to revive him with CPR.

16.This is a delicate subject, | know, but has anyone discussed organ donation with
you?

17.No, the coroner won'’t have to do an autopsy.

18.You can have the funeral home pick up your grandfather’s remains from the
morgue as soon as it is convenient.

19.Our chaplain offers bereavement counseling, which many people find to be a
great support.

20.He also helps people develop coping skills.

21. It’s going to take a long time for your brother to recuperate from this accident.
Our palliative care team will be working with your brother’s physician at the
skilled nursing facility to make sure that he’s as comfortable as possible.
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Handout #7

Practice Interpreting Feedback form

Interpreter:

Language pair:

Evaluator:

Date:

Criteria

Examples

Aspects of the
interpretation that the
interpreter did well

Omissions

Additions

Meaning changes

Linguistic proficiency
(e.g. false cognates,
inserted English, work-
arounds, etc)

Delivery

(e.g. stammering,
pausing, backtracking,
insecure facial
expressions)

Consistently

Occasionally

Not at all

Used the first person

Interpreted emotions/tone of voice of speaker

Asked for clarification if did not understand

Checked for patient understanding

Managed the flow appropriately

Maintained transparency when intervening

Was aware when a cultural issue arose

Explained cultural framework when necessary

Avoided stereotyping when explaining
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Guidelines for Giving Feedback

1. Let the interpreter critique him- or herself first.
e.g. “What do you think you did well?” “Is there anything you would change?”

2. Hearing feedback can be hard. Start with something positive.
e.g. “l thought you managed the flow really well. You stopped the provider three
times when he was going on too long.”

3. Begin each comment with “I”.
e.g. “I noticed thatyou . . . ©

4. Ask why.
e.g. “l wondered why you chose to skip this part of the interpretation.”

5. Provide specific examples.
e.g. Instead of “You left out a lot of things” try saying, “I didn’t hear you interpret
that part about . . . .”

6. There are many regional variations within languages. Before assuming that a
word usage is incorrect, ask whether it might be a regional dialect.
e.g. “I've never heard used to say . Is it used that way in the
home country of anyone here?”

7. Share your thoughts and observations. NOBODY learns anything if we all stay
quiet!

Guidelines for Getting Feedback

1. DTIP (Don’t Take It Personally)
It's easy to feel threatened by feedback. It will help if you can view feedback as
an opportunity to improve, not as a criticism. Think of corrections to the way you
interpreted something, even if your word choice was correct, as a chance to
expand your vocabulary. And if you find yourself feeling defensive, just stop and
take a deep breath.

2. Listen actively and ask questions.
Paraphrase back to the evaluator what you heard him or her say. This will help
clarify what’s being said, and it will help you remember it.

3. Don't argue.
Just because someone says it, doesn’t mean you have to agree with it. But at
least consider the possibility that the evaluator may be right.

4. Giving feedback can be hard. Say thank-you. And mean it.
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Handout #8 SP
Practice Interpreting Dialogues: English-Spanish

Instructions

These exercises are designed to be used in a small group of four people. Choose one
person to play the role of the clinician, one to play the role of the patient, one to interpret
and one to observe.

The interpreter may NOT look at the script.

Doctor, start by reading your part. At the end of each paragraph, pause to let the
interpreter interpret. Then the patient reads. Then the interpreter interprets. If the
interpreter uses a hand signal to ask you to pause, do so. If the interpreter intervenes,
respond as you think the doctor or the patient would. Mark on your scripts any places
where the interpreter adds, omits or changes meaning.

Interpreter, remember that you are interpreting for meaning, not words. If the speakers
go on too long, use your interpreting techniques to get them to pause. Ask the meaning
of words you don’t know.

Observer, throughout the exercise, use the Feedback Form to keep track of interpreting
strengths and errors. Were there places where meaning was added, omitted or
changed? Were there places where alternative vocabulary might have been used, or
where the interpretation did not sound native? When the first dialogue is finished,
provide this feedback to the interpreter.

When you are done giving feedback, switch roles and go on to Scene 2. Continue this
pattern till everyone has had a chance to interpret.

Dialogue #1

Dr. Halferty Mrs. Loreto, you may remember that we did a CT scan of your
abdomen last week.
Well, we got the results back, would you like me to tell you the full
details? Or, if not, is there somebody else you'd like me to talk to?

Mrs. Loreto A mi, por favor; hableme a mi.

Dr. Halferty Well, I'm afraid that the news in not good. The test showed that the
cancer has metastasized to your liver.
That means it has spread, in this case, to the liver.

Mrs. Loreto Yo ya sabia que algo no andaba bien. Lo presentia.
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Ay, no. Entonces ahora ¢,qué? No mas quimioterapia, por favor. Otra
vez no.

No, | know that was hard for you last time, and I'm afraid we’ve
exhausted whatever benefit we could get from chemotherapy
anyway. Actually . . . | think it's time we talked about a different kind
of treatment regimen called palliative care.

iCon tal de que no sea quimioterapia! Asi que, ¢en qué consiste este
tratamiento?

Instead of trying to cure the cancer, we’ll be focusing on controlling
the symptoms being caused by the cancer -- like the pain and the
nausea from the bowel obstruction.

We can do everything possible to make you comfortable so that you
can enjoy the best quality of life possible in the time you have left.

iMe parece muy bien! No puedo ni pensar en recibir mas
quimioterapia.

Y ¢cuanto me va a durar este nuevo tratamiento?
Well, as long as you need it.

(confused and unsure) Aja.. . .

(LONG PAUSE. WAIT TO SEE IF THE INTERPRETER WILL INTERVENE.)

Dr. Halferty

Dialogue #2
Mrs. Loreto:

Dr. Halferty
Mrs. Loreto

Dr. Halferty

Mrs. Loreto

Let me try again. Mrs. Loreto, | think | wasn’t very clear. Your cancer
has spread to the point that there’s nothing we can do to cure it or
even to stop it from growing. But we can help you feel as comfortable
as possible until you pass.

Me esta diciendo que me voy a morir.
Yes. I'm very sorry . . . | wish the news were different.
No lo esperaba . . . tan pronto . . .

| can see you're upset. Tell me more about how you are feeling. You
look worried. What worries you the most?

Pues, para mis hijos esto va a ser un golpe fuerte . . . .
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Mrs. Loreto
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You know, patients who want the best treatment of their symptoms,
and who would no longer benefit from chemotherapy, are eligible for
a type of care called hospice care. Have you ever heard of that?

No.

Well, hospice care is a special type of care for people who are near
the end of their lives. You could either be at home or in a long-term
care facility, and a team of doctors, nurses, social workers and
chaplains would help control your symptoms like the pain that you're
afraid of.

They’d also help you do what’s most important to you with the time
that you have. And they’d be there to provide support for your family.

No sé, doctor. Puede que sea lo mejor . .. no sé. . .

Ya soy muy vieja para estar tomando estas decisiones. ¢ Por qué no
habla con mis hijos?

| could do that.

¢, Sabia Ud. que tengo cinco hijos? Ramon, Ernesto, Julieta, Elena 'y
Javier. Ernesto y Julieta viven en Tejas, y Ramon sigue en
Zacatecas — el Unico que sigue en nuestra tierra. Ojala lo pudiera ver
antes de que Dios me lleve.

| wish that for you, too. You know, it's OK to want your next-of-kin or
some other specific person to make those decisions. You could fill
out a healthcare proxy or Power of Attorney for Health Care. That
gives someone you trust the right to make these decisions for you.

Hable con Ramon. El sabra qué hacer.

(In this dialogue, the observer will read the part of the son or daughter.)

Dr. Halferty

Javier

Dr. Halferty

Thanks for meeting with me today about your mom.

No, mas bien, le agradecemos a Ud. ¢ Como esta mi madre? No
entendemos por qué sigue en el hospital.

I wish | had better news for you. The most recent CT showed that the
cancer has spread to your mother’s liver. That is very serious. There
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are no more treatments that would be effective against the cancer.
We think it’s time to transition her to hospice care.

Javier Y ¢qué es eso? ¢ Un tratamiento nuevo?

Dr. Halferty Hospice care is a medical program provided by a team of healthcare
professionals including doctors, nurses, social workers, and
chaplains. They would treat her symptoms, like the pain, in order to
make her more comfortable, and offer support to both your mother
and your family. But there's nothing more we can do to cure the

cancer.
Javier Entonces, estéa bien, ¢ verdad? Si estd comoda, no hay problema.
Dr. Halferty Well, the cancer will keep growing. And eventually, that will be

incompatible with life.

Javier No entiendo. ¢ Me esta diciendo que se va a morir? (getting angry)
¢,Que la van a dejar morir?

Dr. Halferty | can understand your anger, Mr. Dominguez. Sometimes it makes
me angry too.

| wish we had something else we could do for your mother, to cure
the cancer, but once this type of cancer metastasizes to the liver,
we’re really out of options.

Elena (devastated, teary) Si no la pueden curar, entonces ¢ qué?

Dr. Halferty There are lots of things the hospice team can do to help your mother
be more comfortable as the end approaches. Like using medications
to control her pain and nausea. The hospice team would focus on
helping her have energy to enjoy life as much as possible at home
with you.

| want you to know that I've talked with your mother about this, and
she understands that there is nothing left we can do to cure the
cancer.

Javier (angrily—do NOT pause to let the interpreter interpret) Pues, jYo no
estoy de acuerdo! jTienen que hacer algo! No pueden simplemente
dejarla morir —

Elena (Do NOT pause to let the interpreter interpret) Javier, por favor, el
doctor esta intentando ayudar. Y si mama esta de acuerdo —
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¢, Como va a ser posible? ¢ Tu vas a estar de acuerdo con que la
dejen morir? Pues, por mi parte, yo no la voy abandonar.

(crying) Javier, ¢,como me puedes decir eso? jNo es justo! Tu sabes
que yo haria lo que sea para mama. Pero el doctor dice que no hay
nada mas que puedan hacer. . . . Debemos traer a Ramon, a Julieta
y Ernesto. Debemos decidir juntos, cuando lleguen todos.
(disgusted noise) Ja, Ramon.

iPor ella lo digo! Ella lo va querer ver. Y tu lo sabes.

| can hear how upset you both are about this news, and | don't blame
you. This is very hard to hear.

But | want to assure you that if there were anything at all we could do
that would give us hope for a cure, we would do it.

There just isn't anything.
| explained this to your mother and she seemed to understand.

And then | spoke to her about transitioning to hospice care, but she
really didn't want to talk about that.

She HAS agreed to name a surrogate decision maker, who would be
available to help us make these decisions.

She wanted to name her son Ramoén, but | understand that he lives in
Mexico. Is that right?

Si, vive en Zacatecas.
I think it would be wiser to name one of the two of you who live here.
After all, you could talk with her about her wishes and you would be

nearby if we needed to ask questions.

Debemos esperar que llegue Ramén, Julieta y Ernesto. Pero (pause,
realizing) Ramon no tiene visa para venir.

My point exactly. Elena, you are your mother's principle caregiver.
Maybe she would agree to name you as her decision-maker.

No, no, debemos esperar que lleguen los otros.
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(at a loss) But it sounds like that could be quite a while . . . And we
really need someone named to make decisions for your mom. We
don't know how quickly this cancer may advance . . .

Elena tiene razén. Cuando todos lleguen, podemos decidir.

Hm. (To family) Mr. and Ms. Dominguez, is this a decision you can
make between the two of you? Or is it absolutely essential to consult
with your brothers and your sister first?

(surprised) Pues, claro, jno podemos tomar una decision como ésta
solos!

Asi es. Tenemos que hablar con mis hermanos.

Pero, ¢como vamos a traer a Ramon?

OK. I'll see if we can get a Social Worker to work on getting an
emergency medical visa for Ramon so that he can come to be with
your mother. If that doesn't work out, well set up a conference call so

you can all talk and make some decisions.

Gracias, doctor. Que Dios lo bendiga.
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Handout #8 MN
Practice Interpreting Dialogues: English-Simplified Chinese

Instructions

These exercises are designed to be used in a small group of four people. Choose one
person to play the role of the clinician, one to play the role of the patient, one to interpret
and one to observe.

The interpreter may NOT look at the script.

Doctor, start by reading your part. At the end of each paragraph, pause to let the
interpreter interpret. Then the patient reads. Then the interpreter interprets. If the
interpreter uses a hand signal to ask you to pause, do so. If the interpreter intervenes,
respond as you think the doctor or the patient would Mark on your scripts any places
where the interpreter adds, omits or changes meaning.

Interpreter, remember that you are interpreting for meaning, not words. If the speakers

go on too long, use your interpreting techniques to get them to pause. Ask the meaning
of words you don’t know.

Observer, throughout the exercise, use the Feedback Form to keep track of interpreting
strengths and errors. Were there places where meaning was added, omitted or change?
Were there places where alternative vocabulary might have been used, or where the
interpretation did not sound native?When the first dialogue is finished, provide this
feedback to the interpreter.

When you are done giving feedback, switch roles and go on to Scene 2. Continue this
pattern till everyone has had a chance to interpret.

Dialogue #1: Patient-provider encounter

Dr. Halferty: Mrs. Ye, may remember that we did a CT scan of your abdomen last
week.

Well, we got the results back, would you like me to tell you the full
details? Or, if not, is there somebody else you'd like me to talk to?

Patient: Ko BRI

Dr. Halferty: Well, I'm afraid that the news in not good. The test showed that the
cancer has metastasized to your liver.

Patient: HRER AN - FAEREE] -
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i o Hiz, o BUEE LT 2 BAEEIT LT T o BAEEET -

No, | know that was hard for you last time, and I'm afraid we’ve
exhausted whatever benefit we could get from chemotherapy anyway.

Actually . . . | think it's time we talked about a different kind of
treatment regimen called palliative care.

HEAFEMT T | A2 XIBT R E2R/YETT 2

Instead of trying to cure the cancer, we’ll be focusing on controlling the
symptoms being caused by the cancer -- like the pain and the nausea
from the bowel obstruction.

We can do everything possible to make you comfortable so that you
can enjoy the best quality of life possible in the time you have left.

ﬁﬁﬁ'ﬁ ETEREZESILIT T » L MG 2R A

Well, as long as you need it.

(confused and unsure) FEHH T -

(LONG PAUSE. WAIT TO SEE IF THE INTERPRETER WILL INTERVENE.)

Dr. Halferty:

Dialogue #2

Patient:

Dr. Halferty:

Patient:

Dr. Halferty:

Patient:

| think | wasn'’t very clear. Your cancer has spread to the point that
there’s nothing we can do to cure it or even to stop it from growing.

But we can help you feel as comfortable as possible until you pass.

BRI T -

Yes. I'm very sorry . . . | wish the news were different.

GBS o KR T

| can see you're upset. Tell me more about how you are feeling. You
look worried. What worries you the most?

HEBRNAFEL - MHXRERRTTT - WAERERZ - EEiH
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SRERERERIE ? RLAb - FIR N AR -
You know, patients who want the best treatment of their symptoms,

and who would no longer benefit from chemotherapy, are eligible for a
type of care called hospice care. Have you ever heard of that?

A

Well, hospice care is a special type of care for people who are near the
end of their lives.

You could either be at home or in a long-term care facility, and a team
of doctors, nurses, social workers and chaplains would help control
your symptoms like the pain that you're afraid of.

They’d also help you do what’s most important to you with the time that
you have. And they’d be there to provide support for your family.

WAHE » BAE - WFXFERT - BAFIE -
WIE T PIEEWEXERE o ] DI Z 1 11415 ©
| could do that.

(wistfully SERTEHA 1% 2 oK M, I7kas > IR, Hok AT
KIE o MK BRAN RSN - Bk M A TP -
B EAEImZA TR WE MY EAE T EAYHF KNI -

| wish that for you, too. You know, it's OK to want your next-of-kin or
some other specific person to make those decisions.

You could fill out a healthcare proxy or Power of Attorney for Health

Care. That gives someone you trust the right to make these decisions
for you.

7 L A O i =R = N N
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Family meeting

Thanks for meeting with me today about your mom.
A METEMEL - WHEH AR T LA -
A2, > IEREAYRETELR ? FATAH B2 i EAE R -

| wish | had better news for you. The most recent CT showed that the
cancer has spread to your mother’s liver. That is very serious.

There are no more treatments that would be effective against the
cancer. We think it’s time to transition her to hospice care.

M2 ? R as Ty J3750 ?

Hospice care is a medical program provided by a team of healthcare
professionals including doctors, nurses, social workers, and chaplains.

They would treat her symptoms, like the pain, in order to make her

more comfortable, and offer support to both your mother and your
family. But there's nothing more we can do to cure the cancer.

o TSRS > I 2 R MR T i > At A R T o

Well, the cancer will keep growing. And eventually, that will be
incompatible with life.

HAHE - G EREESEESL T ? TRt L ?

| can understand your anger, Mr. Ye. Sometimes it makes me angry
too.

| wish we had something else we could do for your mother, to cure the

cancer, but once this type of cancer metastasizes to the liver, we're
really out of options.

WERSEARE B > AL N — % E LT ?

There are lots of things the hospice team can do to help your mother
be more comfortable as the end approaches. Like using medications to
control her pain and nausea.
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The hospice team would focus on helping her have energy to enjoy life
as much as possible at home with you.

| want you to know that I've talked with your mother about this, and she
understands that there is nothing left we can do to cure the cancer.

(angrily—do NOT pause to let the interpreter interpret)i& » FHA[E = |
RS2 | AR AR LM 2 -

(Do NOT pause to let the interpreter interpret)if-7k BH » 5%z » BE4:1E
TERERIYES ) » T HANRBEE -

HWHAEME | IR ERBIL R 2 mEng ? 48 I =
R IEHY |

(CryinQ)R/E ZBERXFENTFILNE 7 XA | RAEHE SIS HETE
1% o (BRELUREMEIATTERE T o FAINIZAEIT AN, k5, Ak
WNERILSK « B INZFEATA AT EFSVE -

(disgusted noise)li= » 7k NI

| can hear how upset you both are about this news, and | don't blame
you. This is very hard to hear.

But | want to assure you that if there were anything at all we could do
that would give us hope for a cure, we would do it.

There just isn't anything.
| explained this to your mother and she seemed to understand.

And then | spoke to her about transitioning to hospice care, but she
really didn't want to talk about that.

She HAS agreed to name a surrogate decision maker, who would be
available to help us make these decisions.

She wanted to name her son Ye Yong Gang, but | understand that he
lives in China. Is that right?

Y MEETE - B -
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| thinkitwould be wisertonameone of thetwo of youwholivehere. After
all, you could talk with her about her wishes and you would be nearby
if we needed to ask questions.

BAIRLZZF RN ~ 7k a8, A KRN, S SRAEORTE - (pause) Ik M1
FUSFULA A LAk -

My point exactly. Ms. Ye, you are your mother's principle caregiver.
Maybe she would agree to name you as her decision-maker.

Ao A FAINZFRHAAERK T H i -
(at a loss) But it sounds like that could be quite a while . . . And we

really need someone named to make decisions for your mom. We
don't know how quickly this cancer may advance . . .

Elena 15{S% » A AKX UEHATA REVE -

Mr. and Ms. Ye, is this a decision you can make between the two of
you? Or is it absolutely essential to consult with your brothers and your
sister first?

R o AT REIR B AR VE |
XF o BATE G EUHHEHATIEE T -
B2 » FeA T A gk MISREX ) LUE 2

OK. I'll see if we can get a Social Worker to work on getting an
emergency medical visa for your brother so that he can come to be
with your mother. If that doesn't work out, we’ll set up a conference call
so you can all talk and make some decisions.

s > B4 - M RIRGHS -
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Handout #8 CA
Practice Interpreting Dialogues: English-Traditional Chinese

Instructions

These exercises are designed to be used in a small group of four people. Choose one
person to play the role of the clinician, one to play the role of the patient, one to interpret
and one to observe.

The interpreter may NOT look at the script.

Doctor, start by reading your part. At the end of each paragraph, pause to let the
interpreter interpret. Then the patient reads. Then the interpreter interprets. If the
interpreter uses a hand signal to ask you to pause, do so. If the interpreter intervenes,
respond as you think the doctor or the patient would Mark on your scripts any places
where the interpreter adds, omits or changes meaning.

Interpreter, remember that you are interpreting for meaning, not words. If the speakers
go on too long, use your interpreting techniques to get them to pause. Ask the meaning
of words you don’t know.

Observer, throughout the exercise, use the Feedback Form to keep track of interpreting
strengths and errors. Were there places where meaning was added, omitted or change?
Were there places where alternative vocabulary might have been used, or where the
interpretation did not sound native?When the first dialogue is finished, provide this
feedback to the interpreter.

When you are done giving feedback, switch roles and go on to Scene 2. Continue this
pattern till everyone has had a chance to interpret.

Dialogue #1: Patient-provider encounter

Dr. Halferty: Mrs. Ye, you may remember that we did a CT scan of your abdomen
last week.

Well, we got the results back, would you like me to tell you the full
details? Or, if not, is there somebody else you'd like me to talk to?

Patient: A FBEAFERERIT -

Dr. Halferty: Well, I'm afraid that the news in not good. The test showed that the
cancer has metastasized to your liver.

Patient: HAEA LA B - RAERSEE] -
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gk o FIOEE - BRAE BT 2 SRR EE TR T o BORERET -

Dr. Halferty: No, | know that was hard for you last time, and I'm afraid we’ve
exhausted whatever benefit we could get from chemotherapy anyway.

Actually . . . | think it's time we talked about a different kind of
treatment regimen called palliative care.

Patient: HEAFHET R | AT - BT S EIEERH e R ?
Dr. Halferty: Instead of trying to cure the cancer, we’ll be focusing on controlling the

symptoms being caused by the cancer -- like the pain and the nausea
from the bowel obstruction.

