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ABSTRACT

The research on interpreter-mediated health care has advanced tremendously in both its theoretical scope and depth of analysis in
recent years. I first identify the emerging trends in conceptualizing
bilingual health communication by examining recent research findings. The four trends identified are: (a) recognizing interpreters as
active participants in medical encounters, (b) examining medical
interpreting as a coordinated accomplishment, (c) identifying the
complexity of clinical demands, and (d) exploring contextual factors in bilingual health care. Using the literature in bilingual health
care and the data I've collected in the last 15 years, I explore these
trends and provide insights into the current literature. I also identify
future research directions based on these emerging trends.

Interpreters can be invaluable assets in helping minority patients navigate the healthcare system. In one of the largest studies of functional
health literacy, 61 % of Spanish-speaking patients in public hospitals had
inadequate or marginal health literacy (Williams et al., 1995). Individuals
with limited English proficiency (LEP) and low health literacy are at
high risk for poor health, with LEP posing a greater health risk than
low health literacy (Sentell & Braun, 2012). When compared to their
English-speaking counterparts, LEP patients make fewer comments, and
the ones they do make are more likely to be ignored by their providers
(Rivadeneyra, Elderkin-Thompson, Silver, & Waitzkin, 2000). As a result,
LEP patients are significantly disadvantaged when interacting with providers (Ramirez, Engel, & Tang, 2008). Two major reviews have found
that providing professional interpreter services improves patients' quality
of care, treatment processes, health outcomes, satisfaction, and adherence
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(Flores, 2005; Karliner, Jacobs, Chen, & Mutha, 2007). Some researchers
even found that the quality of healthcare services and health outcomes of
interpreted patients are equivalent to and, at times, better than those of
English-speaking patients (Bernstein et al., 2002; Gany, Leng, et al., 2007;
Hampers & McNulty, 2002). These findings suggest that interpreters can
(a) facilitate patients' information-seeking and help-seeking skills with
providers, (b) enhance patients' utilization of healthcare facilities, and
(c) improve patients' health literacy and autonomy in their illness events.
Although researchers and practitioners generally agree on interpreters' positive influence in bilingual health care, little is known about the
pathways and processes for accomplishing these positive outcomes.
Somehow, the processes by which the interpreters shape the quality and
process of care are simply taken for granted and yet remain a mystery.
This is attributable to the traditional conceptualization of interpreters'
roles and functions.
Moving beyond the Conduit Model of Interpreting

Several researchers have proposed communication guidelines (i.e., practice guidelines for providers to follow when working with interpreters)
for the proper choice and effective use of various types of interpreters
(e.g., Poss & Beeman, 1999; Tribe & Lane, 2009); however, until very
recently, many of the guidelines have not been supported or examined
by research (Flores, 2000). Because interpreters have significant influence over the process and the quality of bilingual health communication
(Flores, Abreu, Schwartz, & Hill, 2000), it is essential that researchers do
not take these guidelines for granted and begin to examine the influences
and practices of interpreters in medical settings. By doing so, researchers
may uncover the underlying factors that can facilitate and/or compromise
the quality of bilingual health care.
Many researchers and practitioners have traditionally put great emphasis on the importance of and the necessity for interpreters to act as conduits
(i.e., to transfer information neutrally without editorializing information;
' Simon, Zyzanski, Durand, Jimenez, & Kodish, 2006). Several physician
researchers have continued to categorize any discrepancy between the
original and interpreted texts as errors even today (e.g., omission, addition, substitution, and editorialization; Flores, Abreu, Barone, Bachur, &
Lin, 2012; Gany, Kapelusznik, et al., 2007). When any deviation from an
original text is marked as an error, interpreters are confined in a conduit
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role, as the only "correct" interpretation is the one that provides the direct
word-for-word linguistic relay of the source-language texts. In other
words, interpreters are conceptualized as (and expected to be) passive
participants in the communicative process, relaying information from one
language to another with minimal interference or personal judgment.
The ideology of the interpreter as a neutral, faithful, nonthinking, and
passive participant in provider-patient interactions is also reflected in the
codes of ethics and training for medical interpreters. Two reviews have concluded that many of the codes of ethics for medical interpreters emphasize
an interpretation style that calls for an objective and neutral role (DysartGale, 2005; Kaufert & Putsch, 1997). The prevalence of the conduit model
is also reflected in the public's attitudes toward and expectations of interpreters, envisioning them as neutral translating machines (Briimberg &
Sandman, 2013; Fatahi, Hellstrom, Skott, & Mattsson, 2008; Rosenberg,
Leanza, & Seller, 2007), which is also embedded in interpreters' training
and communicative styles (e.g., reduced nonverbal interactions with other
speakers and minimized emotional expression; see also Hsieh, 2010).
In short, the interpreter-as-conduit model minimizes the complexity of
interpreting processes by minimizing, if not ignoring, the complexity of
interpreters' roles and functions (Llewellyn-Jones & Lee, 2011 ).
The recent literature in bilingual health care, however, indicates several
important and emerging trends in conceptualizing bilingual health communication. As researchers from a wide variety of disciplines have successfully challenged the preference for the interpreter-as-conduit model,
a new world has been opened to researchers of medical interpreting. It
is important to note that the identification of these emerging trends in
this chapter is not a result of a quantitative analysis based on publication frequencies (cf. Brisset, Leanza, & Laforest, 2013). Rather, the trends
highlighted here represent important shifts in conceptualizing bilingual
health communication, shedding insights into research questions and
directions that have been largely ignored in the past literature. Although
these trends may be interconnected, each promises distinctive and exciting potentials for theorists and practitioners.

