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Language barriers in health care are not 
benign, and they contribute to disparities in 
care and outcomes for patients who do not 
speak English well as compared to English-
speaking patients. Individuals with “limited Eng-
lish proficiency” (LEP) are defined by the U.S. 
Department of Health and Human Services as 
those “who do not speak English as their pri-
mary language and who have a limited ability to 
read, write, speak, or understand English.”1 The 
Agency for Healthcare Research and Quality 
identified five high-risk scenarios for LEP 
patients: medication reconciliation, patient dis-
charge, informed consent, emergency depart-
ment care, and surgical care. Anesthesia 
professionals may be involved in every one of 
these high-risk scenarios.2 LEP patients are at 
greater risk for surgical delays, surgical infec-
tions, falls, pressure ulcers, and readmissions.3

Linguists recognize more than 7,000 lan-
guages, and 1,333 of these are catalogued by 
the United States Census Bureau.4 Although 
precise counts are elusive, the U.S. Census 
Bureau reports speakers from forty-two differ-
ent language groups;4 ten of the most common 
non-English languages spoken at home in the 
United States are shown in Table 1. As patients 
speaking these languages present for health 
care, it is important to recognize the unique 
needs of patients who do not speak the most 
common language(s) in any given setting. In the 
United States, English is the de facto language 
of government, health care, and commerce. In 
2019, 21.5% of the U.S. population reported 
speaking a language other than English at 
home, and 8.2% of the US population were 
reported to have limited English proficiency.5 
Title VI of the U.S. Civil Rights Act of 1964 
requires that recipients of federal financial 
assistance take reasonable steps to make their 
programs, services, and activities accessible by 
eligible persons with LEP.6 Federal financial 
assistance programs include health care pro-
viders and hospitals who participate in CHIP, 
Medicaid, and Medicare. To make themselves 
accessible to LEP patients, hospitals must 
therefore provide translation of written word 
and interpretation of spoken word.

The United States Department of Health 
and Human Services (HHS) offers a free online 
educational program to assist organizations 
and individual providers in assessing their 

When providing care to LEP patients, clini-
cians must assess when interpretation services 
are needed. The Joint Commission states, 
“Because communication is a cornerstone of 
patient safety and quality care, every patient has 
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readiness to provide care for LEP patients and 

teaching the HHS Office of Minority Health 

Standards for Culturally and Linguistically 

Appropriate Services in Health and Health 

Care.7 Below, we provide some important 

highlights of care for LEP patients.
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Table 1: Languages Spoken by Those Who Speak Languages Other Than English at 
Home, United States.11

Language # of Speakers in the  
United States (2018)

Percentage Change,  
2010-2018

Spanish 41,460,427 +12%

Chinese (including 
Cantonese, Mandarin)

3,471,604 +24%

Tagalog 1,760,468 +12%

Vietnamese 1,542,473 +12%

French 1,232,173 -7%

Arabic 1,259,118 +46%

Korean 1,086,335 -4%

Russian 919,279 +8%

German 889,651 -17%

Hindi 874,314 +43%

https://cis.org/sites/default/files/2019-10/camarota-language-19_0.pdf
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member as an interpreter; this can be appropri-
ate, but clinicians may have to make a judgment 
about the patient’s level of autonomy when such 
a request is made. In keeping with patient auton-
omy, patients may reject the offer for profes-
sional interpretation services, but these services 
should still be offered in each interaction.

When caring for LEP patients, three founda-
tional principles apply. First, these patients are 
limited in their English proficiency, which does 
not mean a complete lack of English under-
standing. Patients who are conversant in simple 
English (e.g., they can greet the health care 
team in English) may still need interpretation ser-
vices for adequate understanding of their health 
care. Second, a patient’s ability to speak English 
bears no relationship to their intelligence or 
medical sophistication. To reinforce this point, it 
can be helpful to imagine oneself as an anesthe-
sia or perioperative professional seeking emer-
gency care and not being able to communicate 
directly with the health care team. Third, every 
patient has the right to communicate directly 
with their health care team. To appropriately pro-
vide care to these patients, it is best to allot extra 
time while minimizing distractions. If possible, 
keeping the device for accessing remote inter-
pretation services at the bedside can remove a 
barrier in use. Knowing the appropriate policies 
regarding interpretation can avoid awkward 
conversations with family members. Presched-
uling in-person interpretation can streamline the 
entire process, especially for family meetings or 
other preplanned conversations. Partnerships 
with patients and between members of the care 
team can streamline care for LEP patients, 
enabling both efficient care and care that meets 
the needs of this vulnerable group.

As the United States continues to have a 
growing LEP population, clinicians will see 
increasing numbers of LEP patients. Having a 
plan in place for effectively communicating with 
LEP patients can help reduce strain on a pro-
vider while also maintaining a strong relation-
ship with the patient. Trained interpretation staff 
are an important part of the health care team 
and allow patients to be truly informed through-
out their medical journey. Providing interpreta-
tion services for patients should be considered 
an aspect of providing the compassionate 
patient-centered care to which clinicians aspire. 
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the right to receive information in a manner he 
or she understands.”8 For optimal care, interpre-
tation services should be involved any time 
there is a need for two-way communication with 
the patient. Interpretation can be provided in 
person by a trained clinician, trained clinical staff 
member, or dedicated interpreter. Additionally, 
there are many companies that provide either 
audiovisual or audio-only interpretation. Provid-
ers familiarize themselves with the specific 
resources available in their health care system. 

Trained interpreters are part of the health 
care team and receive between 40 and 120 
hours of training prior to their first day on the job. 
Untrained interpreters have been shown to 
make twice as many errors as trained interpret-
ers.9 To be eligible as a trained interpreter, an 
individual must speak English and the desired 
non-English language, as well as be versed in 
medical terminology in both languages. When 
interpretation services are being utilized, the 
health care professional should start the conver-
sation by letting the interpreter know what to 
expect from the encounter prior to beginning a 
conversation. The conversation should be 
directly with the patient, not the interpreter. After 
the conversation, the interpreter’s name or ID 
number should be documented in the chart for 
that patient encounter.

Sometimes, providers use suboptimal inter-
pretation options including the patient’s family 
members, staff members with limited fluency or 
medical language, Google Translate, or “just 
winging it.” It can be especially tempting to use 
family members as interpreters given their famil-
iarity with the patient, availability in the moment, 
and lack of cost. However, most family members 
lack the training of official interpreters, including 
knowledge about and sensitivity to confidential-
ity concerns.2 Well-meaning family members 
may censor or change the information that the 
provider is sharing, which degrades the patient’s 
individual autonomy. Family members may also 
participate in the discussion between provider 
and patient rather than acting solely as inter-
preter. Minor children are especially problematic 
interpreters given family power dynamics and 
their limited understanding of medicine or the 
overall situation; children should not be used as 
interpreters except in emergencies.10 Some 
organizations allow patients to request a family 

Trained Interpretation Staff Are an Important Part of the Health Care Team

“ Patient safety is not a fad. It is not a preoccupation of the past. It is not an 
objective that has been fulfilled or a reflection of a problem that has been 
solved. Patient safety is an ongoing necessity. It must be sustained by 
research, training, and daily application in the workplace.”

—APSF Founding President “Jeep” Pierce, MD
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