We can do everything possible to make you comfortable so that you
can enjoy the best quality of life possible in the time you have left.

Patient: A | A BIOEREZE LA T - A EEERERES A
Dr. Halferty: Well, as long as you need it.
Patient: (confused and unsure) FHAE T -

(LONG PAUSE. WAIT TO SEE IF THE INTERPRETER WILL INTERVENE.)

Dr. Halferty: I think | wasn’t very clear. Your cancer has spread to the point that
there’s nothing we can do to cure it or even to stop it from growing.

But we can help you feel as comfortable as possible until you pass.

Dialogue #2

Patient: BRI EISE T -

Dr. Halferty: Yes. I'm very sorry . . . | wish the news were different.

Patient: PoLIBFERE - RERT -

Dr. Halferty: | can see you're upset. Tell me more about how you are feeling. You
look worried. What worries you the most?

Patient: HERMZ NERZEK - MHERBHRERET - RALREER » B HAREEIE ?
EEAh - KRt R -

Dr. Halferty: You know, patients who want the best treatment of their symptoms,

and who would no longer benefit from chemotherapy, are eligible for a
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type of care called hospice care. Have you ever heard of that?

Patient: R -
Dr. Halferty: Well, hospicecareis a specialtype of careforpeoplewho are neartheend
of theirlives.

You could either be at home or in a long-term care facility, and a team
of doctors, nurses, social workers and chaplains would help control
your symptoms like the pain that you're afraid of.

They’d also help you do what’s most important to you with the time that
you have. And they’d be there to provide support for your family.

Patient: HARE > B4 - thefaisdr - BRI - .
BRET » NHEAHEEEIE - I DRI ML -
Dr. Halferty: | could do that.
Patient: (wistfully JesniE A 708 2 718 2 BEARI, 258 - B, ToRIAMEEREE - 3K

SEAITE K RE(EAE RN » B M (EAE B -
A EAEMRES AIRE RN EAE T B EE KM -

Dr. Halferty: | wish that for you, too. You know, it's OK to want your next-of-kin or
some other specific person to make those decisions.

You could fill out a healthcare proxy or Power of Attorney for Health
Care. That gives someone you trust the right to make these decisions
for you.

Patient: FIFE K MIERER o BEA M H1E 5 1 -

Dialogue #3: Family meeting
Dr. Halferty Thanks for meeting with me today about your mom.

TEIK I A TEEHEE - B ERIBA R
ARIEE - PEEEAVR B ? PRI B R E A b -

Dr. Halferty | wish | had better news for you. The most recent CT showed that the
cancer has spread to your mother’s liver. That is very serious.

There are no more treatments that would be effective against the
cancer. We think it’s time to transition her to hospice care.

KB AR ? BT AR T ANS ?

171



Dr. Halferty

TEIK

Dr. Halferty

HEIK

Dr. Halferty

NG

Dr. Halferty

K

N

TEIK I

TEIK i

TEIK I

Interpreting in Palliative Care

Hospice care is a medical program provided by a team of healthcare
professionals including doctors, nurses, social workers, and chaplains.

They would treat her symptoms, like the pain, in order to make her
more comfortable, and offer support to both your mother and your
family. But there's nothing more we can do to cure the cancer.

IR - RS > L ? AURMESEETE > A T

Well, the cancer will keep growing. And eventually, that will be
incompatible with life.

BANE - EEAERMEPRESL T ? AT R Tt s ?

| can understand your anger, Mr. Ye.Sometimes it makes me angry
too.

| wish we had something else we could do for your mother, to cure the
cancer, but once this type of cancer metastasizes to the liver, we're
really out of options.

WIERIEAGE B4 - AT — 3% BT 2

There are lots of things the hospice team can do to help your mother
be more comfortable as the end approaches. Like using medications to
control her pain and nausea.

The hospice team would focus on helping her have energy to enjoy life
as much as possible at home with you.

| want you to know that I've talked with your mother about this, and she
understands that there is nothing left we can do to cure the cancer.

(angrily—do NOT pause to let the interpreter interpret) i » FREZ | 4
THICRETE | ERRERL BB MR -

(Do NOT pause to let the interpreter interpret) &k » BlgE) » B4 Frs
BORHYES ) - i HALRAEEE -

BELEME | (RS ERSIE R ERRENS ? 418 - SOIEBGEEA GRSy |
(crying) fREBREEHHEERE ? BAAF | fRAERFER BIBMEMER - 25
ASRRE MR FIED L T - FRFIERZIE T K, TR, ISR AR IUZK - FefIE% EhT
AANEFRFMORE -

(disgusted noise) ¥ » EE K [
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| can hear how upset you both are about this news, and | don't blame
you. This is very hard to hear.

But | want to assure you that if there were anything at all we could do
that would give us hope for a cure, we would do it.

There just isn't anything.
| explained this to your mother and she seemed to understand.

And then | spoke to her about transitioning to hospice care, but she
really didn't want to talk about that.

She HAS agreed to name a surrogate decision maker, who would be
available to help us make these decisions.

She wanted to name her son Ye Yong Gang, but | understand that he
lives in China. Is that right?

Y M EETE > B -

| thinkitwould be wisertonameone of thetwo of youwholivehere. After
all, you could talk with her about her wishes and you would be nearby
if we needed to ask questions.

RIPPEZSFEITEAM - k5 S RIS HOE - (pause) TR BITGFI%
S5 T DU -

My point exactly. Ms. Ye, you are your mother's principle caregiver.
Maybe she would agree to name you as her decision-maker.

Ao R AEZ F R H A AFAK T FR

(at a loss) But it sounds like that could be quite a while . . . And we
really need someone named to make decisions for your mom. We
don't know how quickly this cancer may advance . . .

S o FTA AZKIE IR TR A BEE
Mr. and Ms. Ye, is this a decision you can make between the two of
you? Or is it absolutely essential to consult with your brothers and your

sister first?

B - B REE E IS RATVE |
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OK. I'll see if we can get a Social Worker to work on getting an
emergency medical visa for your brother so that he can come to be
with your mother. If that doesn't work out, we’ll set up a conference call
so you can all talk and make some decisions.

s B4 - B RIRG T -
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Handout #8 VT
Practice Interpreting Dialogues: English-Vietnamese

Instructions

These exercises are designed to be used in a small group of four people. Choose one
person to play the role of the clinician, one to play the role of the patient, one to interpret
and one to observe.

The interpreter may NOT look at the script.

Doctor, start by reading your part. At the end of each paragraph, pause to let the
interpreter interpret. Then the patient reads. Then the interpreter interprets. If the
interpreter uses a hand signal to ask you to pause, do so. If the interpreter intervenes,
respond as you think the doctor or the patient would Mark on your scripts any places
where the interpreter adds, omits or changes meaning.

Interpreter, remember that you are interpreting for meaning, not words. If the speakers
go on too long, use your interpreting techniques to get them to pause. Ask the meaning
of words you don’t know.

Observer, throughout the exercise, use the Feedback Form to keep track of interpreting
strengths and errors. Were there places where meaning was added, omitted or change?
Were there places where alternative vocabulary might have been used, or where the
interpretation did not sound native? When the first dialogue is finished, provide this
feedback to the interpreter.

When you are done giving feedback, switch roles and go on to Scene 2. Continue this
pattern till everyone has had a chance to interpret.

Dialogue #1: Patient-provider encounter

Dr. Halferty: Lan, you may remember that we did a CT scan of your abdomen last
week.

Well, we got the results back, would you like me to tell you the full
details? Or, if not, is there somebody else you'd like me to talk to?

Patient: Khong, hay noi véi toi.

Dr. Halferty: Well, I'm afraid that the news in not good. The test showed that the
cancer has metastasized to your liver.

Patient: Toi biét co chuyén khong hay. Tai linh cdm dwoc ma.
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Patient:
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Oi tréi. Vay, bay gi¢r sao rdi? Xin bac si dirng lam héa tri niva. Khéng
lam nira.

No, | know that was hard for you last time, and I'm afraid we’ve
exhausted whatever benefit we could get from chemotherapy anyway.

Actually . . . I think it's time we talked about a different kind of
treatment regimen called palliative care.

Mién la khdng héa tri niva! Vay, bién phap diéu tri nay nhw thé nao?
Instead of trying to cure the cancer, we’ll be focusing on controlling the
symptoms being caused by the cancer -- like the pain and the nausea

from the bowel obstruction.

We can do everything possible to make you comfortable so that you
can enjoy the best quality of life possible in the time you have left.

Tot r6il T6i khong thé chiu dwoc canh phai hoa tri thém. Vay, bién
phap diéu tri m&i nay sé kéo dai bao lau?

Well, as long as you need it.

(confused and unsure) Téi hiéu roi. . . .

(LONG PAUSE. WAIT TO SEE IF THE INTERPRETER WILL INTERVENE.)

Dr. Halferty:

Dialogue #2

Patient:
Dr. Halferty:
Patient:

Dr. Halferty:

Patient:

Lan, | think | wasn’t very clear. Your cancer has spread to the point
that there’s nothing we can do to cure it or even to stop it from growing.

But we can help you feel as comfortable as possible until you pass.

Y bac si la toi s3p chét. .
Yes. I'm very sorry . . . | wish the news were different.
Toi khdng ngd chuyén nay. . . qua soém nhw thé. . .

| can see you're upset. Tell me more about how you are feeling. You
look worried. What worries you the most?

Chi vi gia dinh van can c6 t6i. Va chi phi bénh vién nay qua dat. Toi
wée chi co thé vé nha, nhung ai s& chadm séc téi day? Va rdi lai dau
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Patient:
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don. ..

You know, patients who want the best treatment of their symptoms,
and who would no longer benefit from chemotherapy, are eligible for a
type of care called hospice care. Have you ever heard of that?

Khong.

Well, hospice care is a special type of care for people who are near the
end of their lives.

You could either be at home or in a long-term care facility, and a team
of doctors, nurses, social workers and chaplains would help control
your symptoms like the pain that you're afraid of.

They’d also help you do what’s most important to you with the time that
you have. And they’d be there to provide support for your family.

Toi khong biét thwa bac sT. . C6 thé do sé la Iwa chon tét nhat. . . Toi
khbng biét nira. . .

Toi qué gia khong thé dwa ra nhivng quyét dinh nay. Tai sao bac si
khéng ndi chuyén vai cac con toi?

| could do that.

(wistfully) Bac s c6 biét tdi cé nam nguwdi con khéng? Nam, Son, Cuc,
Viét va Truc. Son va Cuc song & Texas, va Nam van song & Viét Nam.

DPwra con duy nhét con & qué nha. Téi wéc chi cé thé gap né trudc khi
ra di.

| wish that for you, too. You know, it's OK to want your next-of-kin or
some other specific person to make those decisions.

You could fill out a healthcare proxy or Power of Attorney for Health
Care. That gives someone you trust the right to make these decisions
for you.

H&y noi chuyén véi Nam. Nam sé biét phai lam gi.
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Dialogue #3: Family meeting

Dr. Halferty

Viét

Dr. Halferty

Viét

Dr. Halferty

Viét

Dr. Halferty

Viét

Dr. Halferty

Trac

Dr. Halferty

Thanks for meeting with me today about your mom.
Khong, tréi lai — chuing t6i xin cdm on BAC ST da gap ching toi.
Vay, me t6i sao réi? Ching toi khéng hiéu tai sao ba van nam vién.

| wish | had better news for you. The most recent CT showed that the
cancer has spread to your mother’s liver. That is very serious.

There are no more treatments that would be effective against the
cancer. We think it’s time to transition her to hospice care.

Nhuw thé la gi? M6t bién phap diéu tri méi a?

Hospice care is a medical program provided by a team of healthcare
professionals including doctors, nurses, social workers, and chaplains.

They would treat her symptoms, like the pain, in order to make her
more comfortable, and offer support to both your mother and your
family. But there's nothing more we can do to cure the cancer.

Vay, nhw thé 1a 6n phai khéng? Néu ba &y duwoc thoai mai, thi khong
c6 van de gi.

Well, the cancer will keep growing. And eventually, that will be
incompatible with life.

Toi khong hiéu. C6 phai bac sT ndi rang me t6i sap qua doi? Va bac s
sé dé ba chet?

| can understand your anger, Mr. Nguyen. Sometimes it makes me
angry too.

| wish we had something else we could do for your mother, to cure the
cancer, but once this type of cancer metastasizes to the liver, we're
really out of options.

Néu bac si khéng thé chira bénh cho ba, vay thi sao?

There are lots of things the hospice team can do to help your mother

be more comfortable as the end approaches. Like using medications to
control her pain and nausea.
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Trac
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Dialogue #4

Dr. Halferty

Trac
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The hospice team would focus on helping her have energy to enjoy life
as much as possible at home with you.

| want you to know that I've talked with your mother about this, and she
understands that there is nothing left we can do to cure the cancer.

(angrily—do NOT pause to let the interpreter interpret) Nay, t6i khong
dong y! Bac si phai lam gi di ch*! Khéng thé dé ba ay chet.

(Do NOT pause to let the interpreter interpret) Anh Viét a, anh binh
tinh nhé, bac si dang cb géng gilip ma. Va néu me dong y —

Khong tin ndi! Bac si dé me chét ma em thiy dwoc a? Anh thi anh sé
khéng bo roi me dau!

(crying) Lam sao anh c6 thé néi thé véi em? That khdng cong bang!
Anh biét em sé& chang né ha viéc gi vi me ma. Nhwng bac si néi ho
KHONG thé lam gi nira. Hay 1a minh bado Nam sang, ciing vé&i Son va
Cuc . . . T6t nhat Ia minh cung quyét dinh véi nhau, khi moi ngudi cé
mat & day.

(disgusted noise) Hlr, Nam

| can hear how upset you both are about this news, and | don't blame
you. This is very hard to hear.

But | want to assure you that if there were anything at all we could do
that would give us hope for a cure, we would do it.

There just isn't anything.
| explained this to your mother and she seemed to understand.

And then | spoke to her about transitioning to hospice care, but she
really didn't want to talk about that.

She HAS agreed to name a surrogate decision maker, who would be
available to help us make these decisions.

She wanted to name her son, Nam, but | understand that he lives in
Vietnam. Is that right?

Vang a, anh dy & Can Tho.
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Dr. Halferty

Trac

Viét

Trac

Dr. Halferty

Trac

Interpreting in Palliative Care

| think it would be wiser to name one of the two of you who live here.
After all, you could talk with her about her wishes and you would be
nearby if we needed to ask questions.

Tot nhat la cher dén khi Nam, Son, va Cuc dén day. Nhung (pause)
Nam khoéng co thi thwc dé co thé sang day duwoc.

My point exactly. Ms. Nguyen, you are your mother's principle
caregiver. Maybe she would agree to name you as her decision-maker.

Khong, khéng, chiing t6i s& ché cho dén khi nhivng ngudi kia c6 mét &
day.

(at a loss) But it sounds like that could be quite a while . . . And we
really need someone named to make decisions for your mom. We
don't know how quickly this cancer may advance . . .

Trdc ndi dung. Khi moi nguoi dén day duorc, luc dé chang téi moi
quyét dinh duorc.

Mr. and Ms. Nguyen, is this a decision you can make between the two
of you? Or is it absolutely essential to consult with your brothers and
your sister first?

D7 nhién -- chang t6i khéng thé quyét dinh mét minh!

Dung thé. Trwéc tién chang toi phai trao ddi v&i cac anh chi cta minh.
Nhwng ching t6i s& dwa Nam dén day bang cach nao?

OK. I'll see if we can get a Social Worker to work on getting an
emergency medical visa for Nam so that he can come to be with your
mother. If that doesn't work out, well set up a conference call so you

can all talk and make some decisions.

Xin cam on bac si. Chua phu hé cho [6ng/ba].
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Handout #8 KR
Practice Interpreting Dialogues: English-Korean

Instructions

These exercises are designed to be used in a small group of four people. Choose one
person to play the role of the clinician, one to play the role of the patient, one to interpret
and one to observe.

The interpreter may NOT look at the script.

Doctor, start by reading your part. At the end of each paragraph, pause to let the
interpreter interpret. Then the patient reads. Then the interpreter interprets. If the
interpreter uses a hand signal to ask you to pause, do so. If the interpreter intervenes,
respond as you think the doctor or the patient would Mark on your scripts any places
where the interpreter adds, omits or changes meaning.

Interpreter, remember that you are interpreting for meaning, not words. If the speakers
go on too long, use your interpreting techniques to get them to pause. Ask the meaning
of words you don’t know.

Observer, throughout the exercise, use the Feedback Form to keep track of interpreting
strengths and errors. Were there places where meaning was added, omitted or change?
Were there places where alternative vocabulary might have been used, or where the
interpretation did not sound native? When the first dialogue is finished, provide this
feedback to the interpreter.

When you are done giving feedback, switch roles and go on to Scene 2. Continue this
pattern till everyone has had a chance to interpret.

Dialogue #1: Patient-provider encounter

Dr. Halferty: Mrs. Lee, you may remember that we did a CT scan of your abdomen
last week.

Well, we got the results back, would you like me to tell you the full
details? Or, if not, is there somebody else you'd like me to talk to?

Patient: ol o8, HAoA w3 FASL.

Dr. Halferty: Well, I'm afraid that the news in not good. The test showed that the
cancer has metastasized to your liver.

Patient: 77} olabo] At A obi Aol g, oA 1Y =70l
s9loa.
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of- oAl ¥ ojgA HeAz? shshawe aw Fola.
ChA = whx] ezlol 8.

Dr. Halferty: No, | know that was hard for you last time, and I'm afraid we’ve
exhausted whatever benefit we could get from chemotherapy anyway.

Actually... I think it's time we talked about a different kind of treatment
regimen: palliative care.

Patient: H ol soFe S W Qo HrpHa!l o] AEY
|7t e?

Dr. Halferty: Instead of trying to cure the cancer, we’ll be focusing on controlling the
symptoms being caused by the cancer -- like the pain and the nausea
from the bowel obstruction.

We can do everything possible to make you comfortable so that you
can enjoy the best quality of life possible in the time you have left.

Patient: A ! AL, FstawlS ¥ ol AuA Xshlloja. o A
Arge drht A%E e

Dr. Halferty: Well, as long as you need it.

Patient: (confused and unsure) Y-

(LONG PAUSE. WAIT TO SEE IF THE INTERPRETER WILL INTERVENE.)

Dr. Halferty: Mrs. Lee, | think | wasn’t very clear. Your cancer has spread to the
point that there’s nothing we can do to cure it or even to stop it from
growing.

But we can help you feel as comfortable as possible until you pass.

Dialogue #2

Patient: A7} - =& AT Dol AL

Dr. Halferty: Yes. I'm very sorry ... | wish the news were different.

Patient: HA Ay ol a v Ay

Dr. Halferty: | can see you're upset. Tell me more about how you are feeling. You

look worried. What worries you the most?
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Patient: g 7SS0l obd = AE HaR Sarge, 1eal o] MY
R ke, Fel 2 £ lgew FAAW, a9 wh uE
9% ¢ 9ezter aPa E, 53E glan

Dr. Halferty: You know, patients who want the best treatment of their symptoms,

and who would no longer benefit from chemotherapy, are eligible for a
type of care called hospice care. Have you ever heard of that?

Patient: oY &,

Dr. Halferty: Well, hospice care is a special type of care for people who are near the
end of their lives.

You could either be at home or in a long-term care facility, and a team
of doctors, nurses, social workers and chaplains would help control
your symptoms like the pain that you're afraid of.

They’d also help you do what’s most important to you with the time that
you have. And they’d be there to provide support for your family.

Patient: A, & Bafo]g- off] oA HALA = EEZo]a--
ol’l ARG Ul Ax WY Helela. Al ojolsel |
wesAlE 71 ojdte?

Dr. Halferty: | could do that.

Patient: (wistfully) Aol Al B4 o] zp2je] Q= 7 opAl8? He, W=,
B2, &7 2ga v, W 3 g3 = Pakzo] da "y =

ol4 = o gloja.
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Dr. Halferty: | wish that for you, too. You know, it's OK to want your next-of-kin or
some other specific person to make those decisions.

You could fill out a healthcare proxy or Power of Attorney for Health
Care. That gives someone you trust the right to make these decisions
for you.

Patient: Ao A T HAZR., HA5E of'lA dof & x LA L.
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Dialogue #3: Family meeting

Dr. Halferty

< 7]

Dr. Halferty

57

Dr. Halferty

57

Dr. Halferty

57

Dr. Halferty

E

Dr. Halferty

Thanks for meeting with me today about your mom.
ofyd e, $d= TuFMAM 38ly A3t At e

e, A8 opuE & ojwAle? o) obg Wl AxE ax
o7t & HA eHUTH

| wish | had better news for you. The most recent CT showed that the
cancer has spread to your mother’s liver. That is very serious.

There are no more treatments that would be effective against the
cancer. We think it’s time to transition her to hospice care.

A BHe? HEe A 8ReITER?

Hospice care is a medical program provided by a team of healthcare
professionals including doctors, nurses, social workers, and chaplains.

They would treat her symptoms, like the pain, in order to make her
more comfortable, and offer support to both your mother and your
family. But there's nothing more we can do to cure the cancer.

a7, AFeAUL, 282 ofnuw Weksl sHATE FA
glots.

Well, the cancer will keep growing. And eventually, that will be
incompatible with life.

olalaix Eatdol . A5 oMUz} Eolrha A wolArtar
oMU & Fol7bA g e FAw waol A a?

| can understand your anger, Mr. Lee. Sometimes it makes me angry
too.

| wish we had something else we could do for your mother, to cure the
cancer, but once this type of cancer metastasizes to the liver, we're
really out of options.