BACKGROUND

The chapter is formulated as a review that aims to provide a theoretical frame for bilingual health communication. By focusing on the
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phenomenon of interpreter-mediated medical encounters, I surveyed the
literature in various disciplines, including medicine, communication,
sociology, interpreting studies, and others. In addition, I supplement
discussions with the data I collected for prior studies to support and/
or explore the theoretical and practical potential for each trend. Three
datasets are included in this review. The first includes a one-year ethnographic study. I recruited 2 Mandarin Chinese interpreters, 4 patients,
and 12 providers. I shadowed the interpreters in their daily routines and
audio-recorded their interactions with the patients and the providers. In
total, 12 medical encounters (each lasting 1-1.5 hours) were observed,
audiotaped, and transcribed. The other two datasets are in-depth interviews and focus groups with healthcare providers and interpreters.
I recruited 26 interpreters (from 17 languages) and conducted 14 individual and 6 dyadic interviews (each lasting 1-1.5 hours). Interpreters
included in this study are all considered professional, on-site interpreters. The interviews focused on exploring interpreters' understanding and
practice of their roles.
After the initial analysis of the interpreters' interview data, my
research team recruited 39 healthcare providers from a major healthcare facility in the southern United States as a part of NIH-funded
research to examine the providers' views of the roles of medical interpreters. We recruited 39 providers from five specialty areas: OB/GYN
(n = 8), emergency medicine (n = 7), oncology (n = 11), mental health
(n = 7), and nursing (n = 6). In total, the research team conducted 8
specialty-specific focus groups (each lasting 1-1.5 hours) and 14 individual interviews (each lasting 1-1.5 hours). Details of the interview
questions for both providers and interpreters have been published in
a previous study (Hsieh, 2010). Based on these datasets, I have examined interpreters' communicative strategies as demonstrated in their
performances of specific roles (Hsieh, 2006a, 2007, 2008) and their
corresponding challenges to provider-interpreter collaboration (Hsieh,
2010; Hsieh, Ju, & Kong, 2010). Although the narratives may have
appeared in my prior work, they are included here as exemplars in sup,porting the themes I identified.
The transcription includes two primary types of notation. The
texts are CAPITALIZED when they are the speakers' emphasis and
italicized when they are my emphasis. Each participant is assigned a
pseudonym, with a superscript I for interpreters and H for healthcare
providers.
Trends in Bilingual Health Communication
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TREND I: RECOGNIZING INTERPRETERS AS ACTIVE
PARTICIPANTS

Recognizing interpreters as active participants is one of the earliest
trends in shaping the recent paradigm shift in research in bilingual health
communication. By recognizing interpreters' active roles, researchers can
then begin to examine the complexity of interpreting as a communicative process. The following arguments and research findings successfully
validate this trend: (a) interpreters' performance and self-perceived visibility, (b) the conduit role requires active judgment and intervention,
and (c) nonliteral interpretation is necessary in healthcare settings.

Interpreters' Performance and Self-Perceived Visibility

Although the conduit model defines interpreters' appropriate performances through their invisibility, such a conceptualization has been challenged as impractical, if not unrealistic (Dysart-Gale, 2005; Hsieh, 2009).
Interpreters also have questioned the conduit model (Hsieh, 2006a,
2008). For example, Silvia', a Spanish interpreter who has more than
10 years of experience, explained, "Something is not right. I keep thinking about this interpreting. This interpreting is very robotic. You know,
you are a human being. You are a person. And you are not supposed to
show emotions?"
Starting from the mid-1990s, researchers have noted that interpreters
actively participate in the communicative process. Linell (1997, p. 55)
explained, "Apart from being relayers (translators), interpreters must
(and do) act as chairpersons and gatekeepers, monitoring the social and
discursive situation" (see also Fenton, 1997; Wadensjo, 1998). Davidson
(2000, 2001) and Angelelli (2002) also have found that interpreters function as covert co-diagnosticians and informational gatekeepers in medical
encounters. In short, when observing interpreters' practices, researchers
consistently found interpreters adopting nonconduit behaviors. In fact,
Angelelli (2002, 2004) argued that interpreters perceived their role as
visible in a variety of settings (e.g., courtrooms, conferences, and hospitals), a finding also supported by more recent studies (Hsieh, 2008;
McDowell, Messias, & Estrada, 2011).
Many researchers have examined interpreters' construction of interactional frames to structure provider-patient interactions (Metzger, 1999;
Pochhacker & Shlesinger, 2005); however, very few studies examine
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interpreters' behaviors outside the medical encounter (i.e., beyond
provider-patient interactions and/or outside the appointment). This
research design blind spot is partially attributable to the traditional emphasis on the interpreter-as-conduit model, which implies that interpreters do
not have tasks or roles to perform when the primary speakers are not in
the same settings. However, an interpreter may actively denounce certain
identities while claiming others when interacting with others to manage
competing and/or conflicting goals (Hsieh, 2006a). For example, Christie'
explained that she provided assistance to patients outside the medical
encounter, because she was also a "volunteer for a charity organization"
and did not perform those acts as an interpreter. An interpreter may also
actively educate patients on the interactional norms and social sequences
when providers are not present, expecting the patient to self-initiate the
interactional sequences once the provider is present (for specific examples, see Hsieh, 2008, 2009). In short, interpreters have sophisticated
understanding and management of their interactional frames, utilizing a
wide variety of resources (e.g., discourse pragmatics, interpersonal relationships, and environmental contexts) both inside and outside a medical
encounter to shape and influence others' communicative behaviors.

