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Summary (~250-500 words):
Physician-patient communication matters. Effective communication has a positive impact on health outcomes directly, by allowing clear transmission of health information, and indirectly, by increasing patient satisfaction and adherence to treatment regimens.1 This issue is so critical, in fact, that many medical schools now begin teaching patient communication early in the pre-clinical years, and students are frequently re-evaluated as their medical education progresses. 2,3 This emphasis on communication is logical, since communication permeates every aspect of clinical medicine. Surgeons, who have historically been viewed as poor communicators, teach patients conceptual information that help them understand their diagnoses and ensure that patients understand the purpose, risks, benefits, and alternatives for surgeries in order to ethically and legally obtain informed consent. Poor communication in any of these domains can have significant consequences.   
Patients with communication concerns are at a decided disadvantage when navigating the healthcare system. One such group is the limited English proficiency (LEP) community—that is, individuals who do not speak English as their primary language and who have a limited ability to read, write, speak, or understand English. LEP individuals represent almost 9% of the US population—roughly 25 million people.4 As patients, they occupy a critical intersection between physician-patient communication errors and health disparities. On the whole, LEP patients have higher infection rates, more drug complications, and low health literacy.5,6 They have longer lengths of hospitalization and higher readmission rates.7,8,9 They have poorer understanding of their diagnoses and are less satisfied with their healthcare than their English-speaking counterparts.5,6 
Medical interpreters are a key component of effective communication and must legally be provided to LEP patients under Title VI of the Civil Rights Act.10 However, interpreter services are not federally funded and are variably reimbursed by insurance companies, leading to their inconsistent availability across care settings.11 Most large health systems have access to interpreters through a combination of in-person, phone, and video services; yet interpreter use is not 100% even under these circumstances.12 We feel that effective communication is critical perioperatively, especially in the informed consent process and at time of discharge, when post-operative instructions must be understood (Patel, J Lee, Karliner, Hunt).6,13,14,15 Inadequate interpreter use creates another form of health disparities for patients who are already at risk for worse care.
While medical interpreters help ensure accurate understanding of informed consent, perioperative management, and discharge instructions, they are frequently underutilized even when available. In this study, we hypothesized that more senior physicians and those with greater foreign language exposure would use interpreter services more consistently. 
Methodology: 
We conducted a survey of surgeons (trainees and faculty) from a single academic hospital. Participants were surveyed on their proficiency in languages, their annual need/use of medical interpreters, and barriers, if any, to using interpreters. Data were analyzed using Excel and SPSS.
Results:
The response rate was 14.4% (109/755), with 55% being female, including 45 residents and 64 faculty (59%). 41% of respondents spoke English only. Respondents interacted with LEP patients across a variety of inpatient and outpatient settings. Participants estimated a mean 16.33 annual encounters with LEP patients (SD 16.6). One-third of providers reported needing an interpreter more frequently than they actually used one, citing an average underutilization of eight encounters per year. There was a trend of faculty being more likely to use interpreter services consistently (p=0.0502). There was no correlation between proficiency in other languages and interpreter use (p=0.26). Providers who underutilized interpreter services more commonly listed patient preference for an ad-hoc interpreter (i.e. family or friend) as a major reason for underutilizing hospital interpreter services. Overall, the most common barriers were the wait time for an available interpreter and provider preference to avoid using a phone or video interpreter if in-person services were unavailable.
Conclusion (~250-500 words):
One-third of surgical providers surveyed reported underutilization of interpreter services for their LEP patients despite acknowledging their benefit. Even among providers reporting adequate utilization, time constraints were commonly cited as a major deterrent. In addition, many defer to their patients’ preferences to have a family member or friend interpret. This may have an unintended effect on interpretation accuracy and legality, which could lead to clinically important ramifications for both patient comprehension and provider liability.
[bookmark: _heading=h.gjdgxs]Reflection/Impact Statement:
You may use the following questions to guide your reflection:
1. How did the process of conducting this research confront any limitations of your prior thinking?
2. Who could potentially benefit from this CFI project over different timescales and how?
3. What actions will you take afterwards to continue the momentum of this project, and maximise the likelihood of the identified benefits being achieved?
4. What advice would you give to another student completing their CFI?
I started thinking about this issue as a brand-new clinical student. While I have never worked as a professional interpreter, I am self-taught multilingual and am really interested in languages and the way they affect interpersonal relationships. As a student, I saw many physicians that I considered extremely capable and caring health care providers either completely foregoing or incorrectly utilizing medical interpreters. Put simply, it bothered me. 
I started talking to a few people from the Michigan Medicine interpreter services department prior to finding a research mentor. I think the biggest benefit was figuring out how to take the thoughts and questions I had and transform them into a format that could actually provide some answers. I had done very limited research prior to this, and I had never designed a study. I really learned a lot about the way we formulate questions and how it affects the answers we get.
I think the potential benefits of this project are huge. In addition to the information we learned about surgical providers at Michigan, we also have learned that there are huge gaps in communication and in documentation of interpreter services provided. While my ultimate interest is in creating clear education and resources for health care providers about appropriate use of interpreters, this project revealed a separate, if complementary, need. At its foundation, the next step of this project is quality improvement—figuring out how the system can optimize the resources that are already in place. 
I am continuing work on this project alongside my PI and an M2. I will get as much done as I can over the next couple months, but I know that I won’t finish everything that I would like to. Nevertheless, I feel confident that the M2 working alongside me is as highly invested as I am and will continue our work after my departure.  
The best advice I can give in regard to completing a capstone project is to pay attention to what is going on around you. There is no shortage of potential projects, and ideas that may seem too small at the outset can end up being perfect. The next thing is to identify faculty or residents who have similar interests and can support your work. If you don’t know where to start, that’s okay. Talk to someone. Medicine is a relatively small community, and even if the first person you speak with is unfamiliar with your interests, chances are they will have ideas of who you should contact next. 
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