A oMU E WA s & sivkd, 2§ of9A HeAder
There are lots of things the hospice team can do to help your mother

be more comfortable as the end approaches. Like using medications to
control her pain and nausea.
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Dr. Halferty
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The hospice team would focus on helping her have energy to enjoy life
as much as possible at home with you.

| want you to know that I've talked with your mother about this, and she
understands that there is nothing left we can do to cure the cancer.

(angrily—do NOT pause to let the interpreter interpret) o34, A+
o Fafa!l FololEA Mok sjal oMUY E ol #H A
oAl & e glol e

(Do NOT pause to let the interpreter interpret) . 7] .wl, Z17H[ Q|
oAb MAE S mokF Y oA 3 Qlgok, 12l ek ofpu v}
oStk -

AW W #7F glofl e WS 1 B AE MAY

Woop? AHolx, U= oW E WA & Aok

(crying) o1 @Al Yol Al 171 &S 3 4 9lof? A & o=
W7t oMy s eliAeEid (e dAgs 2 dgol. Ty oA}
Al & 4 9= Al o ol stk EEstAlgol HE oo,
W em TE)a GAYE vlgefof & BT 7] EAlEs o

ol = A AAs|oF 3.

(disgusted noise) &l°], A4,

| can hear how upset you both are about this news, and | don't blame
you. This is very hard to hear.

But | want to assure you that if there were anything at all we could do
that would give us hope for a cure, we would do it.

There just isn't anything.
| explained this to your mother and she seemed to understand.

And then | spoke to her about transitioning to hospice care, but she
really didn't want to talk about that.

She HAS agreed to name a surrogate decision maker, who would be
available to help us make these decisions.
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She wanted to name her son, Chul-Soo, but | understand that he lives
in Korea. Is that right?

v, gh=ol] et

| think it would be wiser to name one of the two of you who live here.
After all, you could talk with her about her wishes and you would be
nearby if we needed to ask questions.

T Haeoum, Yo T2ja gAY rt of7] & wi7hA
71tk oF o, AT (pause) ALl B A7} §lojM & 5
ol 8.

My point exactly, Ms. Lee, you are your mother's principal caregiver.
Maybe she would agree to name you as her decision-maker.
oby, otyda. EF 7] & wj7hx] 7|tk of Q.

(at a loss) But it sounds like that could be quite a while... And we
really need someone named to make decisions for your mom. We
don't know how quickly this cancer may advance...

n s o] Fofa. B of7] Hojw, T wj AAsfokal ..

Mr. and Ms. Lee, is this a decision you can make between the two of
you? Or is it absolutely essential to consult with your brothers and your
sister first?

=eolde — a9 A4S 7 & e gloal
grola. WA FAESI of=soF @ Q.

SHAIRE A euE oD 7] QA A a?

OK. I'll see if we can get a Social Worker to work on getting an
emergency medical visa for Chul-Soo so that he can come to be with

your mother. If that doesn't work out, we’ll set up a conference call so
you can all talk and make some decisions.

Zarg T, A, diee] @Ak
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Handout #8 TG
Practice Interpreting Dialogues: English-Tagalog

Instructions

These exercises are designed to be used in a small group of four people. Choose one
person to play the role of the clinician, one to play the role of the patient, one to interpret
and one to observe.

The interpreter may NOT look at the script.

Doctor, start by reading your part. At the end of each paragraph, pause to let the
interpreter interpret. Then the patient reads. Then the interpreter interprets. If the
interpreter uses a hand signal to ask you to pause, do so. If the interpreter intervenes,
respond as you think the doctor or the patient would Mark on your scripts any places
where the interpreter adds, omits or changes meaning.

Interpreter, remember that you are interpreting for meaning, not words. If the speakers
go on too long, use your interpreting techniques to get them to pause. Ask the meaning
of words you don’t know.

Observer, throughout the exercise, use the Feedback Form to keep track of interpreting
strengths and errors. Were there places where meaning was added, omitted or change?
Were there places where alternative vocabulary might have been used, or where the
interpretation did not sound native? When the first dialogue is finished, provide this
feedback to the interpreter.

When you are done giving feedback, switch roles and go on to Scene 2. Continue this
pattern till everyone has had a chance to interpret.

Dialogue #1: Patient-provider encounter

Dr. Halferty: Caridad, you may remember that we did a CT scan of your abdomen last
week.

Well, we got the results back, would you like me to tell you the full details?
Or, if not, is there somebody else you’d like me to talk to?

Patient: Hindi po, kausapin n’yo ako, pakiusap.

Dr. Halferty: Well, I'm afraid that the news in not good. The test showed that the cancer
has metastasized to your liver.

Patient: Alam kong may mali. Talagang naramdaman ko ito.
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Patient:
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Diyos ko. Paano na ngayon? Wala na po sanang chemotherapy. Ayoko
nang maulit ito.

No, | know that was hard for you last time, and I'm afraid we’ve exhausted
whatever benefit we could get from chemotherapy anyway.

Actually . . . I think its time we talked about a different kind of treatment
regimen called palliative care.

Basta wala nang chemotherapy! Ano bang klase ng paggamot ito?
Instead of trying to cure the cancer, well be focusing on controlling the
symptoms being caused by the cancer -- like the pain and the nausea

from the bowel obstruction.

We can do everything possible to make you comfortable so that you can
enjoy the best quality of life possible in the time you have left.

Maganda po ‘yan! Hindi ko lang talaga kaya ng higit pang chemotherapy.
Gaano katagal ang bagong paggamot na ito?

Well, as long as you need it.

(confused and unsure) Hanggang kailangan ko . . . .

(LONG PAUSE. WAIT TO SEE IF THE INTERPRETER WILL INTERVENE.)

Dr. Halferty: Caridad, | think | wasn’t very clear. Your cancer has spread to the point
that there’s nothing we can do to cure it or even to stop it from growing.
But we can help you feel as comfortable as possible until you pass.

Dialogue #2

Patient: Sinasabi n’yo sa akin na mamamatay na ako . .

Dr. Halferty: Yes. I'm very sorry . . . | wish the news were different.

Patient: Hindi ko ito inaasahan . . . masyadong maaga . . .

Dr. Halferty: | can see you're upset. Tell me more about how you are feeling. You look
worried. What worries you the most?

Patient: Kailangan pa ako ng aking pamilya. At ang ospital na ito ay masyadong

mahal. Gusto ko nang umuwi, pero sino ang mangangalaga sa akin? At
saka, may nararamdan akong sakit. . .
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Dr. Halferty: You know, patients who want the best treatment of their symptoms, and
who would no longer benefit from chemotherapy, are eligible for a type of
care called hospice care. Have you ever heard of that?

Patient: Hindi pa.

Dr. Halferty: Well, hospice care is a special type of care for people who are near the
end of their lives.
You could either be at home or in a long-term care facility, and a team of
doctors, nurses, social workers and chaplains would help control your
symptoms like the pain that you’re afraid of.

They’d also help you do what’s most important to you with the time that
you have. And they’d be there to provide support for your family.

Patient: Ewan ko po, doktor. . Maaaring ito ang pinakamabuti. . . Ewan ko . . .

Masyadong matanda na ako para gawin ang mga desisyong ito. Bakit hindi
po ninyo kausapin ang aking mga anak?

Dr. Halferty: | could do that.
Patient: (wistfully) Alam po ba ninyo na ako ay may limang anak? Sina Roberto,
Fernando, Celia, Ronilo at Ligaya. Sina Fernando at Celia ay nakatira sa

Texas, at Roberto ay nasa Pilipinas pa.

Ang tanging naroon pa rin aming sariling bansa. Sana ay makita ko siya
bago ako mamatay.

Dr. Halferty: | wish that for you, too. You know, its OK to want your next-of-kin or some
other specific person to make those decisions.

You could fill out a healthcare proxy or Power of Attorney for Health Care.
That gives someone you trust the right to make these decisions for you.

Patient: Kausapin po ninyo si Roberto. Alam ni Roberto ang gagawin.

Dialogue #3: Family meeting

Dr. Halferty Thanks for meeting with me today about your mom.
Ronilo Hindi po — ako po ang dapat magpasalamat sa INYO sa pakikipagkita
sa amin.

Kamusta po ang aking ina? Hindi po naming maintindihan kung bakit
nasa ospital pa rin siya.

189



Dr. Halferty

Ronilo
Dr. Halferty

Ronilo

Dr. Halferty

Ronilo

Dr. Halferty

Ligaya

Dr. Halferty

Ronilo

Interpreting in Palliative Care

| wish | had better news for you. The most recent CT showed that the
cancer has spread to your mother’s liver. That is very serious.

There are no more treatments that would be effective against the
cancer. We think its time to transition her to hospice care.

At ano po iyon? Isang bagong uri ng paggamot?
Hospice care is a medical program provided by a team of healthcare
professionals including doctors, nurses, social workers, and chaplins.

They would treat her symptoms, like the pain, in order to make her
more comfortable, and offer support to both your mother and your
family. But there's nothing more we can do to cure the cancer.

Okey naman iyon, di po ba? Kung komportable siya, walang problema.

Well, the cancer will keep growing. And eventually, that will be
incompatible with life.

Hindi ko naiintindihan. Sinasabi po ba ninyo na ang aking ina ay
mamamatay na? Na hahayaan ninyo siyang mamatay?

| can understand your anger, Mr. Aquino. Sometimes it makes me
angry too.

| wish we had something else we could do for your mother, to cure the
cancer, but once this type of cancer metastasizes to the liver, we're
really out of options.

Kung hindi ninyo siya magagamot, ano ang dapat gawin?
There are lots of things the hospice team can do to help your mother
be more comfortable as the end approaches. Like using medications to

control her pain and nausea.

The hospice team would focus on helping her have energy to enjoy life
as much as possible at home with you.

| want you to know that I've talked with your mother about this, and she
understands that there is nothing left we can do to cure the cancer.

(angrily—do NOT pause to let the interpreter interpret) Hindi po ako

sumasang-ayon! Dapat na mayroon kayong gawin! Hindi ninyo siya
dapat hayaang mamatay.
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(Do NOT pause to let the interpreter interpret) Ronilo, intindihin mo
sana, gusto lamang tumulong ng doktor. At kung pumapayag si Mom —

Hindi ako makapaniwala! Payag kayong hayaan siyang mamatay?
Pero, hindi ako pumapayag, hindi ko siya iiwan!

(crying) Paano mo nagawang sabihin iyan sa akin? Hindi iyan
makatarungan! Alam mong gagawin ko ang lahat para kay Mom. Pero
sinabi ng doktor na WALA nang magagawa pa. . . Dapat nating
papuntahin sina Roberto, Fernando at Celia . . . Dapat tayong
magpasiyang magkakasama, kapag narito ang lahat.

(disgusted noise) Ha, si Roberto.

| can hear how upset you both are about this news, and | don't blame
you. This is very hard to hear.

But | want to assure you that if there were anything at all we could do
that would give us hope for a cure, we would do it.

There just isn't anything.
| explained this to your mother and she seemed to understand.

And then | spoke to her about transitioning to hospice care, but she
really didn't want to talk about that.

She HAS agreed to name a surrogate decision maker, who would be
available to help us make these decisions.

She wanted to name her son Roberto, but | understand that he lives in
the Philippines. Is that right?

Opo, nakatira siya Cavite.

| think it would be wiser to name one of the two of you who live here.
After all, you could talk with her about her wishes and you would be
nearby if we needed to ask questions.

Dapat tayong maghintay hanggang dumating sina Roberto, Fernando,
at Celia. Pero si (pause) Roberto ay walang visa na magpapahintulot
sa kanya na pumunta rito.

My point exactly. Ms. Aquino, you are your mother's principle
caregiver. Maybe she would agree to name you as her decision-maker.
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Ligaya Hindi po, hindi, kailangan naming maghintay hanggang dumating ang
iba.
Dr. Halferty (at a loss) But it sounds like that could be quite a while . . . And we

really need someone named to make decisions for your mom. We
don't know how quickly this cancer may advance . . .

Ronilo Tama si Ligaya. Kapag narito na ang lahat, saka kami magpapasiya.
Dr. Halferty Mr. and Ms. Aquino, is this a decision you can make between the two

of you? Or is it absolutely essential to consult with your brothers and
your sister first?

Ligaya Talaga — hindi kami makagagawa ng ganyang desisyon nang wala ang
iba!

Ronilo Tama ‘yan. Kailangan muna naming makausap ang aming mga
kapatid.

Ligaya Pero paano naming mapapapunta rito si Roberto?

Dr. Halferty OK. I'll see if we can get a Social Worker to work on getting an

emergency medical visa for Roberto so that he can come to be with
your mother. If that doesn't work out, well set up a conference call so
you can all talk and make some decisions.

Ligaya Salamat po, doktor. Pagpalain po kayo ng Diyos.
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Handout #8 RS
Practice Interpreting Dialogues: English-Russian

Instructions

These exercises are designed to be used in a small group of four people. Choose one
person to play the role of the clinician, one to play the role of the patient, one to interpret
and one to observe.

The interpreter may NOT look at the script.

Doctor, start by reading your part. At the end of each paragraph, pause to let the
interpreter interpret. Then the patient reads. Then the interpreter interprets. If the
interpreter uses a hand signal to ask you to pause, do so. If the interpreter intervenes,
respond as you think the doctor or the patient would Mark on your scripts any places
where the interpreter adds, omits or changes meaning.

Interpreter, remember that you are interpreting for meaning, not words. If the speakers
go on too long, use your interpreting techniques to get them to pause. Ask the meaning
of words you don’t know.

Observer, throughout the exercise, use the Feedback Form to keep track of interpreting
strengths and errors. Were there places where meaning was added, omitted or change?
Were there places where alternative vocabulary might have been used, or where the
interpretation did not sound native? When the first dialogue is finished, provide this
feedback to the interpreter.

When you are done giving feedback, switch roles and go on to Scene 2. Continue this
pattern till everyone has had a chance to interpret.
Dialogue #1: Patient-provider encounter

Dr. Halferty: Mrs. Ivanova, you may remember that we did a CT scan of your
abdomen last week.

Well, we got the results back, would you like me to tell you the full
details? Or, if not, is there somebody else you'd like me to talk to?

Patient: HeT, roBopute co MHOWN, NoXanymcra.

Dr. Halferty: Well, I'm afraid that the news in not good. The test showed that the
cancer has metastasized to your liver.

Patient: A 3Hana, 4YTo YTO-TO TaM He B nopsagke. A NpocTo YyBCcTBOBAna.
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O, boxe .N yTo Tenepb? ToONbKO HE XMMMOTEPANUIO CHOBA,
noxarnyncra. Tosfibko He 3TO.

No, | know that was hard for you last time, and I'm afraid we’ve
exhausted whatever benefit we could get from chemotherapy anyway.

Actually . . . | think it's time we talked about a different kind of
treatment regimen called palliative care.

Tonbko 6e3 xummnotepanum! Ntak, kak 6yaeT BbirnageTb 370 neveHne?
Instead of trying to cure the cancer, we’ll be focusing on controlling the
symptoms being caused by the cancer -- like the pain and the nausea

from the bowel obstruction.

We can do everything possible to make you comfortable so that you
can enjoy the best quality of life possible in the time you have left.

OT1nunyHo! A NpocTo He NepexuBy eLle OANH Kypc xummnotepanuun. A
Kak Josiro npoasiMTca 3TOT HOBbIN KypC SleYeHnsa?

Well, as long as you need it.

(confused and unsure) lNoHATHO. . . .

(LONG PAUSE. WAIT TO SEE IF THE INTERPRETER WILL INTERVENE.)

Dr. Halferty:

Dialogue #2

Patient:
Dr. Halferty:
Patient:

Dr. Halferty:

Patient:

Mrs. Ivanova, | think | wasn’t very clear. Your cancer has spread to the
point that there’s nothing we can do to cure it or even to stop it from
growing.

But we can help you feel as comfortable as possible until you pass.

Beirosopute, 4to 1 ymmpato. .
Yes. I'm very sorry . . . | wish the news were different.
£ He oxxugana Takoro. . . Tak CKopo. . .

| can see you're upset. Tell me more about how you are feeling. You
look worried. What worries you the most?

MpocTo MOS cemMbsl eLLe HyXaaeTcs BO MHe. A aTa bonbHULa Takas
poporas. A 6bl xoTena, 4Tob6 MeHs OTNYCTUNM AOMOM, HO KTO ByaeT 3a
MHOW yxaxuaTtb? [a n 6onw. . .
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You know, patients who want the best treatment of their symptoms,
and who would no longer benefit from chemotherapy, are eligible for a
type of care called hospice care. Have you ever heard of that?

Her.

Well, hospice care is a special type of care for people who are near the
end of their lives.

You could either be at home or in a long-term care facility, and a team
of doctors, nurses, social workers and chaplains would help control
your symptoms like the pain that you're afraid of.

They’d also help you do what’s most important to you with the time that
you have. And they’d be there to provide support for your family.

He 3Hato, goktop. . Bo3amoxHo, 310 ByaeT nyywmnm pewieHmem. . .He
3Hato. . .

A cnuwkom ctapa,duTobbl NpUHUMaTh Takme peweHus. Nodemy 661 Bam
He NOroBopUTb C MOUMMU AETbMU?

| could do that.
(wistfully) Bbl 3HaeT 4to y MeHsa nsatepo aeten? Anekcen, AHHa ,lleTp

, MapnHa n EneHa. AHHa un lNeTp xuByT B Texace, a Anekcen B
Poccun.

OH oanH ocTancs Ha Hawen poguHe. A Obl XoTena nosmaaTb ero,
npexae 4Yem npuaeTt Moun yac.

| wish that for you, too. You know, it's OK to want your next-of-kin or
some other specific person to make those decisions.

You could fill out a healthcare proxy or Power of Attorney for Health
Care. That gives someone you trust the right to make these decisions
for you.

MoroBopute ¢ Anekceem. OH 3HaAET YTO AenaTb.
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Interpreting in Palliative Care

Family meeting
Thanks for meeting with me today about your mom.
HeT, HanpoTuB, cnacn6o BAM, 4To BCTpETMNMCE C HAMW.

Kak cebs yyBcTBYeT Mo mama? Mbl He MOHMMaeMm, NoYeMy OHa BCe
elle B bonbHMULE.

| wish | had better news for you. The most recent CT showed that the
cancer has spread to your mother’s liver. That is very serious.

There are no more treatments that would be effective against the
cancer. We think it’s time to transition her to hospice care.

A 4TO 370 Takoe? HoBbI BUA nevyeHmna?

Hospice care is a medical program provided by a team of healthcare
professionals including doctors, nurses, social workers, and chaplains.

They would treat her symptoms, like the pain, in order to make her
more comfortable, and offer support to both your mother and your
family. But there's nothing more we can do to cure the cancer.

To ecTb, Tak nydwe, aa? Ecnu en Tak ygobHo, To 6e3 npobnem.

Well, the cancer will keep growing. And eventually, that will be
incompatible with life.

£ He noHMmato.Bbl yBEPEHDI, YTO MOSt Mama ymupaeT? Bbl uto
HamMmepeHbl AaTb el ymepeTb?

| can understand your anger, Mr. Ivanova . Sometimes it makes me
angry too.

| wish we had something else we could do for your mother, to cure the
cancer, but once this type of cancer metastasizes to the liver, we're
really out of options.

Ecnu Bbl He MOXeT ee BblineunTb, YTO Toraa genatb?

There are lots of things the hospice team can do to help your mother
be more comfortable as the end approaches. Like using medications to
control her pain and nausea.

The hospice team would focus on helping her have energy to enjoy life
as much as possible at home with you.
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| want you to know that I've talked with your mother about this, and she
understands that there is nothing left we can do to cure the cancer.

(angrily—do NOT pause to let the interpreter interpret) Xm, s He
cornacHa! Bbl 4OmMKHbI YTO-TO caenaTb! Bbl HEMOXETe NPoOCTo
OCTaBUTb €€ ymupartb.

(Do NOT pause to let the interpreter interpret) MapuHa, noxanynicra!
[okTop nbiTaeTca nomoyb. VI ecnu mama cornacHa —

A He mory noBepuTb B 310! To €CTb Bac BCex ycTpamMBaeT NpPoCcTo AaTb
en ymepeTtb? Hy, NM4HO 9 ee He ocTasnto!

(crying) Kak Tbl MOXeLUb MHE Takoe roBopuUTb? ITO Hecnpaseaimeo!
Thbl e 3HaelWb, 9 Bce caenaro anst Mambl. HO JOKTOpP rOBOPUT, YTO OHMU

6onbwe HANYEIO He moryT caenatb. HyxHO, 4TobbI Nnpuexanm
Anekcein, AHHa 1 NeTp. . . Mbl AOMKHBI MPUHATL peLleHne Bce BMeCTe)

(disgusted noise) Ox, Anekcen

| can hear how upset you both are about this news, and | don't blame
you. This is very hard to hear.

But | want to assure you that if there were anything at all we could do
that would give us hope for a cure, we would do it.

There just isn't anything.
| explained this to your mother and she seemed to understand.

And then | spoke to her about transitioning to hospice care, but she
really didn't want to talk about that.

She HAS agreed to name a surrogate decision maker, who would be
available to help us make these decisions.

She wanted to name her son Alexey, but | understand that he lives in
Russia Is that right?

Ha. OH xwuBeT B Poccu. B Hosropoge.

| think it would be wiser to name one of the two of you who live here.
After all, you could talk with her about her wishes and you would be
nearby if we needed to ask questions.
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Mb! gomkHbI foXaaTbcsa npuesna Anekcesi, AHHbI 1 [NeTtpa.
Ho(pause)y Anekces HET BU3bI .

My point exactly. Ms. Ginsburg, you are your mother's principle
caregiver. Maybe she would agree to name you as her decision-maker.