Conduit Role Requires Active Judgment and Intervention

Moving beyond the debate of interpreter (in)visibility, I have argued
that interpreters' conduit role is not a passive role that simply relays the
voices of others (see Hsieh, 2008). There are a couple of different ways
in which an interpreter-as-conduit is actively involved in the process and
content of provider-patient interactions. First, when discussing their conduit performances, interpreters talked about strategically adopting specific nonverbal behaviors to manipulate others' communicative behaviors
and to reinforce the provider-patient relationship. For example, Sherry'
explained, "What happens is when you stand here, the patient is going
to look at you and you have to be doing this [looking down at the floor],
'I'm the voice, just look at each other.' So, if you stand behind the patient,
· then the patient can't [turning their head back], and they look at the physician, and then they are looking at each other." Second, interpreters often
refrain from interpreting when one of the participants responded in the
other speaker's language (e.g., they do not interpret if a patient answers
"yes [in English]" to a provider's question), arguing that such behaviors
reaffirm the primary relationship between the provider and the patient.
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However, to do so, an interpreter must actively monitor the process of
interaction, making real-time judgments about when and whether to
interpret. In short, "interpreters' understanding of the conduit role is not
a non-thinking, robotic way of interpreting but includes specific strategies
to accomplish the communicative goal of reinforcing the provider-patient
relationship" (Hsieh, 2008, p. 1381). In other words, interpreters-asconduits are 'still active participants in the provider-patient interactions.

Nonliteral Interpretation as Necessity

The interpreter-as-conduit model assumes that: (a) all participants are
competent speakers who can communicate effectively and appropriately,
(b) it is desirable to maintain the existing structure of relationship and
patterns of communication, and (c) there are minimal differences between
speakers' cultural knowledge and social practices (for detailed discussion,
see Hsieh, Pitaloka, & Johnson, 2013). However, due to the power, cultural, social, and/or educational differences in provider-LEP patient relationships, these assumptions are likely to be problematic. As a result, by
adopting the conduit role, the interpreter is likely to reinforce the existing
social/power imbalance in the provider-LEP patient relationship.
A recent review of 61 studies concluded that "non-literal translation appears to be a prerequisite for effective and accurate communication" in healthcare settings (Brisset et al., 2013, p. 131). Two recent
studies have noted that interpreters' alterations to the original texts
at times can lead to positive effects in clinical encounters (Butow,
Goldstein, et al., 2011; Jackson, Nguyen, Hu, Harris, & Terasaki,
2011). Interpreters are active participants who systematically adopt
purposeful strategies to improve a patient's health literacy, to protect
institutional resources, to reduce the cultural gap between the provider and the patient, to reconcile provider-patient conflicts, and to
ensure the quality of provider-patient interactions (Fatahi et al., 2008;
Greenhalgh, Robb, & Scambler, 2006; Hsieh, 2007, 2009; Rosenberg,
Seller, & Leanza, 2008). Metzger (1999) noted that interpreters' ability to identify, assume, and negotiate other speakers' goals is crucial in
fulfilling others' satisfaction. As researchers noticed interpreters' active
involvement in the communicative process, they have also questioned
interpreters' ethics and raised concerns about how some of their communicative strategies may infringe on providers' authority or patients'
autonomy (Hsieh, 2010; Hsieh et al., 2010). It is important not to
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romant1c1ze interpreters' active role in interpreter-mediated medical
encounters and examine their performance and communicative strategies critically.
Addressing Challenges within Trend I

Recognizing interpreters' active involvement m the communicative process is one of the most important trends in interpreting studies because such an approach highlights their agency, an issue that is
largely ignored and undertheorized in the traditions of interpreting studies. Acknowledging interpreters' active roles in healthcare settings opens
doors for researchers to critically examine (a} the specific process and
ethical/clinical impact of interpreters' active involvement in the healthcare and delivery process and (b) other participants' understanding and
evaluation of interpreters' active involvement.
For example, Brisset and colleagues (2013) questioned Karliner et al.'s
(2007) finding, which concluded that when compared to ad hoc interpreters, professional interpreters make fewer errors (i.e., deviations from
the original texts) and enhance provider satisfaction. By noting that
interpreters' deviation from original texts may serve functional, meaningful purposes and that patients may have different criteria in evaluating the quality of interpreting, Brisset et al. argued that Karliner et al.'s
understanding of the quality of interpreting and its corresponding impact
oversimplifies the discursive process of medical interpreting and is biased
toward providers' perspectives. In fact, a recent study found that even
though 31 % of interpreted utterances were altered, only 5% were
clinically significant, with 1% having a positive effect and 4% having a
negative effect on the clinical encounter (Jackson et. al., 2011). A different
study found that 70% of nonequivalent interpretations were inconsequential or positive, 10% could result in misunderstanding, 5% adopted
a more authoritarian tone than the original speech, and 3 % conveyed
more certainty (Butow; Goldstein, et al., 2011). From this perspective,
the key questions here should not be whether interpreters actively shape
' the process and content of interpreting but why, how, and what happens
when they do so. What are the kinds of alterations that lead to positive
outcomes versus negative ones? What kind of outcomes?
To mo'.'e beyond the argument of interpreters' agency in healthcare
settings, researchers need to question the effectiveness and appropriateness of interpreters' strategic behaviors and to consider how these
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behaviors impact other participants' identities, relationships, and agency
as well as the overall communicative activity. It is time for researchers
and practitioners to examine the reality and boundaries of interpreters'
active involvement in healthcare settings.