HeT-HeT, Mbl AOMKHbI 40XAAaTbCS, NOKa He npueaytT octalibHble.

(at a loss) But it sounds like that could be quite a while . . . And we
really need someone named to make decisions for your mom. We
don't know how quickly this cancer may advance . . .

EneHa npasa. Korga Bce npuenyT, Toraa Mbl CMOXEM MPUHATb
pelueHue.

Mr. Ivanova and Ms. Ginsburg, is this a decision you can make
between the two of you? Or is it absolutely essential to consult with
your brothers and your sister first?

KoHeYHO, Mbl HE MOXEM NPUHATL Takoe peLueHne ogHu!

MpaBunbHO. Mbl JOMKHBI CHaYara noroBoOpuUTL C HaWMMK BpaTbsaMn n
cecTpon.

Ho kak Ham caenatb Tak, YTobbl Anekcen npuexan croga?

OK. I'll see if we can get a Social Worker to work on getting an
emergency medical visa for Alexey so that he can come to be with
your mother. If that doesn't work out, well set up a conference call so
you can all talk and make some decisions.

Cnacunbo Bam, goktop.bnarocnosu Bac bor.
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Handout #8 EN
Practice Interpreting Dialogues: English-English

Instructions

These exercises are designed to be used in a small group of four people. Choose one
person to play the role of the clinician, one to play the role of the patient, one to interpret
and one to observe.

The interpreter may NOT look at the script.

Doctor, start by reading your part. At the end of each paragraph, pause to let the
interpreter interpret. Then the patient reads. Since the script in written in English,
you will have to do a sight translation to read the patient’s voice in your non-
English language. Then the interpreter interprets. If the interpreter uses a hand signal
to ask you to pause, do so. If the interpreter intervenes, respond as you think the doctor
or the patient would Mark on your scripts any places where the interpreter adds, omits
or changes meaning.

Interpreter, remember that you are interpreting for meaning, not words. If the speakers
go on too long, use your interpreting techniques to get them to pause. Ask the meaning
of words you don’t know.

Observer, throughout the exercise, use the Feedback Form to keep track of interpreting
strengths and errors. Were there places where meaning was added, omitted or change?
Were there places where alternative vocabulary might have been used, or where the
interpretation did not sound native? When the first dialogue is finished, provide this
feedback to the interpreter.

When you are done giving feedback, switch roles and go on to Scene 2. Continue this
pattern till everyone has had a chance to interpret.

Dialogue #1

Dr. Halferty: You may remember that we did a CT scan of your abdomen last week.
Well, we got the results back, would you like me to tell you the full
details? Or, if not, is there somebody else you'd like me to talk to?

Patient: No, talk to me, please.

Dr. Halferty: Well, I'm afraid that the news in not good. The test showed that the
cancer has metastasized to your liver.

Patient: | knew something wasn’t right. | just felt it.
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Dr. Halferty:

Patient:

Dr. Halferty:

Patient:
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Oh dear. So, what now? No more chemotherapy, please. Not again.

No, | know that was hard for you last time, and I'm afraid we've
exhausted whatever benefit we could get from chemotherapy anyway.

Actually . . . I think it’s time we talked about a different kind of
treatment regimen called palliative care.

Just as long as there’s no more chemotherapy! So, what would this
treatment look like?

Instead of trying to cure the cancer, we’ll be focusing on controlling the
symptoms being caused by the cancer -- like the pain and the nausea
from the bowel obstruction.

We can do everything possible to make you comfortable so that you
can enjoy the best quality of life possible in the time you have left.

That’s good! | just can’t face getting more chemotherapy. So, how long
will this new treatment last?

Well, as long as you need it.

(confused and unsure) | see. ...

(LONG PAUSE. WAIT TO SEE IF THE INTERPRETER WILL INTERVENE.)

Dr. Halferty:

Dialogue #2

Patient:
Dr. Halferty:
Patient:

Dr. Halferty:

Patient:

You know, | think | wasn’t very clear. Your cancer has spread to the
point that there’s nothing we can do to cure it or even to stop it from
growing.

But we can help you feel as comfortable as possible until you pass.

You're telling me I'm going to die . . .
Yes. I'm very sorry . . . | wish the news were different.
| didn’t expectit...sosoon...

| can see you're upset. Tell me more about how you are feeling. You
look worried. What worries you the most?

It's just that my family still needs me. And this hospital is so expensive.
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| wish could go home, but who would take care of me? And then,
there’s the pain. . .

You know, patients who want the best treatment of their symptoms,
and who would no longer benefit from chemotherapy, are eligible for a
type of care called hospice care. Have you ever heard of that?

No.

Well, hospice care is a special type of care for people who are near the
end of their lives.

You could either be at home or in a long-term care facility, and a team
of doctors, nurses, social workers and chaplains would help control
your symptoms — like the pain that you’re afraid of.

They’d also help you do what’s most important to you with the time that
you have. And they’d be there to provide support for your family.

| don’t know, doctor. . Maybe this would be best. . . | don’t know . . .

I’m too old to be making these decisions. Why don’t you talk to my
children?

| could do that.

Did you know | have five children? My second son and my oldest
daughter live in Texas, and my oldest son is still in our country.

The only one still in our homeland. | wish | could see him before it's my
time.

| wish that for you, too. You know, it's OK to want your next-of-kin or
some other specific person to make those decisions.

You could fill out a healthcare proxy or Power of Attorney for Health
Care. That gives someone you trust the right to make these decisions
for you.

Talk to my son; he’ll know what to do.
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(In this dialogue, the observer will read the part of the son or daughter.)

Dr. Halferty

Son

Dr. Halferty

Son

Dr. Halferty

Son

Dr. Halferty

Son

Dr. Halferty

Daughter

Dr. Halferty

Thanks for meeting with me today about your mom.
No, on the contrary -- thank YOU for meeting with us.

So, how is my mother? We don’t understand why she’s still in the
hospital.

| wish | had better news for you. The most recent CT showed that the
cancer has spread to your mother’s liver. That is very serious.

There are no more treatments that would be effective against the
cancer. We think it’s time to transition her to hospice care.

And what is that? A new kind of treatment?

Hospice care is a medical program provided by a team of healthcare
professionals including doctors, nurses, social workers, and chaplains.

They would treat her symptoms, like the pain, in order to make her
more comfortable, and offer support to both your mother and your
family. But there's nothing more we can do to cure the cancer.

So, that’'s OK, right? If she’s comfortable, then there’s no problem.

Well, the cancer will keep growing. And eventually, that will be
incompatible with life.

| don’t understand. Are you saying that my mother’s going to die? That
you’re going to let her die?

| can understand your anger. Sometimes it makes me angry too.

| wish we had something else we could do for your mother, to cure the
cancer, but once this type of cancer metastasizes to the liver, we're
really out of options.

If you can’t cure her, then what?

There are lots of things the hospice team can do to help your mother

be more comfortable as the end approaches. Like using medications to
control her pain and nausea.
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Dialogue #4

Dr. Halferty

Daughter
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The hospice team would focus on helping her have energy to enjoy life
as much as possible at home with you.

| want you to know that I've talked with your mother about this, and she
understands that there is nothing left we can do to cure the cancer.

(angrily—do NOT pause to let the interpreter interpret) Well, | don’t
agree! You have to do something! You can’t just let her die.

(Do NOT pause to let the interpreter interpret) Please, the doctor is
trying to help. And if mother is agreeing —

| can’t believe this! You're OK with just letting her die? Well, as far as
I’m concerned, I'm not going to abandon her!

(crying) How can you say that to me? That’s not fair! You know I'd do
anything for mother. But the doctor says there ISNT anything more that
they can do. . . We should bring our brothers and sister . . . We should
decide all together, when everyone’s here.

(disgusted noise) Yeah, right.

| can hear how upset you both are about this news, and | don't blame
you. This is very hard to hear.

But | want to assure you that if there were anything at all we could do
that would give us hope for a cure, we would do it.

There just isn't anything.
| explained this to your mother and she seemed to understand.

And then | spoke to her about transitioning to hospice care, but she
really didn't want to talk about that.

She HAS agreed to name a surrogate decision maker, who would be
available to help us make these decisions.

She wanted to name her oldest son, but | understand that he lives
back where you came from. Is that right?

Yes, he lives back home, in our country.
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| think it would be wiser to name one of the two of you who live here.
After all, you could talk with her about her wishes and you would be
nearby if we needed to ask questions.

We should wait until our brothers and sister get here. But (pause) But
our brother doesn’t have a visa that would allow him to come.

My point exactly. Listen, you are your mother's principle caregiver.
Maybe she would agree to name you as her decision-maker.

No, no, we should wait until the others get here.

(at a loss) But it sounds like that could be quite a while . . . And we
really need someone named to make decisions for your mom. We
don't know how quickly this cancer may advance . . .

No, my sister is right. When everyone gets here, then we can decide.
Tell me, is this a decision you can make between the two of you? Or is
it absolutely essential to consult with your brothers and your sister
first?

Of course -- we can't make a decision like that alone!

That's right. We have to talk to our brothers and sister first.

But how are we going to get our brother here?

OK. I'll see if we can get a Social Worker to work on getting an
emergency medical visa for your brother so that he can come to be
with your mother. If that doesn't work out, well set up a conference call

so you can all talk and make some decisions.

Thank you, doctor. God bless you.
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Handout #9 SP

Practice Interpreting, Chuchotage, English-Spanish

Practice #1

Physician consult with patient and her husband

Doctor:

Patient

Doctor:

Patient

So, how have you been feeling over the past several days? How’s the
pain been?

Pues, si, me molesta un poco . .
OK. On scale from one to ten, how bad would you say it was?

No sé ... quiza uncuatro. ...

(From here on, do NOT pause for the interpreter to interpret)

Husband

Patient

Husband

Patient

Husband

Patient

Practice #2

i¢Un cuatro?! Querida, t sabes que anoche no aguantabas el dolor.
Diselo al doctor.

Ay, no fue para tanto. Ademas, ¢, qué pueden hacer? Tengo
guemaduras en todo el cuerpo — claro que me va a doler.

No, precisamente de eso se trata. Te pueden controlar el dolor, pero tu
tienes que decirles cuando se te apeora.

Me van a creer una quejona.
No, mi’ja, no seas asi. Para eso estan ellos. ¢ Te acuerdas? El doctor
te dijo que tienes que decirles la verdad en respecto al dolor. Por

favor. Me mata verte asi.

Bueno, pues, la verdad es que fue un 10. O mejor, un 15. Pero ¢ de
verdad crees que pueden hacer algo?

Social Worker consult with patient and her daughter

Social Worker

Patient

| understand you've decided that a home hospice program would work
for you. I'd be happy to help you find one.

Gracias. Lo que mas quiero es regresar a mi casa. O sea, a casa de
mi hija. Solo espero no resultarle un a carga.
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(From here on, do NOT pause for the interpreter to interpret)

Daughter

Social Worker

Daughter

Social Worker

Daughter

Social Worker

Daughter

Practice #3

(to patient) jNo seas absurda, mama! Para mi, nunca me vas a ser un
a carga. (to social worker) Actually, | do have some questions, though.

Ask away! That's why | stopped by.

Well, Imean ... will have to...um.. .it's just that | wouldn’t want to
leave Mom alone, but what if | have to go out, like to do the shopping
or something?

One of the services that hospice offers is respite care. That means
they’ll send a volunteer to stay with your mom if you need a break.
Also a home health aide will be available to you, so you could always
step out while the aide is there.

Well, that’s a relief! Also, who will be her doctor? We've had so many
here at the hospital, then there’s her primary care doctor and doesn’t
the hospice team have a doctor too?

That’s a good question. I’'m not sure. Let me check on who will be
following your mom’s overall care. But don’t worry — we won'’t leave
you without a doctor!

You all have been so helpful. We're really very grateful.

Chaplain consult with patient

Chaplain

Patient (male)

Chaplain
Patient

Chaplain

Good morning! It's good to see you again. How are you feeling today?

¢Por qué todo el mundo me pregunta eso? Me siento de lo peor.
Como quisiera que me dejaran en paz.

I'm so sorry to hear you're not doing well. Tell me about it. What's up?
y ¢sa ti qué te importa?

| do care. This is the first time I've seen you so down. Has something
happened?

(From here on, do NOT pause for the interpreter to interpret)

Patient

(sarcastically, angrily) Quieres decir, ¢ aparte del accidente? ¢Aparte
de haber recibido la grata noticia que van a pasar afios para que me

206



Interpreting in Palliative Care

recupere totalmente? jSi es que acaso lo logro! ¢ Aparte de los gastos
y del hecho que no puedo ver a mi familia y voy a perder me trabajo?
¢Aparte de todo eso? jNo, aparte de eso, todo anda perfectamente
bien! jMe encanta estar aqui, echado en la cama en un hospital! Tu te
metes aqui, todo sol y sonrisas, ¢ qué sabes tu de todo esto? Mi vida
se acabd. Mejor me hubieran dejado morir en ese accidente, eso
hubiera sido mejor para todos — para mi familia y para mis hijos ¢ Qué
clase de esposo puedo ser asi? ¢Qué clase de padre? Solo vete y
déjame en paz; no quiero hablar contigo ni con nadie.
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Handout #9, MN
Practice Interpreting, Chuchotage
English-Simplified Chinese

Chuchotage Practice #1:
Physician consult with patient and her husband.

Doctor:

Patient

Doctor:

Patient

So, how have you been feeling over the past several days? How's the
pain been?

W8 WAEE VMRS © .
OK. On scale from one to ten, how bad would you say it was?

BARIE - FIE > ATReEl -

(From here on, do NOT pause for the interpreter to interpret)

Husband

Patient

Husband

Patient

Husband

Patient

g | RAEE CHER ARG E | IEE R G IREEE |

L > DML - TTEL » HLATBERUFF 0 2 Foldmt & S ket »
L4 AT -

B SRR U RRTAE | TR ARG BHZERIAR > (R AIRE
TG > AR YR T -

AT RE S AN B — P AT HA R -

A IR EHY « XA IR LAY HEY - RicEs ? BA R IREE
TSR » BIXAE A% 2 TEAEEENRXAE -

SIS > AEARMESL T > 2 10 - IR T o IREAVA A TS 2
ey 2

Chuchotage Practice #2
Social Worker consult with patient and her daughter

Social Worker

Patient

| understand you’ve decided that a home hospice program would work
for you. I'd be happy to help you find one.

PHAMR o IREAVEFEREK - B FGREERZLAYS - AREXN
MRBA ZEAKATITHE
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(From here on, do NOT pause for the interpreter to interpret)

Daughter

Social Worker

Daughter

Social Worker

Daughter

Social Worker

Daughter

(to patient) BI{E T - 15 | S47#E3RAY - (to social worker) Actually, | do
have some questions, though.

Ask away! That’s why | stopped by.

Well, I mean . . will | have to . . . um. . . it’s just that | wouldn’t want to
leave Mom alone, but what if | have to go out, like to do the shopping
or something?

One of the services that hospice offers is respite care. That means
they’ll send a volunteer to stay with your mom if you need a break.
Also a home health aide will be available to you, so you could always
step out while the aide is there.

Well, that’s a relief! Also, who will be her doctor? We’ve had so many
here at the hospital, then there’s her primary care doctor and doesn’t
the hospice team have a doctor too?

That’s a good question. I’'m not sure. Let me check on who will be
following your mom’s overall care. But don’t worry — we won't leave
you without a doctor!

You all have been so helpful. We're really very grateful.

Chuchotage Practice #3
Chaplain consult with patient

Chaplain

Patient (male)

Chaplain
Patient

Chaplain

Good morning! It's good to see you again. How are you feeling today?

A2 NEA it ] XN R ? PR RIERE - IREAEIRI]E
HOE

I’'m so sorry to hear you're not doing well. Tell me about it. What's up?
TR P20 ?

| do care. This is the first time I've seen you so down. Has something
happened?

(From here on, do NOT pause for the interpreter to interpret)

Patient

(sarcastically, angrily) SEEFR T EHZHM ? Bi T 15 MR Al
A REVEEESR ? ANSRFIAREBGRERAYIS | BR 7K SR DR TETA IR AAE
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— 0 R RETAEIN 7 B TIXEEDIAN 2 K - BT XL - — PR
4 | ENCXAE - SEERE R | IR T > A NEHRE > AR IR
B2 ? WEVESEER T o M INZHEO LRI ESB LI, - AR ATA
NEBEESF - WERAYRA » AL TITE L © XTSI — M
ZIEHISIRIE 2 (2RISR 2 #GEIE - bR — P AR —= L TR
FRA IS AR T -
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Handout #9, CA
Practice Interpreting, Chuchotage
English-Traditional Chinese

Chuchotage Practice #1.:
Physician consult with patient and her husband.

Doctor:

Patient

Doctor:

Patient

So, how have you been feeling over the past several days? How’s the
pain been?

8 FREEEVIEE S - ...
OK. On scale from one to ten, how bad would you say it was?

HARE - KI5 > ATREE -

(From here on, do NOT pause for the interpreter to interpret)

Husband

Patient

Husband

Patient

Husband

Patient

g | RAEE CHERRERES | IR GEEE !

1 SFBERIRE - T EL AR R 2 RS S 5
EES R

B BN > ERUE AT | AT DU BhERRR » ERAIRR
FNE » IRE SR -

T RE e e — [ T HA R -

A P EHY - BRUEAFIGE AT HAY - EECENS ? BAESURIRE
EANE RPN » BIER: » A4 ? T EABE R RSk -

SFIE - AR T » /210 « AHERE T - IREAIRE R LM E RE R
ul% (?

Chuchotage Practice #2
Social Worker consult with patient and her daughter

Social Worker

Patient

| understand you’ve decided that a home hospice program would work
for you. I'd be happy to help you find one.

|

IR o REAVEEEERE - 1 JRAEEEAGIAIZ - WAHEEY
AR A EIRAKHTHIE

213

0



Interpreting in Palliative Care

(From here on, do NOT pause for the interpreter to interpret)

Daughter

Social Worker

Daughter

Social Worker

Daughter

Social Worker

Daughter

(to patient) 5I[{& T - #% | &{F#E2KHAY - (to social worker) Actually, | do
have some questions, though.

Ask away! That’s why | stopped by.

Well, I mean . . will | have to . . . um. . . it’s just that | wouldn’t want to
leave Mom alone, but what if | have to go out, like to do the shopping
or something?

One of the services that hospice offers is respite care. That means
they’ll send a volunteer to stay with your mom if you need a break.
Also a home health aide will be available to you, so you could always
step out while the aide is there.

Well, that’s a relief! Also, who will be her doctor? We’ve had so many
here at the hospital, then there’s her primary care doctor and doesn’t
the hospice team have a doctor too?

That’s a good question. I’'m not sure. Let me check on who will be
following your mom’s overall care. But don’t worry — we won't leave
you without a doctor!

You all have been so helpful. We're really very grateful.

Chuchotage Practice #3
Chaplain consult with patient

Chaplain

Patient (male)

Chaplain
Patient

Chaplain

Good morning! It's good to see you again. How are you feeling today?

FofPPERE A\ E A it F P S (E FTRE 2 PORRARIERE - REAE M2
HOE

I’'m so sorry to hear you're not doing well. Tell me about it. What's up?
IR 2

| do care. This is the first time I've seen you so down. Has something
happened?

(From here on, do NOT pause for the interpreter to interpret)

Patient

(sarcastically, angrily)ZE 5k 17 EHLZHM ? bR 715 MBI i
A REVEREAE ? AR REVEEAAYEE | PR T IREE DU B A AR A AE
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—  ERETAEIN ? bR 7B DN ? & - R T EEELS  — VIR
4 | WEEGER: - BERBE | R T > [EEERRE - mE IR
B ? AV eSS R T o PIEZ R RS EERCRYS - A ATA
NEREEATF > BRAVR A - AT TS - S T i — (T
JERRAYSIRIE 7 (BRI SR 2 #GEIE - SR — AR —& 5 A8
RIS R EAASE T -
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Handout #9, VT

Practice Interpreting, Chuchotage, English-Vietnamese

Chuchotage Practice #1.:
Physician consult with patient and her husband.

Doctor:

Patient

Doctor:

Patient

So, how have you been feeling over the past several days? How’s the
pain been?

T6i chac chan c6 thé cdm nhan diéu dé. . . .
OK. On scale from one to ten, how bad would you say it was?

T6i khong biét nia. . . T6i nghi cé thé la bén . .

(From here on, do NOT pause for the interpreter to interpret)

Husband

Patient

Husband

Patient

Husband

Patient

Bon w?! Toi qua me dau rat nang, me biét khong! Hay néi cho bac st
biét viéc do!

Oi, khong té thé dau. Ngoai ra, ho co thé lam gi? Me bi phdng khap
noi trén ngwdi, di nhién rat dau.

Oi, troi, d6 chinh 1a van dé! Ho c6 thé gidp kiém soat dau don, nhung
me phai cho ho biét néu bénh tré nang.

Ho sé& cho rang me la k& gay phién ha.
Khong, khong dau. Vi thé ho mé&i c6 mat & day ma. Nho khong? Bac
si bao rang me can phai trung thwe khi cho biét minh dau thé nao.

Puoc khéng? Con khéng mudn thay me thé nay.

Vay, trong truong hop do, thi la mét s6 10. Qua té. Con c6 cho rang
ho cé thé lam gi dé khong?

Chuchotage Practice #2
Social Worker consult with patient and her daughter

Social Worker

Patient

| understand you’ve decided that a home hospice program would work
for you. I'd be happy to help you find one.

Cam on. Tbi thwe sy mudn vé nha lai. Y tdi Ia vé nha con gai tdi. Toi
chi mong rang téi khéng la ganh nang qua Ién doi véi no.
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(From here on, do NOT pause for the interpreter to interpret)

Daughter

Social Worker

Daughter

Social Worker

Daughter

Social Worker

Daughter

(to patient) BPirng thé ma Me! Sé& 6n thdi. (to social worker) Actually, |
do have some questions, though.

Ask away! That's why | stopped by.

Well, I mean . . will | have to . . . um. . . it’s just that | wouldn’t want to
leave Mom alone, but what if | have to go out, like to do the shopping
or something?

One of the services that hospice offers is respite care. That means
they’ll send a volunteer to stay with your mom if you need a break.
Also a home health aide will be available to you, so you could always
step out while the aide is there.

Well, that’s a relief! Also, who will be her doctor? We’ve had so many
here at the hospital, then there’s her primary care doctor and doesn’t
the hospice team have a doctor too?

That’s a good question. I’'m not sure. Let me check on who will be
following your mom'’s overall care. But don’t worry — we won'’t leave
you without a doctor!

You all have been so helpful. We're really very grateful.

Chuchotage Practice #3
Chaplain consult with patient

Chaplain

Patient (male)

Chaplain
Patient

Chaplain

Good morning! It's good to see you again. How are you feeling today?

Tai sao moi ngwdi lic nao ciling hai téi nhw thé? Toi cdm thay rét té.
T6i wée chi tat ca cac ngudi di hét di.

I’'m so sorry to hear you're not doing well. Tell me about it. What's up?
Ong quan tam chuyén gi?

| do care. This is the first time I've seen you so down. Has something
happened?

(From here on, do NOT pause for the interpreter to interpret)

Patient

(sarcastically, angrily) C6 phai ba mudn noi ngoal tai nan d6? Ngoai
viéc duoc cho biét 1a s& méat nhiéu nam dé c thé tw ding lai dwoc?
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Néu toi lam dwoc! Ngoai dbng hda don va viéc t6i khong thé & cung
v&i gia dinh va s& mét viéc? Ngoai viéc d6? Khéng, ngoai viéc dd, moi
thir déu dn! T6i rat thich ndm day trong bénh vién! Cac ngudi vao day,
déu vui v&, cac ngudi biét gi? Ddi toi thé 1a hét. Ho I& ra nén dé toi
chét trong tai nan do, diéu do sé tét hon cho moi ngudi — cho gia dinh
t6i, cho cac con t6i. Toi 1a ngudi chéng kiéu gi khéng biét? Ngudi cha
kiéu gi khdng biét? Hay di di va dé tdi mot minh — tdi khéng mubn noi
chuyén v&i cac ngudi hay béat ky ai.

219



Interpreting in Palliative Care

220



Interpreting in Palliative Care

Handout #9, Korean
Practice Interpreting, Chuchotage, English-Korean

Chuchotage Practice #1.:
Physician consult with patient and her husband.

Doctor: So, how have you been feeling over the past several days? How's the
pain been?

Patient =X8, 52 g8 =4 Qloja

Doctor: OK. On scale from one to ten, how bad would you say it was?

Patient 2 magoje. oA 3 4H=Q .,

(From here on, do NOT pause for the interpreter to interpret)

Husband 4gkar?! Zb el 4 arEaes] Aol oAb AAEA w3
=g

Patient of, 28 A AstA Edoja. Hitoy, oxtEe] s T 4
A 8? A S A= ofE A Gkl a.

Husband OM of, o ulE A QF-olof! 9AlEL FFS AT
o], AT FFo] ASIAH Falo] RS = o .

Patient AALES W7F A% B Folglar Azt Aol e,

Husband ofyof, g A AZFstA] ol AlEo] Fol wiEo of7]
A=l 719etA]? ol disiA &4 ) dvkal oA}
AAG o] WLsp o). AW 2 e, o Fal ooy A A
Hof,

Patient g, B35S 10010018, U opgola. A oAtEo
F<ol s A7k & 4 Avka A7Fe]e?

Chuchotage Practice #2
Social Worker consult with patient and her daughter

Social Worker | understand you’ve decided that a home hospice program would work
for you. I'd be happy to help you find one.
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arkgl e, A AW A Hell ko Aoja. Yz, Al %
Q. uvk, oA & Fo] HX| F7|vk upd Hold Q.

(From here on, do NOT pause for the interpreter to interpret)

Daughter

Social Worker

Daughter

Social Worker

Daughter

Social Worker

Daughter

(to patient) 'H E&S o shAlQ, drk! AMAS A Q. (to social
worker) Actually, | do have some questions, though.

Ask away! That's why | stopped by.

Well, I mean... will | have to... um... it's just that | wouldn’t want to leave
Mom alone, but what if | have to go out, like to do the shopping or
something?

One of the services that hospice offers is respite care. That means
they’ll send a volunteer to stay with your mom if you need a break.
Also a home health aide will be available to you, so you could always
step out while the aide is there.

Well, that’s a relief! Also, who will be her doctor? We’ve had so many
here at the hospital, then there’s her primary care doctor and doesn’t
the hospice team have a doctor too?

That’s a good question. I’'m not sure. Let me check on who will be
following your mom’s overall care. But don’t worry — we won'’t leave
you without a doctor!

You all have been so helpful. We're really very grateful.

Chuchotage Practice #3
Chaplain consult with patient

Chaplain

Patient (male)

Chaplain
Patient

Chaplain

Good morning! It's good to see you again. How are you feeling today?

) o RFE oA 28A EolHF? 7|Eo] yme., RETFE Ut
7o Eo],

I’'m so sorry to hear you're not doing well. Tell me about it. What’s up?

& dolAL?

| do care. This is the first time I've seen you so down. Has something
happened?

(From here on, do NOT pause for the interpreter to interpret)
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(sarcastically, angrily) AF2L % A+ A AFLL? F EE THA|
Aed 2 d 24 Aghe 22 AAFL8? Ad

AgHm, 753 37 s 7 gl = A4S QA "ok
A ES AXFILL? ARES AAFILL? M, 235
AL)skA, ol EAE gloj! WA olgA YU

iUt BRE w9REl o] Soletdl, meAl YAE)
ol ] AL oAl ko], AmE 1 FEZ Yule Flow
07k, W ANES 93 U E9S A, oldrkAa o
o] B & JAel? ofw opAsl BEE utm g Ex

A B - A= L tekie o] oprlshal AA] edol.
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Handout #9, TG

Practice Interpreting, Chuchotage, English-Tagalog

Chuchotage Practice #1.:
Physician consult with patient and her husband.

Doctor:

Patient

Doctor:

Patient

So, how have you been feeling over the past several days? How's the
pain been?

Kasi, nararamdaman ko talaga ito. . . .
OK. On scale from one to ten, how bad would you say it was?

Hindi ko alam. . . Tantiya ko, siguro apat. .

(From here on, do NOT pause for the interpreter to interpret)

Husband

Patient

Husband

Patient

Husband

Patient

Apat?! Alam mong matindi ang sakit na naramdaman mo kagabi!
Sabihin mo ito sa doktor!

Hindi naman ganoon kagrabe. Isa pa, ano’ng magagawa nila? Marami
akong paso sa buong katawan, siyempre masakit.

Hindi, ‘yan nga ang sinasabi ko! Makakatulong sila na kontrolin ang
pananakit, pero dapat mong sabihin sa kanila kapag lumalala ito.

Baka isipin nila masyado akong mareklamo.
Siyempre hindi. Kaya nga sila nandito. Hindi ba? Sinabi sa iyo ng
doktor na kailangan mong maging matapat tungkol sa sakit. Pakiusap?

Ayaw ko lang nakikitang ganyan ka.

Kung ganoon, nasa 10 ito. Grabe talaga. Sa palagay mo ba talagang
may magagawa sila dito?

Chuchotage Practice #2
Social Worker consult with patient and her daughter

Social Worker

Patient

| understand you’ve decided that a home hospice program would work
for you. I'd be happy to help you find one.

Salamat. Gusto ko na talagang umuwing muli. Ang ibig kong sabihin
sa bahay ng anak ko. Sana lang hindi ako maging masyadong pabigat
sa kanya.
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(From here on, do NOT pause for the interpreter to interpret)

Daughter

Social Worker

Daughter

Social Worker

Daughter

Social Worker

Daughter

(to patient) Huwag ka ngang magpatawa, Inay! Magiging maayos din
'van. (to social worker) Actually, | do have some questions, though.

Ask away! That's why | stopped by.

Well, I mean . . will | have to . . . um. . . it’s just that | wouldn’t want to
leave Mom alone, but what if | have to go out, like to do the shopping
or something?

One of the services that hospice offers is respite care. That means
they’ll send a volunteer to stay with your mom if you need a break.
Also a home health aide will be available to you, so you could always
step out while the aide is there.

Well, that’s a relief! Also, who will be her doctor? We’ve had so many
here at the hospital, then there’s her primary care doctor and doesn’t
the hospice team have a doctor too?

That’s a good question. I’'m not sure. Let me check on who will be
following your mom'’s overall care. But don’t worry — we won'’t leave
you without a doctor!

You all have been so helpful. We're really very grateful.

Chuchotage Practice #3
Chaplain consult with patient

Chaplain

Patient (male)

Chaplain
Patient

Chaplain

Good morning! It's good to see you again. How are you feeling today?

Bakit iyan ang tinatanong ng lahat sa akin? Ang sama ng pakiramdam
ko. Sana umalis na lang kayong lahat.

I’'m so sorry to hear you're not doing well. Tell me about it. What's up?
Ano ba'ng pakialam mo?

| do care. This is the first time I've seen you so down. Has something
happened?

(From here on, do NOT pause for the interpreter to interpret)

Patient

(sarcastically, angrily) Ang ibig mong sabihin, maliban pa sa
aksidente? Maliban sa masabihang magtatagal nang ilang taon bago
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ako makatayong muli? Kung mangyayari pa ‘yon! Maliban sa mga
babayaran at sa katotohanan na hindi ko makakapiling ang aking
pamilya at mawawalan ako ng trabaho? Maliban pa diyan? Hindi,
maliban pa diyan, maayos naman ang lahat! Gustong-gusto kong
nakahiga lang dito sa ospital! Pupunta kayo dito, ang saya-saya n’yo,
ano ba’ng alam ninyo? Tapos na ang buhay ko. Sana hinayaan na
lang nila akong mamatay sa aksidente, mas makakabuti ang ganoon
sa lahat - para sa aking pamilya, para sa aking mga anak. Anong
klaseng asawa ako kung ganito ako? Anong klaseng ama? Umalis na
kayo at iwanan n’yo akong mag-isa — ayokong makipag-usap sa iyo o
sa sinuman.
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Handout #9, RS
Practice Interpreting, Chuchotage, English-Russian

Chuchotage Practice #1.:
Physician consult with patient and her husband.

Doctor: So, how have you been feeling over the past several days? How’s the
pain been?

Patient Hy, s Hemory ckasaTb C YBEPEHHOCTbIO, YTO YYBCTBYIO 3TO. . . .

Doctor: OK. On scale from one to ten, how bad would you say it was?

Patient He 3Hato. . .BO3MOXHO YeThIpe. .

(From here on, do NOT pause for the interpreter to interpret)

Husband YeTbipe?! 3HaeTe, NpOLUSION HOYbO OHA Tak Myyunacb. Takue
cunbHble 6onun! Ckaxin 06 aTom Bpayy!

Patient [a Bce 6bIno He Tak nNnoxo.[a n 4To oHM MOryT caenatb? Y MeHs
OXOrM N0 BCEMYTENY — KOHEYHO, MHE BONbHO.

Husband HeT, mosi poporas, B Tom-ToBce u geno! OHM MOryT noMoYb
crnpaBuTbCA € 6ONbO, HO Thl AOSMKHbBI CKN3aTb UM, Koraa tebe xyxe.

Patient OHun nogymatoT, 4To 8 — yXKacHas xanobwmua.

Husband Bosce HeT.OHM 30ecb UMEHHO ANa 3TOro n HaxoaaTcsa.[ToMHULWBL?
Bpau ckasana tebe, 4To Tbl 4OMKHA YECTHO coobuaTb 0 6onun
Moxanyncta. [1ns MeHa NpoCcTO HEBLIHOCUMO BUAETb TebA Takon.

Patient Hy, B Takom cniyyae, 6bino 10. beino Tak nnoxo. Tel 1 NpaBaa
AyMaellb, YTO OHU CMOrYT YTO-HUBYAb caenaTb C 3TUM?

Chuchotage Practice #2
Social Worker consult with patient and her daughter

Social Worker | understand you’ve decided that a home hospice program would work
for you. I'd be happy to help you find one.

Patient Cnacubo. A, npaBaa, xo4y BepHyTbCA AOMON.Hy, 51 umeto B Buay B
AOM govepu.A NpocToHagdeCh, YTO 9TO HEBYyAET ANs Hee CIIMLWKOM
BonbLon oby3on.
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(From here on, do NOT pause for the interpreter to interpret)

Daughter

Social Worker

Daughter

Social Worker

Daughter

Social Worker

Daughter

(to patient) Mam, He cmewwmn meHs! Bce ByaeT B nopsake.(to social
worker) Actually, | do have some questions, though.

Ask away! That's why | stopped by.

Well, I mean . . will | have to . .. um. . . it's just that | wouldn’t want to
leave Mom alone, but what if | have to go out, like to do the shopping
or something?

One of the services that hospice offers is respite care. That means
they’ll send a volunteer to stay with your mom if you need a break.
Also a home health aide will be available to you, so you could always
step out while the aide is there.

Well, that’s a relief! Also, who will be her doctor? We’ve had so many
here at the hospital, then there’s her primary care doctor and doesn't
the hospice team have a doctor too?

That’s a good question. I’'m not sure. Let me check on who will be
following your mom'’s overall care. But don’t worry — we won'’t leave
you without a doctor!

You all have been so helpful. We're really very grateful.

Chuchotage Practice #3
Chaplain consult with patient

Chaplain

Patient (male)

Chaplain
Patient

Chaplain

Good morning! It's good to see you again. How are you feeling today?

Moyemy BCe NOCTOSIHHO crpalmnBatoT MeHsa 00 aTom? A 4yBCTBYIO
cebs yxxacHo.A xo4y, 4ToObl Bbl BCE YLUMN.

I’'m so sorry to hear you're not doing well. Tell me about it. What's up?
Kakoe Bam geno?

| do care. This is the first time I've seen you so down. Has something
happened?

(From here on, do NOT pause for the interpreter to interpret)

Patient

(sarcastically, angrily )Bbl umeeTe B Buay, KpoOMe HECYACTHOrO
cny4vas? KpomeToro, 4tobbl NOCTOAHHO Bbl roBOpUTE MHE O TOM,
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YTOYMAYT rodbl, NOKa 9 HEeBCTaHy Ha Horn? Ecnu aTo BoobLLe Koraa-
HNBYab Nnpounsonget! Kpome c4eToB 1 TOro, YTO 9 HEMOrY BbITb CO
CBOEWN CeMbeN, 1 4YTO 4 noTtepsto paboty? Kpome atoro? Her, 3a
NCKIMOYEHNEM 3TOrO BCE NMPOCTO OTNMYHO! [la MHE NpOCTO HpaBUTCA
nexarb TyT B 6onbHuue! Bbl npuxoante Takme pagocTHble, OTKyaa
BaM 3HaTb? Mosi XXM3Hb KOHYeHa. Jlyywe Obl MHe Janu ymepeTb B
aBapwumn, Tak 6b1510 Obl Nyywle 4ns Bcex — Ang Moen ceMbM, ANt MOUX
aeten.Kaknm myxem s MorybbITb B TaKOM COCTOAHUN? Kakum oTuom?
YxoauTe n ocTaBbTe MEHS OOHOTO — 9 HE XO4Y pasroBapmBaTth HU C
Bamu, HM ¢ kem-nnbo BooOLLE.
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Handout #9, EN

Practice Interpreting, Chuchotage, English-English

Practice #1

Physician consult with patient and her husband

Doctor:

Patient

Doctor:

Patient

So, how have you been feeling over the past several days? How’s the
pain been?

Well, | can certainly feel it . . . .
OK. On scale from one to ten, how bad would you say it was?

| don’t know . . . | guess, maybe a four . .

(From here on, do NOT pause for the interpreter to interpret)

Husband

Patient

Husband

Patient

Husband

Patient

Practice #2

A four?! You know you were in terrible pain last night, dear. Tell the
doctor about it.

Oh, it wasn’t so bad. Besides, what can they do? I've got burns all over
my body, of course | hurt.

No, that’s the whole point. They can help control the pain, but you have
to tell them when it's getting worse.

They’re going to think I'm a terrible complainer.
No, they’re not. That’s what they’re here for. Remember? The doctor
told you that you need to be honest about the pain. Please? | just hate

to see you like this.

Well, in that case, it was a 10. It was so bad. Do you really think they
could do something for it?

Social Worker consult with patient and her daughter

Social Worker

Patient

| understand you’ve decided that a home hospice program would work
for you. I'd be happy to help you find one.

Thank you. | really want to go home again. Well, to my daughter’s
home, | mean. | just hope that | won’t be too much of a burden on her.
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(From here on, do NOT pause for the interpreter to interpret)

Daughter

Social Worker

Daughter

Social Worker

Daughter

Social Worker

Daughter

Practice #3

(to patient) Don’t be ridiculous, Mom! It'll be fine. (to social worker)
Actually, | do have some questions, though.

Ask away! That's why | stopped by.

Well, Imean ... willl haveto...um...it's just that | wouldn’t want to
leave Mom alone, but what if | have to go out, like to do the shopping
or something?

One of the services that hospice offers is respite care. That means
they’ll send a volunteer to stay with your mom if you need a break.
Also a home health aide will be available to you, so you could always
step out while the aide is there.

Well, that’s a relief! Also, who will be her doctor? We’ve had so many
here at the hospital, then there’s her primary care doctor and doesn’t
the hospice team have a doctor too?

That’s a good question. I’'m not sure. Let me check on who will be
following your mom'’s overall care. But don’t worry — we won'’t leave
you without a doctor!

You all have been so helpful. We'’re really very grateful.

Chaplain consult with patient

Chaplain

Patient (male)

Chaplain
Patient

Chaplain

Good morning! It's good to see you again. How are you feeling today?

Why does everybody keep asking me that? | feel awful. | wish you
would all just go away.

I’'m so sorry to hear you're not doing well. Tell me about it. What's up?
What do you care?

| do care. This is the first time I've seen you so down. Has something
happened?

(From here on, do NOT pause for the interpreter to interpret)

Patient

(sarcastically, angrily) Aside from the accident, you mean? Aside from
being told that it’s going to take years to get back on my feet? If | ever
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do! Aside from the bills and the fact that | can’t be with my family and
I’m going to lose my job? Aside from that? No, aside from that,
everything'’s just fine! | just love it, lying around here in the hospital!
You come in here, all cheery, what do you know? My life is over. They
should have just let me die in the accident, that would have been better
for everyone — for my family, for my kids. What kind of husband can |
be like this? What kind of father? Just go away and leave me alone — |
don’t want to talk to you or to anyone.
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Handout #10
Practice Sight Translation Feedback form

Language pair:

Evaluator:

Date:

Criteria

Examples

Aspects of the sight
translation that the
interpreter did well

Omissions

Additions

Meaning changes

Linguistic proficiency
(e.g. false cognates,
inserted English, work-
arounds, etc)

Delivery

(e.g. stammering,
pausing, backtracking,
insecure facial
expressions)

Yes

No

Began by scanning the document for difficult words or concepts.

Asked for clarification of difficult concepts.

Interpreted at a steady rate, without long pauses between phrases or

sentences.

The interpretation sounded natural in the target language.
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Handout #11
Sight Translation Exercise, POLST

Divide into groups of two to four students with others who speak your language pair.
Divide the first page of the English-language POLST into equal sections. Each of you
should sight translate one section while the others listen for potential additions,
deletions, changes in meaning and overall fluency. Mark your observations on the
attached feedback form. After each section, and keeping in mind the guidelines for
feedback discussed earlier, provide feedback to the “interpreter.” Then continue with the
next section and the next “interpreter.”

Sight translation only page one of the POLST. Page two includes instructions for
providers. This is included for your information only, and you may review it at home.

When completed, refer to the pre-translated version of the POLST in your language

pair, if there is one, with a particular eye for difficult terminology. We have provided the
POLST here in Chinese, Korean, Russian, Spanish, Tagalog and Vietnamese.
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HIPAA PERMITS DISCLOSURE OF POLST TO OTHER HEALTH CARE PROVIDERS AS NECESSARY

Physician Orders for Life-Sustaining Treatment (POLST)

First follow these orders, then contact physician. Patient Last Name:; Date Form Prepared:
This s a Physician Order Sheel based on the person's
current medical condition and wishes. Any section not

completed implies full treatment for that section. A Patient First Name Patient Date of Birth:
copy of the signed POLST form is legal and valigi, )
EMSA #111B POLST complements an Advance Directive and is [poreire e o Medical Record #: (optonal

(Effective 4/1/2011)  not intended to replace that document. Everyone
shall be treated with dignity and respect.

A CARDIOPULMONARY RESUSCITATION (CPR):  If person has no pulse and is not breathing.
Shack When NOT in cardiopulmonary arrest, follow orders in Sections B and C.
one | OJ Attempt Resuscitation/CPR (Selecting CPR in Section A requires selecting Full Treatment in Section B)
O Do Not Attempt Resuscitation/DNR  (Allow Natural Death)

=S MEDICAL INTERVENTIONS: ___If person has pulse and/or is breathing.
Check [0 comfort Measures Only Relieve pain and suffering through the use of medication by any route,
One positioning, wound care and other measures. Use oxygen, suction and manual treatment of ainvay
obstruction as needed for comfort. Transfer to hospital enly if comfort needs cannot be met in current
location.