TREND 2: EXAMINING MEDICAL INTERPRETING AS
A COORDINATED ACCOMPLISHMENT

Whereas the first trend highlights interpreters' agency, the second
trend in recent research presented here highlights the interdependence of
the multiparty interactions in interpreter-mediated medical encounters.
All participants (e.g., the provider, the interpreter, the patient, and even
family members) in interpreter-mediated medical encounters can influence
the process and quality of bilingual health communication (Fatahi et al.,
2008; Greenhalgh et al., 2006). This trend is critical because it recognizes
the impact of others in the interpreting process. Traditionally, an interpreter is viewed as the person who is solely responsible for the quality
of interpreting. However, recent studies have challenged this presumption by noting: (a) the interdependence of participant performances, (b)
participants' competition and coordination for control, and (c) medical
interpreting as a goal-oriented activity.

The Interdependence of Participant Performances

Providers', patients', and interpreters' choices of a communicative style
serve specific functions and are interdependent (Roy, 2000). The quality
of interpretation by untrained interpreters can vary dramatically from one
setting to another. For example, "A nurse [interpreter] could do an excellent job with one physician only to have difficulties with the next one ....
Every physician ... had an individual style for relating to the patient,
and the nurse [interpreter] had to accommodate that style" (ElderkinThompson, Silver, & Waitzkin, 2001, p. 1355). Interpreters are more likely
to misinterpret or to ignore a physician's questions when they are structurally more complicated (Harrison, Bhatt, Carey, & Ebden, 1988). These
findings underline the importance of the physicians' role and communicative strategies in achieving successful bilingual health communication.
The interdependence of participants' communicative competence is
not unique to bilingual healthcare. Patient communicative competence
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(e.g., the ability to seek and provide information) is positively correlated with the quality of provider information provision (Cegala & Post,
2009). When physicians interacted with high-participation patients, they
provided more information overall, more information in response to
questions, and volunteered more information than when they spoke with
low-participation patients (Cegala, Street, & Clinch, 2007). The question here is whether interpreters (should) influence and/or enhance other
speakers' communicative competence through their interpreting.
In bilingual healthcare, interpreters can play a significant role in this
process by overtly and covertly enhancing the LEP patient's and/or provider's communicative competence. For example, to ensure effective and
appropriate provider-interpreter interactions, interpreters may conceal
the providers' problematic behaviors or ask questions on behalf of the
patient (Hsieh, 2008). The following is a good example of an interpreter
influencing participant communicative competence:
Extract 001
101

H:

One-third of a cup of rice is a serving.

102

I:

.=::B-.z-;ffi'l"1*1;~1'1"1*~filt~. -@l:frlto

103

(One-third of a cup of cooked rice is a serving.)

104 H:

Does she have measuring cups at home?

105

I:

**'fl"~fl"ll;;ff?

106

(Do you have a measuring cup at home?)

107 P:

liit~*~l'l"ltJ~@lff-T 0

108

(Just the cup for rice.)

109

I:

Is it the same measuring cup for rice?

110

H:

hmhm, ye·s.

111

P:

~~-;{ll'l"lo

(It's the same.)

112
113

I:

114 H:
115

I:

Is it the same?
TheAre they?
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116 H:

I don't know what she is referring to. I'll show her what I
have.

118

(She has one)

119

(H took out a glass measuring cup from the drawer.)

120 P:

~§:k[WJ !

121

(That's big!)

Claire' adopted several strategies here that are essential in improving
participant communicative competence. For example, when the patient
made statements (i.e., "just the cup for rice" [line 107] and "it's the same"
[line 111] ), Claire' changed it to a direct question to seek and clarify information ("Is it the same measuring cup for rice?" [line 109]). Similarly,
when the patient acknowledged the provider's confirmation (line 110)
by reinstating the implications ("It's the same" [line 111 ]), Claire' treated
the patient's statement as an active information-seeking question, "Is it
the same?" (line 113). In fact, Claire1's persistence in seeking and verifying the information exposed a miscommunication that the provider
would have originally ignored. Claire1's direct question ("is it the same?"
[line 113]) and its reinstatement ("Are they?" [line 115]) forced the provider to admit a potential misunderstanding ("I don't know what she's
referring to" [line 116]) and to resolve the problem ("I'll show her what
I have" [line 116]). The patient's comment on line 121 ("That's big!")
showed that the measuring cups that the provider and the patient had in
mind were very different in size; thus there could have been significant
clinical consequences had Claire' not insisted on pursuing accurate information. From this perspective, Claire' enabled the patient to be much
more engaged and competent in the provider-patient interaction that the
patient actually was by herself.
Providers' and patients' identities and relationships can also be
influenced by the interpreter, resulting in clinical impacts. One study
found that, when interpreters are friendly and emotionally supportive,
Latino patients are more receptive to providers' suggestions of amniocentesis (Preloran, Browner, & Lieber, 2005). A neutral/slightly cheerful interpreter can act as a buffer for the patient against the negative
mood expressed by a despondent therapist (Brunson & Lawrence, 2002).
In fact, interpreters actively provide emotional support by noting the
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needs to bridge cultural differences and to ensure quality care (Hsieh,
2006a, 2008; Hsieh & Hong, 2010; Leanza, 2008). On the other hand,
interpreters' behaviors may compromise other speakers' communicative
competence. For example, when interpreters focus on medical information and ignore providers' rapport-building talk, providers may appear
emotionally detached (Aranguri, Davidson, & Ramirez, 2006).
In summary, all participants' communicative behaviors can shape the
quality of interpreting. Interpreters can significantly shape others' communicative competence, identity, and relationships, all of which may
carry significant clinical impacts. Alternatively, providers (and patients)
can influence the quality of interpreters' performances through their
ability to adapt, accommodate, and anticipate challenges in interpretermediated interactions.
Participants' Competition and Coordination for Control