[ Limited Additional Interventions In addition to care described in Comfort Measures Only, use
medical treatment, antibiotics, and IV fluids as indicated. Do not intubate. May use non-invasive positive
airway pressure. Generally avoid intensive care.

O Transfer to hospital only if comfort needs cannot be met in current location,

[0 Full Treatment In addition to care described in Comfort Measures Only and Limited Additional
Interventions, use intubation, advanced airway interventions, mechanical ventilation, and defibrillation/
cardioversion as indicated. Transfer to hospital if indicated. Includes intensive care.

Additional Orders:

ARTIFICIALLY ADMINISTERED NUTRITION: Offer food by mouth if feasible and desired.
O No artificial means of nutrition, including feeding tubes. Additional Orders:
O Trial period of artificial nutrition, including feeding tubes.
O Long-term artificial nutrition, including feeding tubes.

INFORMATION AND SIGNATURES:

O| 50

Discussed with: O Patient (Patient Has Capacity) O Legally Recognized Decisionmaker

O Advance Directive dated available and reviewed >  Health Care Agent if named in Advance Directive:

0 Advance Directive not available Name:

[ No Advance Directive Phone:

Signature of Physician

My signature below indicates 1o the best of my knowledge that these orders are consistent with the person's medical condttion and preferences. |
Print Physician Name Physician Phone Number: Physician License Number:
Physician Signature: (required) Date:

Signature of Patient or Legally Recognized Decisionmaker
By signing this form, the legally recognized decisionmaker acknowladges that this request regarding resuscitative megsures fe consistent with the:
known desires of, and with the bas! interest of, the individual who Is the subject of the form.

Print Name: Relationship: (write seif if patient)
Signature: (required) — Date:

Address: , Daytime Phone Number. Evening Phone Number

SEND FORM WITH PERSON WHENEVER TRANSFERRED OR DISCHARGED
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PAA PER D OSURE OF PO 00 R HEA ARE PROVIDERS A AR
Patient Information
Name (last, first, middle). Date of Bisth: Gender.

M F

'Health Care Provider Assisting with Form Preparation === o F == ==
Name: Title: Phone Number;
Additional Contact
Name: Relationship to Patient: Phone Number:

Directions for Health Care Provider

Completing POLST

« Completing a POLST form is voluntary. California law requires that a POLST form be followed by health care
providers, and provides immunity to those who compiy in good faith. In the hospital setting, a patient will be assessed
by a physician who will issue appropriate orders,

= POLST does not replace the Advance Directive, When available, review the Advance Directive and POLST form to
ensure consistency, and update forms appropriately to resolve any conflicts,

« POLST must be completed by a health care provider based on patient preferences and medical indications.

« A legally recognized decisionmaker may include a court-appointed conservator or guardian, agent designated in an
Advance Directive, orally designated surrogate, spouse, registered domestic partner, parent of a minor, closest
available relative, or parson whom the patient’s physician believes best knows what is in the patient's best interest and
will make decisions in accordance with the patient's expressed wishes and values to the extent known.

« POLST must be signed by a physician and the patient or decisionmaker to be valid. Verbal orders are acceptable with
follow-up signature by physician in accordance with facility/community policy.

« Certain medical conditions or treatments may prohibit a person from residing in a residential care facility for the elderly.

« |f atranslated form is used with patient or decisionmaker, attach it to the signed English POLST form.

« Use of original form is strongly encouraged. Photocopies and FAXes of signed POLST forms are legal and valid. A
copy should be retained in patient's medical record, on Ultra Pink paper when possible.

Using POLST

« Any incomplete section of POLST implies full treatment for that section.

Section A:

« If found pulseless and not breathing, no defibrillator (including automated external defibrillators) or chest compressions
should be used on a person who has chosen "Do Not Attempt Resuscitation.”

Section B

« When comfort cannot be achieved in the current setting, the person, including someone with "Comfort Measures Only,”
should be transferred to a setting able to provide comfort (€.g., treatment of a hip fracture).

« Non-invasive positive airvay pressure includes continuous positive airway pressure (CPAP), bi-level positive airway
pressure (BiPAP), and bag valve mask (BVM) assisted respirations.

« [V antibiotics and hydration generally are not "Comfort Measures.”

« Treatment of dehydration prolongs life, If person desires |V fluids, indicate “Limited Interventions® or "Full Treatment.”

« Depending on local EMS protocol, "Additional Orders” written in Section B may not be implemented by EMS personnel.

Reviewing POLST

It s recommended that POLST be reviewed periodically. Review is recommended when:

= The person is transferred from one care setting or care level to another, or

« There is a substantial change in the person’s health status, or

« The person's treatment preferences change.

Modifying and Voiding POLST

« A patient with capacity can, at any time, request alternative treatment,

« A patient with capacity can, at any time, revoke a POLST by any means that indicates intent to revoke. Itis
recommended that revocation be documented by drawing a line through Sections A through D, writing “VOID” in large
letters, and signing and dating this line.

« A legally recognized decisionmaker may request to modify the orders, in collaboration with the physician, based on the
known desires of the individual or, if unknown, the individual's best interests

Thés form is approved by the California Emergency Medical Services Authority in cooperation with the statewsde POLST Task Force.
For more information or a copy of the form, visit www.caPOLST.org.

SEND FORM WITH PERSON WHENEVER TRANSFERRED OR DISCHARGED
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PyccroRisivHan BEpoUi NPEAHAIHAYEHA NA MCNONL20BANKMA TONEKO B _und:-opuauu:mw.ox uensx (Russian version Is for educational purpeses only)
HIPAA NO3BONSAET NEPEOAYY COOEPKALIEACS B ®OPME POLST UHOOPMALIUW APYMAM
MEQUUUHCKAM PABOTHUKAM MO MEPE HEOBXOAUMOCTH
Pacnopm«euun Bpava 06 MCKYCCTBEHHOM noanepXxaHuu XXU3Hu
(Physician Orders for Life-Sustaining Treatment, POLST)

Cuavana cnefyiTe arum MEMUAN, B JATOM = 5
———r c.:ymm mm o r ~ S DAMUNUR NSUMEHTR [lara noarorosxn dopas:
PECIOPRKEHUR BDEYE, OCHOSSHHER H3 TEKYLIEM COCTOMW
3R0D0SLHA NALMEHTA ¥ &0 naena-usix, bk -
&0 0aHaaeT “gnnoe nwp&“_% HOE B AanHom pastens, | Vms nauymesTa: [arta posgeHus naLpesTa
PONIHCSHHOR hopuE SENSETCR ORULNANLHM 1
mg‘; 8 ASRCTRYRILMN A (me«rnu POLST gonomiser npeinapuTemnyoe
cany 4 sHeaps 2011 1) mﬁlmﬂm():mmﬂe s gm"g&ewmnw“:&w“ BTopoe wMR NAUNSHTS: :'lnt:nm MCTOpUK Bonesu:
YEEAAUTENEHGIM I HE YHIEST B0 YENOHEECHOE OCTORMETED smbopy)
A CerpessO-NEroNHAR PEAHUMALIMA (CPR): Ecnu y nayuenma omeymemsyiom nynsc u dsixanue.
Ecnu nayuenm HE Haxodumcs & CoCmosHUY KEpoUOnYTbMOHANLHOZO WOKA, CNedosams pacnopsuxenusm & pasdenax B u C.
"f.‘f";,," [J Nurarees peanumupoBats/CPR (ssifop CPR & payiene A rpebyer esibopa xnankoro nevesusiy 8 payiene B)
awpoam | 7] He peanmupoBaTh/DNR (noaaonuTs ywepeTs ECTECTBEHHOA CMEPTLIO)

MenuumHCKOE BMEATERLCTRD: Ecnu y nayuenma ecnis nynke w/unu naquesm Gsuuum.

B [ Tonuko cumnToMaTHYECKAN TEPANKA. UCHONBIOEATS MOBOR COCOE BBEAEHIS NEKANCTAEHHLX NPENADATOR B OPFARKIM, yaoSkoe

W NONOKEHWE NBUMEHTA, YXOA 33 PEHOR W APYIHe Meps! No oBnerereo Hame » cTpaganist. MPWMEHATS KUCAOPOR, SCTUPELMIO W YCTPANEHWE

A HENPOXDAMMOCTI ALIXATENLHEN MYTER BPYLHYI0 NO MOPE HEOGXOAMMOCTH G LIeNLI oBecnewesmnr komthopTa naumenTs. Mepesscmu ¢ GonbMuLy,
MOREKD EC/TU HEM BOMONHOCTIY NPECOCMBSUMb HeoGredUMbIE ANA MALLEHITIA YX00 U NEYSHUR Maw, 208 OH REXOOUMOR 6 HACMORLUES BDEMS.

[J Orpanusentble RONONHWTENLHBLIC BMEWATENLCTEA. B 10N0NHERE K MEPAM, ONHCEHHLM B NYHKTE « TONBKO CHMITTOMATHYECKAR
TEPANWAD, HCNONLIOBATS MELHKAMEHTOIHOE NENEHNE, SHTUOOTIIK W BHYTPMBEHHOE BBESHIWE MMAKOCTEN N Mepe Heobxoavmocv. He
uHTYGuposaTs. [onyckaeTcs WCNONL30BAHWE HEMKEAZUBHOND METORE BEHTUNRLMR ALIXSTENBHLX NYTEA C NONCKHTENEHLIM Aaunanmen, B
BONbusMHCTeS CAyHaes WIBEraTs WHTEHCHBHOR TEPSNHM.

O lMepesecmu & GoNbHULY, MOMBKY BT/ HEVT BOINORHOCTIU NHECOCMBaINME HEOBXOAUMLIE GnSt NBUUEHMS YXOO U NEYBHIE maM, 20e
OF HEXOGUMCH 8 HECTIOAILGE SPEUR.

[ Monxoe nevenne. B acaanHenne k MEDEM, ONUCEHHEIM 8 NYHKTE « TANLKO CHMITTOMATUNECKAR TEPaNUA» i «Orpasuyentme
ACNONMATENLHLE EMEWATENLCTBAY, NDUMEHATE UHTYDALIMIO, UHTEHCHBHEE METOALI BOSAEACTBMR HE \LIXETENbNLIE NYTH, MEXAIHECKYID
BEHTWIALMIO 1 ACHUODUNNELIN0 ANEKTROMMITYNLCHYID KAPANONOMHECKYI0 TERanUIo No mepe HeobixonmmocTy. Mepesecmu o Gomsnuwy,
Bomy weolxodumo. Brumovaem & cobs LMMeHCUSHYID MEPantioo

Jononuurentbie pacnopRmeHn:

c Mexycoreensoe MuTanme: TMpu GOIMONHOCTIU U AU WEN2HUL NAYUSHMa Npedoxumes NpUHAMUE MU Yepes porm.
O He NpoBoguTE MCKYCCTREHHOS MUTEHWE, BRINEN NKTEHWE HEPEes JOHA. JONOnHHTENbHLE PACNOPFRKEHUS.
“&f’:" O McKyCCTBEHHOE NIUTENNE, BKNIOUARN MUTIHWE YBPES 30H, B Teuelne

Sapusam ONPENENEHHOrO NPOBHOMD NepProaa.
0 JonroepeserHos UCKYCCTBEHHOE NWTAHNE, BRINONER NUTIHAE YEDES S0,

D Wrooruaums U Monnwes:

Obcyxpero c: 0 Nauwesitom (nauvesT cnocoben) O lHuom, “MEIOLUM NPEB0 NPUHWMETL PELEHNS O
NEYEHUN OT MMEHM NaLMeHTa
O Npeasapurentioe PacnoprmeHme or BCTL B HANWHM > MNpepcTasuTens NO BONPOCEM OKI3EHUA MEAULIMHCKOW
W NEPECMOTPEHD FIOMOLLM, ECIM YKS3AH B NPEASADATENSHOM DACHOQSIREHIN
O NMpesapuTEnbHono PECNOPAMEHUA HET B HAMMNKK Was 1 chammunus:
O lNpegsapuiensioe PECNOPREEHWE HE COCTARNEHO Tenedo:
MNognucek Bpava
Mummwm&m N1, momnm.mmmmnmmmu S30P0ELR NALNEHTE W 810 NONENSHWAX.
Vima 1 hamunus apava nevaTHbiMg Sykeanm: Tenegou spava: Howep nuueHaun spasa:
Mogmuce Bpava. (ofasamensHo) Hava

MoanKcs NaUMEHTa MK NUUE, MMEIOWEND NPABo NPUHHMATL PelleHHA O NeYSHWW OT UMEHW NaLMeHTa
Crann caow MyIrmcs Ha 3T0R QopMe. ILO, MMESILSS PSSO NOWHIMATS DELIEHIR O NIENEHIAK OT HMEHI NSUMEHTE, NOJITBETRASET, YT YCASIHNGE B HACTOMUSY
AOKYMEHTE PAGHAMBLIMOHHSIE MEDE, COUTBETCTEYIOT HIEECTHLM MENSHIAM W HIWTYVLLIHM WHTEDECIM NSLMENTS, HIJINHOID O HICTORU|EM A0KYMEHTE,

Viss M hamunng nesarismm Gyxsamm: Crenexb poRCTRA: (eciu cam naLusmm,
IVIUUTME «CaNS)

Moanucs: fobsrsamensin) e

Anpec: Tenedam;anemoe BPEMA Tenedon B BeNepHee Bpems;

AAHHAH ®OPMA OOITKHA BbITe C MAUWUEHTOM MNPW Er0 NEPEBOAE WU BLINUCKE
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La version en espanol solo se debe usar con fines educativos (Spanish version is for educational purposes only).

Interpreting in Palliative Care

La ley HIPAA permite la revelacion de las POLST a otros profesionales de atencion
de la salud en la medida que sea necesario

Ordenes del médico de tratamiento para el mantenimiento de la vida
(Physician Orders for Life-Sustaining Treatment, POLST)

Primero siga estas ordones y después pongase en contacto ; i
con ol médlco, Esta e una Hoja de érdenes del méico basads | Pea0 del paciente: Peci de rpmcin
en el estado médico y desecs actuales do 3 persona, Toda
secoion que no esté completads implica tratamiento completo | Nombre del paciente. Fecha de nacimiento del
para esa secoidn, Una copla del formulano POLST firmado es padiente:
EMSA #1118 legal y valido, Las POLST son un complemento a una directiva '
{En vigor 4/1/2011) anscpada y no tienen el objetivo de reemplazar ese documento. | Segundo nombre del paciente: | N® de registro médico: (opcional)
Se debe fratar a fodos con dignidad y respeto.

Marmue
uno

Resucitacién cardiopulmonar (RCP): Si la persona no tiene pulso y no esta respirando.
Cuando NO se halla en paro cardiopulmonar, seguir fas 6rdenes en las secciones By C.

[ Intentar resucitacion/RCP (Si selecciona RCP en la seccitn A tlene gue seleccionar Tratamiento completo en la seccidn B)
[ No intentar resucitacion/DNR (permitir la muerte natural)

B
Marque
unc

Intervenciones médicas: Si Ia persona tiene pulso y/o esta respirando.

[] Solo medidas paliativas Aliviar el dolor y el sufrimiento por medio del uso de medicacidn por cualquier via, posicionamiento.
cuidado de las beridas y otras medidas. Usar oxigeno, succion y tratamiento manual de is obstruccidn de ias vias respiratorias segin
sea necasari para el confort del paciente. Trasfadar al hospital solamente si las necesidades paliativas no se pueden cumplir en
la ubicacion aclual

1 Intervenciones adicionales limitadas Ademas de I atencion descrita en Solo medidas paliativas, usar tratamiento médico,
antibidticos y fluidos intravenosos segin esté indicado. No entubar. Se puede usar presion positiva no invasora en las vias
respiratorias. Evitar en general cuidados intensivos.

[ Trastadar al hospital solamente si los necesidades paliativas no se pueden cumplir en la ubicacién actual.

[ Tratamiento completo Ademas de la atencidn descrita en Solo medidas paliativas e Intervenciones adicionales limitadas, usar
entubacion, intervenciones avanzadas en las vias respiratorias, ventilacion mecanica y desfibrilacion y cardioversion segin esié
indicado. Trasladar al hospital si estd indicado. Incluye cuidados intensivos.

Ordenes adicionales:

Nutricién administrada artificialmente: Ofrecer alimentos por boca, si es posible y deseado,

0O No adminislrar nutricidn por medios ariificiales, incluyendo Ia alimentacion por tubo, Ordenes adicionales;
0O Perlodo de prueba de nutricién artificial, incluyendo la alimentacion por tubo.
O Administrar nutricién artificial a largo plazo, incluyendo la alimentacidon por tubo.

ol o

Informacién y firmas:
Hablado con: [0 Paciente (paciente tiene capacidad de hacero) O Encargado de tomar decisiones reconocido legaimente
0O Dweciiva anticpada con fecha dsponible y revisada - Agente para la atencion de la salud, si fue nombrado en la
O Directiva anficipada no esta disponible diractiva anticipada:
O No hay una directiva anticipada Nombre:

Teléfono:
Firma del Médico
M firma 3 continuadion indica que a mi mejor saber y entender estas drdenes son consecuentes con el estado médico y fas preferencias de ia persona.
Nombre del médico en letra de molde N° de teléfono del médico: N® de licencia profesional del medico
Firma del médico: (requenda) Fecha

Firma del pacienie-o encargado de tomar decisiones reconocido legalmente
Al firmar este formulario, el encargada de tormar dedisiones reconocido legalmente reconooe que este pedido relativo a medidas de resucitacion es
mmomlosdeseosmnoddasyelmgorﬂaesdehpeamaquesob)aoddfomdmio.

Nombre en letra de molde: Retacién: (escridir Sf mismo & es
&l pacients)

Firma: (requerida} Fecha

Direccidn N° de teléfono de dia N® de teléfono de noche:

Enviar el formulario con la persona si se le trasladada o da de alta
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Ang bersiyon sa Tagalog ay para sa layuning pang-edukasyon lamang (Tagalog version Is for educational purposes only).
ANG HIPAA AY NAGPAPAHINTULOT NG PAGSISIWALAT NG POLST SA IBANG MGA TAGAPAGKALOOB
NG PANGANGALAGANG PANGKALUSUGAN GAYA NG KAILANGAN

Mga Utos ng Doktor para sa Paggamot na Nagpapatuloy ng Buhay
(Physician Orders for Life-Sustaining Treatment, POLST)

Una ay sundin ang mga utos na ito, at saka tawagan ang doktor, | Apelyido ng Pasyente: Petsa Inlhanda ang Porma;
o ay isang Pwpm":%m lPh"v:an&v}iusheenbchyu
na hindi dﬂmmw:m’wmg ng t::nq paggamol pera =s | Unang Pangalan ng Pasyente: | Peisa ng Kapanganakan ng

ety e bl L Ly LT ] Eaae
= = m sa 0
fﬁ:&.‘; E- vy (Advance Direclive) at hindk nmg.a na palitan ang dokumentong #o. | Gitnang Pangalan ng Pasyente: | Numero ng Rekord na Medikal
Ang lahat sy dapat ¥aluhin nang may dgnidad at paggateng. (at-sapilitan)
A PaceagaLik NG MaLay-Tao Na Kauckay NG Puso AT Baga Kung ang tao ay walang pulso at hindi humihinga.
(CaroiopuLmonary Resuscitanion, CPR): Kapag HINDI dumaranas ng paghadlang ng pagyanepﬂ
Markshsn ng puso at baga, sundin ang mga utos sa mga Seksyon B at C.
#0912 | M Subukan ang Pagbabalik ng Malay-Tao/CPR (Ang pagpili ng CPR sa Seksyon A 3y nangangailangan ng pagpili ng Buong
Paggamot sa Seksyon B)
[J Huwag Tangkain ang Pagbabalik ng Malay-Tao (Hayaan ang Natural na Pagkamatay)
B Maa Pamamacirane Mepiad: Kung ang tao ay may pulso at/o humihinga. |

[0 Mga Hakbang na Pampaginhawa Lamang Bawasan ang pananakit al paghihirap sa pamamagitan ng paggamit ng gamot 3
anumang futa, posisyon, pangangalaga ng sugat af ibang mga hakbang. Gumamit ng oxygen, paghigop at manwal na paggamot ng bara sa
paghinga gaya ng kailangan para guminhawa. Hiipat famang ng ospital kung ang mga pangangaitangen ng ginhawa ay hindl matugunan sa
kasalukuyang lokasyon

[J Mga Limitadong Karagdagang Pamamagitan Bilang karagdagan sa pangangalagang infarawan sa Mga Hakbang na Pampaginhawa
Lamang, gumamit ng mga paggamot na medikal, antibayotiko, al maa likidong IV gaya ng ipinabatid. Huwag tusukan ng fubo. Maaarnng gumamit
ng di-sumasalakay na posilibong puwersa sa daanan ng hangin. Pangkaraniwang iniiwasan ang matinding pangangalaga.

[ tipat lamang ng ospital kung ang mga pangangailangsn ng ginhawa ay hindl malugunan sa kasalukuyang lokasyon

[J Buong Paggamot Bilang karagdagan sa pangangalagang infarawan 3 Mga Hakbang na Pampaginhawa Lamang at Mga Limitadong
Karagdagang Pamamagdan, gumamit ng pagtusok ng tubo, mga matataas na pamamagitan sa daanan ng hangin, mekanikal na
bentifasyon, at defibrillation/cardioversion gaya ng ipinabatid. Mipat ng ospital kung ipinababd Kabilang ang matinding pangangalega

Mga Karagdagang Utos:

Markahan
ang (sa

c ArnipisyaL Na Iammicay Na Nutrisyos: _Mag-alok ng pagkain sa pamamagitan ng bibig kung magagawa at hinahangad.
O Walang anipisyal na paraan ng nutrisyon, kabilang ang mga tubo sa pagpapakain, Mga Karagdagang Utos:
ang lza O Pagsubok na panahon ng artipisyal na nutrisyon, kabilang ang mga tubo sa pagpapakain.
O Pangmatagalang artipisyal na nutrisyon, kabilang ang mga tubo sa pagpapakain.

D ImPoRMASYON AT Mca Pirma:

Tinalakay sa: O Pasyente (May Kekayahan ang Pasyente) O Legal na Kinkilalang Tagagaws ng Desisyon
0O Maagang Tagublin na may petsang makukuha &t nirepaso 2 Ahente sa Pangangalagang Pangkalusugan na tinukoy sa
O Maagang Tagubilin hindi makukuha Maagang Tagubiin
0 Walang Msagang Tagubilin Pangalan:
Telepono:

Pirma ng Doktor
Ang pirma =a ibaba ay nagpapabatid sa abot ng aking ksalaman na ang mga utos na o ay umaayon sa mga koadisyong medikal at mga nais ng 150.

llimbag ang Pangalan ng Doktor Numero ng Telepono ng Doktor: Numero ng Lisenstya ng Doklor.

Pirma ng Doklor: (Kinakaiangen) Petsa:

Pirma ng Pasyenten al na Kinikilalang Tagagawa ng Desisyon
Sapawir’l‘gsaw%mm.eltu”\;gapnglegdmhﬁinhhgrghggagmngdegsymmangmMmmlmMumMmmbabaﬁng
malay-tac ay umaayon sa mga alam na hinahangad ng, at makakabiti sa, taong finutukoy ss pormang ito.

[imbag ang pangalan’ Relasyon: (isufat ang sanl kung pasyents)
Pirma: (kinaksilangan) Petsa
—ﬁahﬁn: ' Numero ng Telepono sa Araw: Numero ng Telepono sa Gabi:

IPADALA ANG PORMA SA TAO TUWING INILILIPAT O INILALABAS
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Ban tiéng Viét chi danh cho cac muc dich giao duc (Vietnamese version is for educational purposes only)

HIPAA CHO PHEP TIET LO POLST CHO CAC CHUYEN VIEN CHAM SOC SUC KHOE KHAC NEU CAN

Lénh Bac SiDiéu Tri Duy Tri Mang Séng

(Physician Orders for Life-Sustaining Treatment, POLST)

Trwdre hét hay tuan hanh cac Ignh nay, sau 36 fién lac véi | Ho Bénh Nhan Ngdy Lap M

béc si. By I Ter Lénh Béc STdya trén tinh trang y khoa hién

nay va ¥ nguyén cla bénh nhan. BAt clr doan ndo khang dién [ o T :
SRR thi ham y & ciéu ki todn b6 cho oan 66, Ban sa cia iy | 10" e Nnan b i
(Condu canizonty  POLST cd chiy ky & hop phdp va hop ié. POLST bd tic Chi

Thi Trudre va khéng c6 myc dich thay thé van kién do. Moi | Tén Lot ciia Banh Nhan; S6 H& So' Y Khoa: (tdy 7)

ngudi phai durgre 361 xi¥ tron nhén phdm va ton trong.
A Hor Siwn Tim Puét (CPR): Néu ngudi ndy khéng cé mach dap va khong tho.

il Khi KHONG bj ngung hoat dong tim phoi, hdy p dyng céc Iénh trong Doan B va C.
viomg | ] C& Hai Sinh/CPR (Chon CPR trong Doan A thi phai chon Bidu Tri Toan B trong Doan B)
[0 Birng Cé Héi Sinh/DNR (Allow Natural Death) (Bé Chét Tw Nhign)

B Can Trier Y Knoa: Néu nguwoi nédy c6 mach dang dap vi/hodc dang tho.
[ chi Ap Dung Céc Bign Phap Gitp Thoai Mal Giam dau va khd s& bing cich diing thudc theo bt cir cach, tr thé ndo, cham sbe
vét thuomng va cac bién phap khac, Ding duwdmg khi, hit va thdng vat can khi quan bing tay ndu cin dé duoc thodi mai. Chi thuyén

chuyén t61 bdnh vign néu khong thé dsp tmg duore: che nhu cdu thodi mai tai dia didm hién nay

[ Can Thiép B Tic Giéi Han Ngoai dich vy cham soc néu frong doan Chi Ap Dung Cac Bién Phép Gidp Thoal Mai. hdy 4p dyng bién
phap déu tri y khoa, thude try sinh, va chét Idng truyén IV theo chi dén. Dimg ludn dng. Ca thé ding cach bom khéng khi cb ap subt cao
vao khi quan ma khdng x&m pham dén cor thé. Néi chung tranh cham séc cép tinh.

O3 Chi thuyén chuyén 161 bénh vién néu kidng thé dép Umg dupe cdc nhu cdu thodi mai tai dia diém hién nay.

[0 Bidu Tri Toan Bd Ngoai dich vy chém séc néu trong cac doan Chi Ap Dyng Cac Bién Phap Giup Thodi Mai va Can Thiép B Tuc Gidi
Han, hdy sir dyng 6ng ludn, cac bién phap can thiép khi quan tan tién, thong khi bing dung cy, vé kich thich tim bing didn theo chi thi.
Thuyén chuyén t1 bdnh vign néu cdn. Gém ca cham soc cdp tinh

Cac Lénh Khac:

Bénh Ddu
Via Mor

C Tier Dinu Duowe NuAN Tao: Chi cho an bang miéng néu co thé duwoc va néu muon.

S O Khang co phurong tidn tiép dinh duiing nhin tao, ké ca dng truyén thire dn. Céc Lénh Khac:
vio s | O Giai doan thir iép dinh durdmg nhan 130, ké ci dng truyén thire an.
O Tiép dinh dwdng nhan tao dai han, k& ca dng truyén thize &n.

D Ci Tier VA Chir Kv:

Dathao lugnvei: O Bénh Nhan (Bénh Nhan Minh Min) O Ngudi Quydt Dinh Burgc Cong Nhan Hop Phap

0O  Chi Thj Trude lam ngay cova daxem 2> Dai Dién Cham Séc Stre Khoe néu cb ién trong Chi Thi Treée:
0O Chi Thj Trurde khang cd & day Tén:

O Khang cd Chi Thj Trude Bién Thoal:

Chir Ky Bac S1

Chir ky chia tal duos &y cho biét |a theo hét khé nding hidu bidt cla t8l thi cac Iénh ndy phi hop véi tinh trang y khoa vé J nguyén cia bénh nhan,
Viét Tén Bac STBéng Chir In 56 Dién Thoai cla Bac ST- S6 Gidy Phép Hanh Nghé cia Béc ST,
Chiy Ky Bac ST. (phéi cd) Noay:

Chir Ky Bénh Nhan hodc ciia Nguwéd Quyét Dinh Buge Céng Nhdn Hop Phéap
Khi ky véo miu ndy, ngudi quyét dnh dugc cdng nhén hop phép nhin nhdn ring yéu clu ndy vé cae bign phap hdi sinh phis hop Wil cée ¥ mudn duge biét,
va cho quydn lof 1t nhdt, clia ngud 18 a8 tegng trong mdu ndy,

Viét Tén Chir In: Lién Heé: (vidt chinh ban thin 16/ néu
bénh nhén)

Chir Ky (phai co} Ngay:

Bia Chi. S4 Dién Thoai Ban Ngay: St Bién Thogi Budi Thi:

GUI MAU THEO VO1 NGU'O1 NAY BAT CU KHI NAO THUYEN CHUYEN HOAC XUAT VIEN
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Handout #12
Sight Translation Exercise: Pre-hospital DNR

Divide into groups of two to four students with others who speak your language pair.
Divide the first page of the English-language pre-hospital DNR into equal sections. Each
of you should sight translate one section while the others listen for potential additions,
deletions, changes in meaning and overall fluency. Mark your observations on the
attached feedback form. After each section, and keeping in mind the guidelines for
giving feedback discussed earlier, provide feedback to the “interpreter.” Then continue
with the next section and the next “interpreter.”

When completed, refer to the pre-translated version of the pre-hospital DNR in your
language pair, if there is one, with a particular eye for difficult terminology. We have
provided the DNR here in Chinese, Korean, Russian, Spanish, Tagalog and
Viethamese.

249



Interpreting in Palliative Care

EMERGENCY MEDICAL SERVICES
PREHOSPITAL DO NOT RESUSCITATE (DNR) FORM

PURPOSE

The Prehospital Do Not Resuscitate (DNR) Form has been developed by the California Emergency
Medical Services Authority, in concert with the California Medical Association and emergency medical
services (EMS) providers, for the purpose of instructing EMS personnel to forgo resuscitation attempts in
the event of a patient's cardiopulmonary arrest. Resuscitative measures to be withheld include chest
compressions, assisted ventilation, endotracheal intubation, defibrillation, and cardiotonic drugs. The
form does not affect the provision of other emergency medical care, including palliative treatment for
pain, dyspnea, major hemorrhage, or other medical conditions.

APPLICABILITY

This form was designed for use in prehospital settings — e.g., in & patient’s home, in & long-lerm care
facility, during transport to or from a health care facility, and in other locations outside acute care
hospitals. However, hospitals are encouraged 1o honor the form when a patient is transported to an
emergency room. California law protects any health care provider (including emergency response
personnel) who honors a properly completed Prehospital Do Not Resuscitate Form (or an approved wrist
or neck medallion) from criminal prosecution, civil liability, discipline for unprofessional conduct,
administrative sanclion, or any other sanction, if the provider believes in good faith that the action or
decision is consistent with the law and the provider has no knowledge that the action or decision would be
inconsistent with a health care decision that the individual signing the request would have made on his or
her own behalf under like circumstances. This form does not replace other DNR orders that may be
required pursuant to a health care facility’s own policies and procedures governing resuscitation attempis
by facility personnel. Patients should be advised that their prehospital DNR instruction might not be
honored in other siates or jurisdictions,

INSTRUCTIONS
The Prehaospital Do Not Resuscitate (DNR) Form must be signed by the patient or by an appropriate
surrogate decision-maker if the patient is unable to make or communicate informed health care decisions,
The surrogate should be the patient's legal representative (e.g., n Durable Power of Attorney for Health
Care agent, a court-appointed conservator, a spouse or other family member) if one exists. The patient's
physician must also sign the form, affirming that the patient/surrogate has given informed consent to the
DNR instruction.,

The original of the form should be retained by the patient. The completed form (or the approved wrist or
neck medallion — see below) must be readily available to EMS personnel in order for the DNR instruction
to be honored. Resuscitation attempts may be initiated until the form (or medallion) is presented and the
identity of the patient is confirmed.

A copy of the form should be retained by the signing physician and made part of the patient's permanent
medical record,

A copy of the form may be used by the patient to order an optional wrist or neck medallion inscribed with
the words "DO NOT RESUSCITATE-EMS." The Medic Alert Foundation (2323 Colorado Avenue,
Turiock, CA 95381) is an EMS Authority-approved supplier of the medallions, which will be issued only
upon receipt of a properly completed Prehospital Do Not Resuscitate (DNR) Form (together with an
enroliment form and the appropriate fee). Although oprional, use of a wrist or neck medallion facilitates
prompt identification aof the patiemt, avoids the problem of lost or misplaced forms, and is strongly
encouraged.
REVOCATION

If & decision is made to revoke the DNR instruction, the patient's physician should be notified
immediately and all copies of the form should be destroyed, including any copies on file with the Medic
Alert Foundation or other EMS Authority-approved supplier. Medallions and associated wallet cards
should also be destroyed or returned to the supplier.

O abont mple iwm of the Prehospital Do Not Resuscitase (DNR) Form should be directed o the local EMS agency
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Ayf)“ Seg,
§ n{v__*u % EMERGENCY MEDICAL SERVICES ?{ flJJ‘J LA_X
i ™ PREHOSPITAL DO NOT RESUSCITATE (DNR) FORM ' g = =

CAror™
An Advance Request to Limit the Scope of Emergency Medical Care

1, request limited emergency care as herein described.
(Print patient’s name and medical record mumber)

I understand DNR means that if my heart stops beating or if [ stop breathing, no medical
procedure to restart breathing or heart functioning will be instituted.

I understand this decision will not prevent me from obtaining other emergency medical care by
pre-hospital emergency medical care personnel and/or medical care directed by a physician
prior to my death.

I understand I may revoke this directive at any time by destroying this form and removing any
"DNR" medallions.

I give permission for this information to be given to the prehospital emergency care personnel,
doctors, nurses or other health personnel as necessary to implement this directive.

| hereby agree to the "Do Not Resuscitate" (DNR) order.

Patient/Surrogate Signature Date

Print Surrogate's same Relationship to Patient Surrogate’s phone number

By signing this form, the surrogate acknowledges that this request to forego resuscitative measures is consistent
with the known desires of and with the best interest of the individual who is the subject of this form.

| affirm that this patient/surrogate is making an informed decision and that this directive is
the expressed wish of the patient/surrogate. A copy of this form is in the patient's permanent
medical record.

In the event of cardiac or respiratory arrest, no chest compressions, assisted ventilations,
intubation, defibrillation, or cardiotonic medications are to be initiated.

Physician Signature Date

Print Name California License number Telephone

THIS FORM WILL NOT BE ACCEPTED IF IT HAS BEEN AMENDED OR ALTERED IN ANY WAY
PREHOSPITAL DNR REQUEST FORM

Original is to be kept by patient

Submit a copy to be kept in patient's permanent medical record

If an authorized DNR medallion is desired, submit a copy of this form, with Medic Alert enrollment form, 10
Medic Alert Foundation, 2323 Colorado Avenue, Turlock, CA 95381,

To obtain the Medic Alert enrollment form, call 1-800-432-5378
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& zf’z’?fi!f("%t SERVICIOS MEDICOS DE EMERGENCIA y (’l \

3 ‘f Z FORMULARIO DE NO RESUCITAR (DO NOT RESUCITATE _.'JJL‘-X

> & (DNR)) CALIFORNIA
Cagronw™ ANTES DE INGRESAR AL HOSPITAL MEDICAL ASSOCIATION

(Spanish Form)

Una solicitud anticipada para limitar el alcance del cuidado médico de emergencia

Yo, solicito cuidado de emergencia limitado de conformidad con lo que aqui se
describe. (Escribir con letra del molde el nombre del paciente y el nimero de expediente médico)

Entiendo que DNR significa que si mi corazon deja de latir o si dejo de respirar, no se instituira
ningan procedimiento médico para reactivar la respiracion o el funcionamiento del corazon.

Entiendo que esta decisidn no evitara que reciba otro tipo de cuidado médico de emergencia de
parte de personal de cuidado médico de emergencia antes de ingresar al hospital o de cuidado
médico dirigido por un médico antes de mi fallecimiento.

Entiendo que puedo revocar esta instruccion en cualquier momento si destruyo este formulario y
me quito cualquier medalla que me identifigue como "DNR".

Doy mi autorizacién para que esta informacién se entregue al personal , médicos, enfermeras y
demas personal médico de cuidado de emergencia antes de ingresar al hospital, segin sea
necesario para implementar esta instruccion.

Por este medio estoy de acuerdo con la orden de "No resucitar (DNR)".

Firma del paciente/sustituto Fecha

Nombre en letra de molde del sustituto Relacion con el paciente Numero de teléfono del sustituto
Al firmar este formulario, el sustituto reconoce que esta solicitud de renunciar a las medidas de resucitacién es
consistente con el deseo conocido y en el mejor interés de la persona referida en este formulario.

Ratifico que este paciente/sustituto esta tomando una decision informada y que esta instruccion
es el deseo expreso del paciente/sustituto. Una copia de este formulario se guardé en el
expediente médico permanente del paciente.

En el caso de un paro cardiaco o respiratorio, no se llevara a cabo masaje cardiaco, respiracion
artificial, intubacién, desfibrilacion o medicamentos cardiotonicos.

Firma del médico Fecha
Nombre en letra de molde Numero de licencia de California
Teléfono

ESTE FORMULARIO NO SE ACEPTARA SI ESTA ENMENDADO O ALTERADO DE ALGUNA FORMA

FORMULARIO DE SOLICITUD DE DNR ANTES DE INGRESAR AL HOSPITAL
El paciente debe conservar el original.
Se debe entregar una copia para el expediente médico permanente del paciente.
Si desea una medalla autorizada que identifique al paciente como DNR, se debe presentar una copia de
este formulario con el formulario de inscripcién de Medic Alert, a:
Medic Alert Foundation, 2323 Colorado Avenue, Turlock, CA 95381.
Para obtener el formulario de inscripcion de Medic Alert, llame al 1-800-432-5378.
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Vietnamese Form

Cagipor®™

Yéu Cau Trwdc Vé Viéc Gigi Han Pham Vi Chdm Soc Cap Ciru

Tol, ___yéu cau chi nhan cac dich vu cham soc cap ctru han ché nhw
(Viétin ténlbénh nhan va so6 ho so' y té)
mo ta trong giay nay.

Toi hiéu rang DNR c6 nghta & néu tim t6i nglrng dap hoac néu toi ngirng thé, khong mét th
thuat y té nao sé dwgc thyc hién dé gitp téi thé lai hay giup tim téi dap lai.

Toi hiéu rang quyét dinh nay sé khong ngan can toi nhan cac dich vu cap ctru khac ctia nhan
vién cham séc cap clru trwdc khi nhap vién va/hoac cac bién phap cham soc y té theo chi
dinh cua bac si trwde khi téi tlr vong.

Toi hiéu rang t6i c6 thé rat lai quyét dinh nay vao bat ky lic nao bang cach hay gidy nay va
cdi ra bieu twong "DNR", néu cb.

Téi cho phép cung cép théng tin nay cho nhan vién cham soc ,cép’quu trwde khi nhap vién
cling nhw cac bac si, y ta hoac nhan vién y té khac khi can thiet dé thwc hién quyeét dinh nay.

Bang gidy nay tdi déng y v&i lénh "Khéng Hoéi Sinh" (DNR).

Ch{r Ky cia Bénh Nhan/Nguw¢i Dai Dién Ngay

Viét chi¥ in tén clia Ngwoi Dai Dién Quan Hé véi Bénh Nhan Sb dién thoai ctia Nguoi Dai Dién

Khi ky tén vao gidy nay, ngwov dai dién xac nhan rang yéu céu bé qua cac bién phap héi sinh nay phu hop véi
nguyén vong da bay té cda va vi loi ich cao nhét cda déi tirong cua gidy nay.

Toi xac nhan rang bénh nhan/ngwoi dai dién nay dang dwa ra mét quyét dinh cé can nhac va
quyet dinh nay la nguyén vong da bay t6 cia bénh nhan/nguwoi dai dién do. Mot ban sao cia
giay nay dwoc dwa vao ho so y té dai han cda bénh nhan.

Trong tredng hop ngirng tim hoac ngieng thd, khdng can tién hanh ép nguc, théng dwdng
th®, dat ong, khir rung tim, hoac dung céac loai thudc tro tim.

Chir Ky cta Bac St Ngay

Tén Viét Chi In S6 Giay Phép cula California Dién Thoai

GIAY NAY SE KHONG BUOC CHAP NHAN NEU DA Bl SUA BOI HAY THAY BOI DUOI BAT KY HINH THUC NAO

GIAY YEU CAU DNR TRUOC KHI NHAP VIEN

Ban gbc do bénh nhan giz ]
Gl;l’i mét,bén sao dé lvuvaoho soy te dai han ctia bénh nhan ) )
Néu muon cé biéu twgng DNR chinh thirc, hay ndp mét ban sao cua giay nay cung véi giay ghi

danh Medic Alert cho Medic Alert Foundation, 2323 Colorado Avenue, Turlock, CA 95381.

Dé 4y gidy ghi danh Medic Alert, hay goi s6 1-800-432-5378
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(DO NOT RESUSCITATE, DNR) MEDICAL ASSOCIATION
Tagalog Form

Isang Maagang Kahilingan na Limitahan ang Saklaw ng Emerhensiyang Pangangalagang Medikal

Ako, si , ay humihingi ng limitadong emerhensiyang
(llimbag ang pangalan at numero ng medikal na rekord ng pasyente)
pangangalaga katulad ng nakalarawan dito.

Nauunawaan ko na ang DNR ay nangangahulugan na kung tumigil sa pagtibok ang aking puso o kung
tumigil ang aking paghinga, walang gagawing medikal na pamamaraan upang muling ibalik ang hininga o
patibukin ang puso.

Nauunawaan ko na ang desisyong ito ay hindi magiging hadlang sa akin para makakuha ako ng iba pang
emerhensiyang pangangalagang medikal mula sa mga tauhan sa emerhensiyang pangangalagang
medikal bago

maospital at/o pangangalagang medikal na ibinibilin ng isang doktor bago ang aking pagkamatay.

Nauunawaan ko na maaari kong bawiin ang tagubiling ito anumang oras sa pamamagitan ng pagsira sa
form na ito at pagtanggal sa anumang medalyon na “DNR”.

Ibinibigay ko ang pahintulot para maibigay ang impormasyong ito sa mga tauhan sa emerhensiyang
pangangalaga bago maospital, mga doktor, mga nars o iba pang mga tauhang pangkalusugan kung
kinakailangan upang ipatupad ang tagubiling ito.

Sa pamamagitan nito sumasang-ayon ako sa utos na “Huwag Nang Sikaping Ibalik ang Paghinga” (DNR).

Pirma ng Pasyente/Kahalili Petsa

llimbag ang Pangalan ng Kahalili Relasyon sa Pasyente Numero ng Telepono ng Kahalili

Sa pamamagitan ng pagpirma sa form na ito, tinatanggap ng kahalili na ang kahilingang ito na huwag
gamitin ang mga pamamaraang pagpapabalik ng paghinga ay naaayon sa mga nalalamang kagustuhan at
avon sa pinakamabutina interes na indibidwal na paksa na form na ito.