Traditionally, interpreters are conceptualized as the only persons who
have control over the content and quality of interpreting; as a result,
both the research and practice communities have directed attention to
restricting and controlling interpreters' power, such as requiring them
to perform the conduit role to limit their influence in provider-patient
interactions (Leanza, 2008). However, researchers have noted that other
participants are not passive in the interpreting process. A recent review
identified the trust-control-power triangle when working with interpreters as one of the three major themes in medical interpreting (Brisset et al.,
2013). The trust-control-power triangle highlights the inherent tension
in the provider-patient-interpreter relationship as each individual holds a
unique perspective and potentially competing objectives concerning the
patient's illness event.
Researchers have examined the collaboration and competition of participants in interpreter-mediated interactions from different perspectives.
For example, different participants' competing agendas and/or expectations may influence their communicative processes. The latest findings
suggest that family interpreters and professional interpreters may be good
at different tasks due to differences in their (personal) agendas and communicative styles (Leanza, Boivin, & Rosenberg, 2010; Rosenberg et al.,
2008). For,example, professional interpreters may refrain from adopting
cultural broker and advocate functions (as they are trained to be neutral conduits), whereas family interpreters may interject their personal
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perspectives in the medical discourse and be better during medical history
taking sessions (Leanza et al., 2010). At the same time, researchers have
found that a provider may also develop different expectations and adopt
different communicative strategies when working with a family versus
a professional interpreter (Hsieh et al., 2010; Rosenberg et al., 2007).
For example, CordellH said that she prefers a paid interpreter because
"for right or wrong somebody who works for the [hospital] is going to
translate what I said word for word, as opposed to family members who
might tell their mother what they want to hear." From this perspective,
a provider may have a stronger sense of trust and alliance with a professional interpreter than a family interpreter. A recent study also found
that physicians are more likely to interrupt a professional interpreter
(as opposed to a family interpreter) when the patient discloses contextualized everyday narratives (Leanza et al., 2010). Finally, whereas some
studies suggest that patients may prefer family interpreters (Green, Free,
Bhavnani, & Newman, 2005), others suggest that patients may prefer
professional interpreters (Macfarlane et al., 2009). These findings suggest the individuals involved in bilingual healthcare may actively shape
the communicative process based on their personal perspectives as well
as their expectations for others' roles, functions, and performances.
The participants' perspectives, however, are not always compatible with
each other. As a result, participants in bilingual healthcare often compete
with each other to maintain and/or exert control over the communicative
process. Earlier I noted that the conduit model is a way for the institution to control the interpreters' power and influence. However, providers
also can exert control both inside and outside the medical encounter. For
example, providers may question an interpreter if the interpreter fails to
use the key term that the provider recognizes in the other language ("I did
not hear you say el glaucoma") or if the interpreter's narrative is significantly shorter or longer than the patient's narrative (e.g., "You said more.
What did you say?"). Providers may also monitor a patient's nonverbal
communication to ensure that the interpreter conveyed the intended
emotional tone (e.g., hopefulness) or repeat a particular portion of talk
because they suspect the interpreter did not interpret faithfully. Many
interpreters and providers in my study also reported incidents in which
a provider filed a complaint or even requested that an interpreter be fired
due to problematic interpreting. In short, although interpreters are the
only bilingual persons in the medical encounter, providers do not simply
accept their control over the provider-patient communication. Rather,
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providers actively monitor the discursive process and revise their communicative strategies, using both discursive strategies and institutional power
to ensure that interpreters' performances are subject to their control.
Although the literature has traditionally focused on interpreters' management of the discursive process, no one has full control over medical
encounters as each participant contributes to the dynamic, emergent communicative process through their competition for and resistance to control.
As researchers examine how individuals incorporate their perspectives and
agendas into the discursive process, it appears that participants' values and
practices are shaped by forces beyond their individual perspectives.

Medical Interpreting as a Goal-Oriented Activity

Several researchers have suggested that organizational culture and
environmental contexts are influential in shaping participants' evaluation of the quality of medical interpreting (Brisset et al., 2013), arguing
that interpreters' performances are often shaped by system-level expectations and constraints (Bischoff & Hudelson, 2010b; Hsieh, 2006a).
Interpreters often report frustration and conflicts when they feel that the
conduit model has failed to ensure the quality of care (Brisset et al., 2013;
Hsieh, 2006a, 2008). In addition, providers may also find interpreters'
conduit performances to be disruptive to the communicative process. For
example, CaraH commented, "Because the translator is a PERSON, for
better or worse there, a person. And for them to act like they are not. It
just doesn't work. I mean, it just doesn't work." When asked what he does
when a patient tries to use broken English to communicate directly with a
provider, Albert1 said, "I let them to feel that they are not just a patient or a
client or a patient begging somebody for the words to understand. He can
express himself, how he feels, maybe." Some of the latest studies suggest
that healthcare settings pre,sent unique contexts that set medical interpreting apart from other forms of interpreting. For example, compared to
court interpreters, professional medical interpreters adopt different interpreting strategies, such as suspended rendition (e.g., delay interpretation
' for several turns but provide acknowledgment tokens that suggest attentive listening), to encourage the participation of medical dialogues, which
also are favored by other participants (Gavioli & Baraldi, 2011). From
this perspective, providers and interpreters seem to suggest that the criteria they use to evaluate the quality of their work is not based solely on the
equivalences of the information conveyed in different languages.
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Unlike other forms of interpreting (e.g., court interpreting and conference interpreting), medical interpreters are part of a larger healthcare
team, in which the team is assembled with the purpose of improving
patients' quality of care and health outcomes. In other words, the emphasis on neutrality and faithfulness upheld in the traditional interpreting
literature can be ancillary to larger healthcare goals. Medical interpreting, thus, becomes a goal-oriented activity that is situated in the contexts
of successful provider-patient communication.

(e.g., accuracy, faithfulness, and neutrality), researchers seek to examine
how healthcare services present distinctive demands and expectations
that shape interpreting practices. By recognizing the complexity and reality of healthcare practices, researchers have begun to address two puzzles in bilingual healthcare, which I discuss shortly. Two themes support
the development of this trend: (a) the reality of interpreter diversity and
(b) providers' clinical decision making for interpreting.

The Reality of Interpreter Diversity
Addressing Challenges within Trend 2

By recognizing medical interpreting as a coordinated communicative
activity, researchers open up theoretical possibilities and intervention
points in bilingual healthcare. This is a revolutionary step in the theoretical development of interpreting studies. By doing so, researchers can
move beyond a generic claim of how other participants are also important in the interpreting process or a simple encouragement to other participants to familiarize themselves with interpreters' styles. Instead, this
emerging trend seeks to understand both the process by which coordina tion occurs and the factors that shape such coordination.
For example, to achieve optimal bilingual healthcare, researchers
need to understand how different individuals negotiate and coordinate
their communicative needs, therapeutic objectives, and other concerns
during dynamic, emergent provider-patient interactions. If interpreters
are active participants, as suggested by Trend 1, do they have their personal goals and agenda in the medical encounter? How are those goals
and agendas determined? How do they emerge during medical encounters? Are certain ways of negotiating these goals and agendas better than
others? Researchers need to examine the theoretical, practical, clinical,
and ethical consequences of the communicative strategies employed by
the participants.

TREND 3: IDENTIFYING THE COMPLEXITY OF CLINICAL DEMANDS

The third trend in bilingual health communication emerges as researchers and practitioners acknowledge the unique characteristics of medical
interpreting that set it apart from other forms of interpreting. Rather
than focusing on the values embedded in traditional views of interpreting
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The first puzzle concerns the conflicting findings on the impact of
medical interpreters (Hsieh, 2006b). Until the late 1990s, most studies
have treated medical interpreters as a single category, with minimal discussion about the types of interpreters included in the studies. However,
in recent years there has been an increasing trend toward identifying
the specific types of interpreters and even comparing different types of
interpreters (Brisset et al., 2013). Several studies have provided evidence
of the benefits of providing interpreter services, arguing that when LEP
patients have access to interpreters, their experiences with healthcare
services and their health outcomes are often equivalent to, if not better
than, those of English-speaking patients (Andrulis, Goodman, & Pryor,
2002; Bernstein et al., 2002). However, other studies have observed a
negative impact, noting that interpreters often facilitated LEP patients'
experiences of health disparities as these patients frequently have their
comments ignored, are less likely to receive referrals, and are less satisfied with their care even in areas unrelated to language (Baker & Hayes,
1997; Baker, Parker, Williams, Coates, & Pitkin, 1996; Sarver & Baker,
2000). Hsieh (2006b) argued the conflicting findings were attributable to
a failure to recognize the diversity of interpreters, noting that different
types of interpreters have distinctive impacts on the dynamics and processes of communication.
In recent years, researchers and providers have shifted away from the
argument that only professional interpreters should be used in healthcare settings as such an expectation is highly dependent on the patient's
language and the service location and hours (Bischoff & Hudelson,
2010a). Rather, researchers and practitioners have argued that the abil·
ity of providers to work with different types of medical interpreters
(e.g., family members, telephone interpreters, and on-site interpreters)
is critical to the efficiency, quality, and informal economy of bilingual
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healthcare (Rosenberg et al., 2008). Although several reviews have noted
the benefits of professional interpreters (Flores, 2005; Karliner et al.,
2007), such observations do not equate to the conclusion that professional interpreters are universally better than nonprofessional interpreters. Evidence suggests that professional interpreters and nonprofessional
interpreters, such as family interpreters, do behave differently in medical
encounters (Butow, Goldstein, et al., 2011; Leanza et al., 2010). However,
these studies also demonstrate that professional interpreters are not necessarily better. For example, although professional interpreters are less
likely than family interpreters to produce nonequivalent interpretations,
their nonequivalent interpretations have a higher proportion of negative
consequences than those of family interpreters (26% vs. 21 %; Butow,
Lobb, et al., 2011). In fact, several studies suggest that family interpreters
may be better in performing certain tasks (e.g., patient advocacy, cultural
brokering, taking medical history, and gaining patients' trust) depending
on contexts and circumstances (Angelelli, 2010; Butow, Goldstein, et al.,
2011; Ho, 2008; Leanza et al., 2010).
By recognizing the variety of interpreters (e.g., on-site vs. telephone
vs. family interpreters) available in healthcare settings, researchers can
begin to explore the impacts of different types of interpreters on patient
satisfaction, provider expectations, patient-interpreter relationships,
institutional costs, and clinical consequences (Macfarlane et al., 2009;
Messias, McDowell, & Estrada, 2009). As researchers begin to critically examine the types of interpreters and their corresponding impacts,
researchers and practitioners can move beyond an ideological debate
on and preference for professional interpreters and provide evidencebased findings on how different types of interpreters can facilitate and/
or compromise the delivery of care. Because this is still an early trend,
the literature on comparisons of various types of interpreters has often
been limited to interview data. As a result, little is known about how
different types of interpreters influence provider-patient interaction,
providers' or patients' communicative competence, and the quality of
care during actual medical encounters. Because researchers have noted
that participants' impressions of their own and others' performances
in medical encounters often differ from their behaviors (Cegala, Gade,
Broz, & McClure, 2004), it is important for researchers to examine data
on actual interactions.
Finally, the literature has developed some consensus but not universal agreement on how to best conceptualize and name different types of
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interpreters. In an earlier article I have presented a typology of interpreters that includes (a) chance interpreters, (b) untrained interpreters, (c)
bilingual healthcare providers, (d) on-site interpreters, and (e) telephone
interpreters (for detailed discussion about the strength and weakness
of each type see Hsieh, 2006b). However, based on recent research, I
believe that the classification needs some revision. In particular, the category of untrained interpreter originally included both family members
and bilingual healthcare staff (e.g., bilingual nurses). Recent studies have
demonstrated that family interpreters (i.e., patients' family members or
friends who perform the interpreting task), due to their knowledge of
and relationships with patients, have unique behavioral patterns and are
perceived differently by providers (Leanza et al., 2010; Rosenberg et al.,
2007; Rosenberg et al., 2008). On the other hand, providers may trust
bilingual healthcare staff more than professional interpreters due to their
medical knowledge and familiarity with the medical procedure within
the clinic (Hsieh et al., 2010). As a result, I believe that sufficient evidence
exists to warrant a separation of these two types of interpreters into distinct categories. As the technology of videoconferencing becomes more
available (see Pochhacker, this volume), future research should consider
whether video-based interpreters should become a new category of interpreters or whether they share similar characteristics and impacts with
other types of interpreters.