Pinatutunayan ko na ang pasyente/kahalili ay gumagawa ng napaliwanagang desisyon at ang tagubiling ito ay isang
hayag na kagustuhan ng pasyente/kahalili. Ang isang kopya ng form na ito ang nasa permanenteng medikal na
rekord ng pasyente.

Kapag nagkaroon ng pagtigil ng normal na sirkulasyon ng dugo dahil sa kabiguan ng puso na epektibong gumalaw
(cardiac o respiratory arrest), walang gagawing mga kumpresyon ng dibdib, tinutulungang paghinga, paglalagay ng
tubo, paggamit ng elektrikal na enerhiya (defibrillation), o mga gamot na nagpapalakas ng paghila ng kalamnan na
nagbobomba ng dugo mula sa puso (cardiotonic medications).

Lagda ng Doktor Petsa

Ilimbag ang Pangalan Numero ng Lisensya sa California Telepono

HINDI TATANGGAPIN ANG FORM NA ITO KUNG ITO AY NAAMYENDAHAN O BINAGO SA ANUMANG PARAAN

FORM NG KAHILINGAN PARA SA BILIN BAGO MAOSPITAL NA HUWAG NANG SIKAPING IBALIK ANG PAGHINGA (DNR)

Ang orihinal ay itatago ng pasyente

Isumite ang isang kopya para maitago sa permanenteng medikal na rekord ng pasyente

Kung gusto ninyo ng awtorisadong medalyon ng DNR, magsumite ng kopya ng form na ito, kasama ang form ng pagpapalista para sa
Medic Alert, sa Medic Alert Foundation, 2323 Colorado Avenue, Turlock, CA 95381.

Para kumuha ng form ng pagpapalista sa Medic Alert, tumawag sa 1-800-432-5378
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(DO NOT RESUSCITATE (DNR))
Russian Form

3a6narOBpemeHHaﬂ I'IpOCb6a OorpaHn4nTb 00bEeM OKasaHus AKCTPEHHbIX MEONULMHCKNX yCnyr

A, , IpoLly NpeaoCcTaBnTb MHE OrpaHUYeHHbI 00BbEM
3KCTPEHHbIX

(Bnucams nedamsbimMu bykeamu UMSI U GhaMuiuro nayueHma u HoMep e20 Kapmbi)

MeOANLNHCKUX yCNnyr, Kak yKa3aHO B JaHHOM OOKYMEHTE.

A noHmmato, 4To DNR o3HavaerT, 4to B Cclny4yae OCTaHOBKM Moero cepaua nnn gbixaHna He 6yp,yT
npoBOANTbLCA Kakme-nnbo meguuuHCKue npouenypbl And BOCCTaHOBJIEHUA OaHHbIX beHKLI,VIl7|.

A noHUMmato, YTO JaHHOe peLleHre He NoMeLLaeT MHe NosyYaTh NpoYne SKCTPEHHbIE MeaULNHCK1e
yCnyru, okasblBaemble COTPYAHUKAMMW HEOTOXHOM MeAMLMHCKON NOMOLLM A0 rocnutanusaumm, n/mnm
MeaULMHCKUE YCNyri, HasHaYeHHbIe BPa4YoM 40 MOel cMepTu.

£ noHnmato, 4TO Mory B noboe BpeMsi 0TO3BaTb JAHHOE PacnopPsKEHUE, YHUUTOXMB OaHHYI0 hopMy, U
cHaB MepanboHbl “DNR”.

4 paspeluato NpeaocTaBvUTb AaHHY0 MHOPMaLMIO COTPYOHUKAM 4OroCnUTanM3aumMoHHON Criybbl
9KCTPEHHON MEeAMLIMHCKOWM MOMOLLM, BpadaM, MeAcecTpam, a TakKe NpoyeMy MmeanepcoHany B Lensx
OCYLLECTBMNEHUS AAHHOTO PaCMNOpsHKEHUS.

HaCTOFILIJ,I/IM A Aalo CBOE cornacume Ha pacnopsxeHue «He npoBOAUTb peaHNMaUMNOHHbIE MEPONMPUATUA»
(DNR).

Moanvce nauveHTa / npeactaBuTens Hata

BrnucaTb VMsi NpefCcTaBUTENs nevYaTHbIMU GykBamu KeM NpuxoauTCs NaumeHTy TenedoH npeacTaBuTens

lModnuckieas daHHy0 chopmy, npedcmasumeris nodmeepxdaem, Ymo OaHHasi Mpockba 8 OMHOWEeHUU omKa3a om
peaHUMayUOHHbIX Meponpusimuli coomeemcmayem U38eCmHbIM MOXeaHUsIM U UHmepecam yKkazaHHo20 8 0aHHoU ¢hopme nuya.

A noagTBepxaaro, YTO AaHHbIN NAUMEHT / npeacTaBuTenb NPUHUMAET MHGPOPMUPOBAHHOE PELLEHNE, U YTO
OaHHOEe pacnopsiXeHue sIBNSeTCA OTKPbITbIM XenaHueM nauueHTa / npeacrasmtens. Konus gaHHon
dopMbI MPUNoXKeHa K NOCTOSAIHHOM MeULMHCKON KapTe nauueHTa.

B cnyyae octaHoOBKM cepaua Unu bixaHus He crieayeT OCYLLEeCTBNSATL 3aKpbIThi Maccax cepaua,
NCKYCCTBEHHYIO BEHTUIALMIO NETKMX, UHTyDaL Mo, 4ednopunsaumio Unm BBOAUTb KapAMOTOHUYECKUE
npenaparbl.

Moanuck Bpaya [ata

Vimsa n bamunusa nevatHbiMm BykBamu Homep nuueHswm B wrate KanudopHus TenedoH

HAAHHASA ®OPMA C KAKUMU-TTMEO USMEHEHUSAMU NPUEMY HE NOAJTIEXKNT
OOroCnUTANMN3ALMOHHAA ®OPMA PACMOPAXEHUA DNR
OpwrMHan JosmKeH COXpaHUTLCS Y NaumneHTa.
OTnpaBuTb KOMWIO Y NPUMOXUTL K NOCTOSIHHOW MEeOULIMHCKON KapTe naumneHTa.
Mpu xxenaHum nony4ntb MeganboH “DNR” cnegyeT oTnpaBuTb Konuto gaHHoW chopMbl U hopmy 3aumcneHus B Medic
Alert B hoHg
Medic Alert Foundation no agpecy 2323 Colorado Avenue, Turlock, CA 95381.
YTto6bl nonyuntb hopmy 3aumcnenunsa B Medic Alert, nossoHuTe no tenecoHy 1-800-432-5378.
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Handout #13
When the End of Life Becomes Personal

For most people, talking about death and dying is not easy. However, as interpreters
who may be working with patients who are close to the end of their lives, it is important
for us to think about how our own experiences and beliefs could potentially affect our
interpreting, and how the experience of interpreting for someone who is dying may
affect us personally.

We asked about these issues in a 2011 survey of working interpreters who have
provided end-of-life care, and, with their permission, we have included some of their
answers here. There are no “right” answers to these questions, but hearing the voices
of other interpreters may help you find your own.

For some people, it is easier to think about this alone, while others may find it more
helpful to talk about it out loud, so you may do this exercise alone or in pairs.

In the survey, we asked our interviewees how the experience of interpreting for
someone they knew to be at the end of life affected them personally.

It took an emotional toll on me. I, of course, always want to be the bearer of positive
news, of “lights at the end of the tunnel” after devastating diagnoses. | want to be able to
convey hope. Having to have the end of life conversations with patients and families is
always very emotionally exhausting. Seeing the patient / family grasp at straws, begging
for “whatever it takes” to save their loved one...... well...... it can break you if you’re not
careful. If | go into a situation knowing from the beginning that the patient is terminal, |
tend to be a little more guarded.
- Nicole Marr, Spanish healthcare interpreter
University of Mississippi Health Care, Jackson, MS

One instance in which it affected me personally was when a baby passed away in the
NICU two years ago. | had worked with the family several times and seen the child go
through a lot of ups and downs. Intellectually, | knew that the baby was not going to
survive, but when the doctor gave him to his mom and essentially said that he needed to
be present as he [the baby] passed to mark the time of death, | lost it. | started crying
because the reality hit me that this mom was going to lose her child. | barely got the
words out to interpret them. It's one thing to hear the words, but then to have to repeat
them again, knowing what you have to say... it's extremely difficult at times to hold it
together. The family had a strong faith and were very close. Despite their profound
sadness, they seemed like a strong unit that would grieve the loss and eventually come
out of it, which I think helped me to see their strength. | tend to feel the responses of
others and when they don't do well, it tends to affect me, but | do my best to remain
professional and focused. To be honest, the more situations in which | see patients die,
ones with whom | have established a relationship, the harder it gets. | used to be better
about holding up a "wall" until an appropriate time to grieve, but it seems like lately, that
has been more difficult. | don't necessarily think that it harms my reputation to cry in front
of the family; it's not like I'm a sobbing mess incapable of doing my job; it shows | am
empathetic, but | do wish that | had better control over it at times. After that baby died, |
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got called to interpret in the NICU again a week later and my heart skipped a beat. |
could tell | was nervous that | would have to go through that again so soon, but it was
just a routine visit, thankfully. It is certainly true that when you see a series of bad cases,
especially being a full-time in-house interpreter, it can weigh heavily on you. | have relied
on my colleagues, chaplains, nurses, and providers to talk things through and that
always helps too.

- Anonymous healthcare interpreter

Portland, OR

In this case the dying patient took her situation in with a great deal of acceptance which |
found inspirational. It was sad to see that a great deal of the acceptance came from her
no longer wanting to be a burden on her family, but she seemed tranquil. It has been
hard for me to deal with the family’s grief and to draw appropriate role boundaries
because | did want to see how they were doing shortly after their mother passed.
-Anonymous healthcare interpreter
Bend, OR

In the 3 years | have worked at the UWMC, | have interpreted for 2 patients who were
dying. It is very difficult to be the bearer of bad news. Even when the words are not
mine, | am still the messenger. Sometimes an unintentional bond develops when
interpreting for the same patient over a long period of time. | interpret for tests,
procedures, exams, consultations with the care team, and everything else in between. |
do not have a personal connection with the patient, yet | am present during some of the
most intimate details of the patient's care. Because of this, it is challenging not to
internalize the emotional magnitude of knowing a patient is dying. Interpreting at a
patient's bedside with family members in attendance, and translating the words of a
priest administering last rites is a humbling experience. At times | have felt like an
intruder, witnessing such private moments. The additional pressure of making sure my
affect and words/signs are chosen correctly is equally important. However difficult it may
be, | must remember that my role is that of communication facilitator, and to ensure that
our patients have equal access to care by bridging the communication gap.
- Julie Green, ASL interpreter
University of Washington Medical Center, Seattle, WA

Interpreting in these sorts of situations can affect people in different ways. Have you ever
had an interpreting experience that affected you emotionally? (Write your answer here.)
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We asked our interviewees how they dealt with these difficult encounters.

With this case, | sometimes found myself crying with the patient and the family. When |
first began interpreting, | tried to control this side of my personality. | had heard people
say not to get too emotionally attached, but how can someone be around death --
literally watch some take their last breath, watch the family hold their hand and grieve --
and not be affected emotionally? Having to be the bearer of bad news at times took its
toll on me. | would sometimes cry when | would see the family cry, [and] | would talk with
the other interpreters on my team. They, better than anyone else, can relate to this
particular emotional strain. I'm a big advocate of “sharing the burden” and not trying to
take on all of this by myself. We frequently meet to have coffee and “decompress.”
Nicole Marr, Spanish healthcare interpreter
University of Mississippi Health Care, Jackson, MS

When | start to cry or feel like | might cry during an interpreted visit for a dying patient, or
for one that has just passed away, | try to take notes as the speaker talks, because |
know that | will not remember what is being said if | am not able to hold it together. Most
times, | can remain focused, but | take notes in case | get triggered unexpectedly. . . . If |
do start to cry, | just take a minute to refocus myself, to talk myself through it, remember
that | am there to interpret accurately and not get personally involved, and that although
the situation may be sad, | can grieve when | leave the room. That usually helps . . .
Another tactic | use to stay focused is to not look at the family. Sometimes | will look at
my notes to stay concentrated and only look up now and again to show | care.

- Anonymous healthcare interpreter

Portland, OR

After a particularly challenging experience, | deal with my emotions by confiding in my
manager. She understands the intensity of our work environment and is a
compassionate confidant. After a difficult day, | decompress by putting on my
headphones and going for a walk, sometimes accompanied by some Kleenex. Or | might
spend time working in the yard. Pulling dandelions can be quite therapeutic. My cat is
also a very good listener. Tears illustrate that we are emotional beings, capable of
empathy and concern. However, the patient and family should not feel obligated to
console an upset interpreter. They have enough to worry about. My best advice, don't
fall apart during the assignment, fall apart when you get home.
- Julie Green, ASL interpreter
University of Washington Medical Center, Seattle, WA

How have you dealt with emotionally difficult interpretations? What actions can
you take to help yourself deal with them? Who could you talk to at work? What
about outside of work? (Write your answer here.)
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Then we asked our respondents how they thought personal beliefs about death and
experience with death might affect an interpreter’s performance.

For me, personally, experiencing the death of anyone is always a sad, deeply emotional
experience. However, my own beliefs reflect the fact that | don’t believe death is the end.
| believe in life after death. With that being said, | can honestly say that, although
watching someone I've grown to care about pass away can be traumatic, it can also be a
relief at times. | know that their suffering has ended, and | take comfort in my belief that
there is more after this life.
- Nicole Marr, Spanish healthcare interpreter
University of Mississippi Health Care, Jackson, MS

I have interpreted in several situations in which the patient was dying. In one instance,
within the last three years, | did not have any prior experience working with the patient
and | was present in the final moments of his life, as he was surrounded by all of his
family. It did not affect me very deeply because | had no relationship with the patient, but
| definitely felt the grief emanating from the room, and it did make me sad to think about
losing someone close. (My grandfather passed away in 1997.) Frequently, | feel like an
intruder in those very private moments and | try to be an unobtrusive as possible and
step away when it is clear | do not need to be there.

- Anonymous healthcare interpreter

Portland, OR

While raised Catholic, | no longer practice any one religion. My view on death and dying
is influenced by a variety of belief systems as well as my own lack of a definitive belief
regarding end of life. Basically, | believe that we are spiritual beings in physical bodies
and that upon death we re-integrate into the universe as a form of energy. Therefore, it
is interesting for me to encounter people who have definite beliefs regarding death and
spiritual continuity thereafter. | think it is wonderful that people can be reassured by a
belief in a set paradigm at such a difficult time. | recently helped a Hispanic family pass
through this as an interpreter in their primary care clinic. | was able to recognize the
importance of last rites and grieving for the family. | did not feel a conflict of interests.

- Anonymous healthcare interpreter

Bend, OR

What personal experiences, if any, have you had with death (e.g. perhaps the
death of a loved one)?

What do you believe happens to a person after he or she dies?
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How do you think your beliefs and experiences might affect your interpreting for
patients who are at the end of life?
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Handout #14
Post-test

Circle the letter of the best answer to the question.
1. Which is the best definition of palliative care?

a.

b.
C.

d.

An approach to health care aimed at keeping a patient comfortable at the end
of life.

A program to provide support for patients to die at home.

An approach to health care aimed at treating symptoms instead of the cause
of disease.

An approach to managing pain.

2. Which is a reason that a provider might ask for a palliative care consult?

a.

b.
c. A patient has asked to see the chaplain.
d.

The provider needs guidance about how to tell a new mother that her
newborn baby has died.
The patient’s recovery is going to be long and painful.

The provider would like a social worker to be present when he talks to the
patient’s family about sending him home after a knee replacement surgery.

3. Which of the following professionals are commonly part of a palliative care team?

oo op

Physician, home health aide, counselor

Physician, nurse, social worker, chaplain

Physician, nurse, physical therapist, social worker
Physician, home health aide, social worker, chaplain

4. What does it mean when a palliative care provider says, “We are going to keep
you as comfortable as possible during your remaining time.”

a.

b.

C.

d.

The provider is going to order a better hospital bed so the patient is more
comfortable until she is discharged to go home.

The hospital is going to provide special meals and other additional services
until the patient’s insurance runs out.

The staff is going to control the patient’s symptoms so that she feels as good
as possible until she dies.

The chaplain is going to say prayers with the patient.

5. What should you do if the provider infers, but doesn’t say directly, that the patient
is going to die?

a.

b.
C.
d.

Don’t interpret this part, since in many cultures it is not appropriate for
patients to be told they are dying.

Ask for clarification.

Interpret into equally vague language.

BorC
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6. As an interpreter, what would be the most professional response if a family starts
a discussion among themselves in a family conference?
a. Move next to the provider and switch to whispered simultaneous interpreting.
b. Don'’t interpret this, as it is not meant for the provider.
c. Wait until they are done and then summarize the main points for the provider.
d. Intervene and ask them to pause between speaking to allow you to interpret.

7. What is an appropriate role for an interpreter if the patient’s family is angrily
resisting the advice of the provider?
a. To convince the family to do what the provider suggests.
b. To mediate the disagreement and help the provider and family find a solution.
c. To interpret the argument faithfully, and allow the provider and the family to
find a solution.
d. To soften the family’s words so that the provider doesn’t get offended.

8. What should you do if asked to interpret a prayer with frozen register that you
don’t know in the target language?
a. Interpret the meaning, not the words.
b. Intervene and explain that you will have to withdraw.
c. Explain that you are not familiar with the prayer and suggest that the prayer
not be interpreted.
d. Excuse yourself to go look up the prayer on the internet.

9. What should you do if asked to interpret a patient’s explanation of religious
beliefs that you believe are wrong.
a. Intervene and explain that you will have to withdraw.
b. Gently explain to the patient why his beliefs are wrong.
c. Just leave out the part that you don'’t believe.
d. Interpret what the patient is saying.

10. Of the following options, which is the most appropriate way to culture broker if the
patient’s family is resisting having the provider tell the patient that she is dying.
a. “Doctor, please don't tell the patient that she’s dying — it’'s against her culture.”
b. “Doctor, in this family’s culture, patients are often not told that they are dying,
as it is feared that the patient will lose hope and die sooner. You might want
to ask the family if this is the case here.”
c. “Doctor, she can’t hear that she’s dying, or she’ll die sooner.”
d. “Doctor, the family is upset..”

Describe a cultural barrier related to end-of-life care that might come up in the
patient population for which you interpret.

11.
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Name three situations in which it would be appropriate to intervene to ask for
clarification when interpreting in palliative care.

12.

13.

14.

In front of each term, write the letter of the best definition. Not all definitions will

be used.
15.

16.
17.
18.
19.
20.
21.
22.

advance directive

DNR

m COOWw

@m

T T

goals of care

surrogate decision maker
POLST

chaplain

quality of life

respite care

A person who has been specially trained to offer support, prayer, and spiritual
guidance to patients and their families.

An expression of the things that make life worth living for an individual patient.
A member of the clergy, such as a minister, a priest, a rabbi or a mullah.

A physician’s order that stops healthcare staff from reviving a patient whose
heart stops.

A legal document that authorizes a particular person to make decisions for a
patient if he or she cannot make them for him-or herself.

Care that takes place in a long-term nursing facility.

. A legal document that describe a patient’s treatment preferences if he should

be unable to communicate those preferences at some future time.

. The degree to which a patient is free of pain.

A program that provides alternate care for a patient being cared for at home,
in order to give the family caregivers a break.

A physician’s order that specifies the limits to the types of interventions that a
patient wants to have at the end of his or her life.

The person who has been legally designated to make decisions for a patient
who cannot make them for him or herself.

A patient or family’s desired outcome from a course of care.

267



Interpreting in Palliative Care

Name one way in which an interpreter’s personal experience with death and dying
could affect her interpreting in palliative care, either for better or for worse.

23.

24.Why is it important to control your emotions when interpreting for difficult
encounters?

a.

b.

If the interpreter become so upset that he or she cannot interpret, the patient
and provider will have no way to communicate with each other, making the
encounter all the more traumatic for them.

Interpreters should never show their emotions when they interpret, because
they should be invisible.

c. As arule, healthcare professionals do not show their emotions to patients.
d.

Crying is a sign of weakness and poor practice for an interpreter.

25.You have been the principal interpreter for a patient who, after a long and difficult
illness, finally dies. You feel emotionally drained and deeply saddened by the
death. Which of the following would NOT be an appropriate thing to do to deal
with your grief.

oo op

Talk to the hospital chaplain.

Take a vacation day.

Go to the patient’s funeral.

Write about the patient and his brave struggle with his illness on your blog.
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Handout #15
Evaluation Form

Date

Location

Overall, how would you rat e this course? (circle one)

Very useful Somewhat useful Not useful
Had you received training as an interpreter prior to this course? Yes No
Would you recommend this course to other interpreters Yes No

What was most useful to you in this course?

What would you like to see done differently?

What will you change in your own interpreting practice based on what you learned in
this course?
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Test Answer Sheet

Pre-test
1. C
2. H
3. G
4. A
5. B
6. F

Post-test
1. C
2. B
3. B
4, C
5. D
6. A
7. C
8. C
9. D
10. B

11. Accept any reasonable answer.
12-14. Accept any of the following: lack of linguistic equivalent, lack of conceptual
equivalent, patient seems confused, cultural bump, interpreter doesn’t

understand.

15. G

16. D

17. L

18. K

19. J

20. A

21. B

22. |

23. Accept any reasonable answer.
24. A

25. D
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