Providers' Clinical Decisions for Medical Interpreting

The second puzzle of bilingual health communication is the underuse of professional interpreters despite various federal and state legislations that have required healthcare facilities to provide interpreters to
LEP patients since the late 1970s (Youdelman, 2008). Multiple studies
have demonstrated that providers continue to underutilize professional
interpreters, who consistently are used for less than 20% of LEP patients
(Ginde, Sullivan, Corel, Caceres, & Camargo, 2010; Meischke, Chavez,
Bradley, Rea, & Eisenberg, 2010; Schenker, Perez-Stable, Nickleach,
' & Karliner, 2011). Instead, providers often rely on family interpreters, ad hoc interpreters, and bilingual staff. Although some researchers
argue that providers are "getting by" with other forms of interpreters
(Diamond, Schenker, Curry, Bradley, & Fernandez, 2009; Schenker et al.,
2011), others argue that providers' choice of interpreters may involve
multiple factors.
Trends in Bilingual Health Communication

The literature has suggested time pressure and the lack of availability
and/or accessibility were often cited as primary reasons for providers'
underutilization of professional interpreters (Lee et al., 2006; Ramirez
et al., 2008). However, in my own research I have identified other factors that shape providers' decision-making processes. For example, some
providers expressed concerns for interpersonal contact and emotional
support when disclosing bad news and commented that they would
opt for a nonprofessional interpreter who is on-site rather than a professional telephone interpreter. CaraH commented, "It's a matter of eye
contact, it's a matter of body habitus ... sometimes the family NEEDS
to be able to make eye contact and feel like they are having some human
CONNECTION." CecilH explained that when disclosing a poor prognosis, "I want somebody [who] stands in there WITH me. To look me in
the face .... I just couldn't use a telephone [interpreter]." On the other
hand, providers' concern over litigation and alliances may prompt them
to choose professional interpreters. For example, GramH noted, "I rely on
the fact that the professional interpreter is supposed to be working for
me, as a go-between with the patient; whereas the family member might
be working for themselves or might be working for the patient or who
knows what. They are not there for me."
In addition, providers may evaluate the urgency and complexity of
clinical conditions as they choose the types of interpreters needed. For
example, NatalieH stated, "I might use a six-year-old. Depending upon the
immediacy of the need, like pain or something like that." GloriaH also commented, "If you are in a fairly urgent situation, where you have to make
a decision doing an emergency C-section or something like that, you go
with what the family member says and you don't think about it." CeliaH
explained, "We have some residents who are bilingual, and that can be
very helpful sometimes, too. 'Cause they have a lot of medical knowledge."
NaciaH also noted, "When I have little issues, my seventh-grade Spanish
can get me through." Finally, providers' areas of expertise may also influence their preferences for a particular type of interpreter. For example,
a provider in mental health care may prefer professional interpreters to
family interpreters due to concerns about patient privacy and treatment
efficacy; in contrast, an oncologist may feel that emotional support is more
critical for the current tasks and decide that a family interpreter can serve
multiple functions effectively (Hsieh et al., 2013). These findings demonstrate that providers' decisions with regard to the types of interpreters to
use in medical encounters are the result of a calculated process.
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Addressing Challenges within Trend 3

In summary, this emerging trend highlights the complexity of healthcare practices and shifts attention away from interpreters' linguistic performances. Instead, researchers acknowledge the unique characteristics
of healthcare settings that shape the processes and outcomes of medical
interpreting. A crucial aspect of this perspective is researchers' willingness
to challenge taken-for-granted ideology, critically examine the practices
of bilingual healthcare, and develop meaningful and practical solutions.
For example, rather than assuming that professional interpreters are
universally superior to other types of interpreters, researchers aim to
provide evidence-based arguments for the distinctive impact that different types of interpreters make. In other words, this approach allows
researchers and practitioners to develop meaningful practice guidelines
for interpreters by investigating (a) the communicative strategies that
may be used by different types of interpreters, (b) effective strategies to
coordinate with different interpreters, and (c) the limitations and ethical
boundaries of different types of interpreters.
Similarly, rather than simply attributing providers' underutilization
of professional interpreters to providers' personal excuses, researchers
continue to examine the interpersonal and organizational dynamics oJ
bilingual medical encounters and to explore the various factors that are
critical in shaping the communicative process of medical interpreting.
Rather than presuming that certain types of interpreters or certain ways
of interpreting are better thari others, researchers who are influenced by
this trend seek to generate evidence-based findings to back up their claim.
Finally, because the quality of interpreting is situated in healthcare
contexts, research~rs and practitioners can now consider various issues
that may not be typically considered in other forms of interpreting. Fm
example, even though family members are not typically considered to be
primary participants in medical encounters, researchers have raised concerns that LEP patients' family members receive less emotional support
from the clinicians even when an interpreter was provided (Thornton,
Pham, Engelberg, Jackson, & Curtis, 2009). Imposing professional interpreters on patients who expressed a preference for a family interprete1
may be problematic if not unethical due to the failure to respect patients'
cultural and interpersonal considerations (Ho, 2008). In short, the third
emerging trend, identifying the complexity of clinical demands, opem
up innovative viewpoints to examine the quality and effectiveness oJ
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bilingual healthcare by highlighting the complexity and reality of healthcare practices and proposes various (new) criteria that are essential to
evaluate the outcomes of interpreter-mediated medical encounters.

TREND 4: EXPLORING CONTEXTUAL FACTORS IN BILINGUAL
HEALTHCARE

Finally, contextual factors are critical to bilingual health communication. Although contextual factors appear to comprise numerous issues,
this emerging trend highlights researchers' attention to larger contexts,
including cultural, socioeconomic, interpersonal, environmental, organizational/institutional, legal, policy, and ethical contexts. Although a wide
variety of issues are involved in this trend, these considerations would
be nonexistent in a world that assumes that the quality of interpreting
is solely dependent on interpreters' ability to provide word-for-word
interpretation. To recognize the role these factors play in shaping the
content and process of interpreting is to acknowledge the diverse forces
that shape the content and process of bilingual health communication.
Although this line of research has been growing rapidly, the number of
specific factors that have been identified and systematically investigated is
still limited. Researchers have identified interpersonal trust (Brisset et al.,
2013; Hsieh et al., 2010), organizational policies (Jacobs, Diamond, &
Stevak, 2010), and modes of interpreting (Locatis et al., 2010; Price,
Perez-Stable, Nickleach, Lopez, & Karliner, 2012) as contextual factors
in interpreting practices. Rather than providing a comprehensive review
of all of these contextual factors, I focus on two emerging ones that are
likely to shape the future development of the field: (a) areas of medical
specialty and, (b) interpersonal relationships.

Areas of Medical Specialty

Although medical interpreting is a fledgling subfield of the larger field
of community interpreting, the literature has experienced exponential
growth and challenged traditional thinking in interpreting studies since
early 2000 (Brisset et al., 2013). The first contextual factor mentioned
here, areas of medical specialty, is often implied but rarely systematically examined in the literature on bilingual healthcare. Examination of
this factor is possible only because of the influences of previous trends.
90

:

ELAINE HSIEH

If interpreters were simply viewed as tools, as language machines, then
interpreters' performances should not differ depending on the context

(Hsieh & Kramer, 2012). After all, a hammer will always be used as a
hammer in all contexts. To consider that the areas of medical specialty
can or should influence an interpreter's performance is to argue that the
"preferred" interpreting style/perform:mces may differ depending on the
clinical context.
As researchers have become more sensitive to the types of interpreters
included in their studies, they have also become more aware of the clinical settings in which they conduct their studies. Many studies specifically
identified these settings, which included pediatric, emergency, and palliative care (e.g., Cunningham, Cushman, Akuete-Penn, & Meyer, 2008;
Flores et al., 2012; Grover, Deakyne, Bajaj, & Roosevelt, 2012; Kuo,
O'Connor, Flores, & Minkovitz, 2007; Roat, Kinderman, & Fernandez,
2011). However, these studies did not explore how the specific characteristics and the provider-patient dynamics of pediatric and/or emergency
medicine may exert special influences on or challenges to interpretermediated medical encounters. Nevertheless, by specifying the types of
clinical contexts, they raised the question of whether and how the unique
clinical contexts may influence participant expectations and performances in clinical encounters.
For example, providers of obstetrics-gynecology department often
need to develop a long-term relationship with their patients, helping them
through the months of pregnancy. Providers of the emergency department may be less concerned about developing long-term rapport with a
patient and instead are under time constraints to make an accurate diagnosis. Providers of the oncology department often deal with issues that
are highly emotional and cultural (e.g., death and dying) and may need
to interact with the patient's family members regularly. For providers
of mental health care, language is both a window to diagnose patients'
symptoms and a tool for treatment. Finally, nurses often interact with
patients more closely than physicians and thus, may have different communicative needs. The distinctive needs of the different specialties and
their universal role as healthcare providers give researchers an opportunity to examine the commonalities and differences of providers.
For example, different specialties (e.g., mental health vs. oncology vs.
nursing) would have specialty-specific needs and expectations for interpreters' role performances. Although an interpreter may feel that not
engaging in some small talk might be perceived as being rude (Hsieh,
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2006a), casual interactions with patients with mental illness (e.g., paranoia) may lead to serious clinical consequences (Hsieh et al., 2010). For
example, MiraH, a mental health provider, noted, "You don't want interpreters to interact with the patient so much that the patient begins to
TRUST the interpreter more than the physician.... If the patient opens
up so much to the interpreter that they become so emotional or have an
emotional breakdown. That can interfere with the treatment process tremendously." In contrast, CurtisH, an oncologist, mentioned a case in which
both the mother and her child were diagnosed with cancer. He explained
that the interpreter's emotional support was valuable and appreciated:
"The translator has become very attached and would visit the patient
before I go into the room and she'd visit them afterward. I've seen her
visiting when I don't need her."
So far, in the field of bilingual health care, mental health care appears to
be the only medical specialty in which researchers and practitioners have
presented systematic discussions on how medical interpreting imposes
unique challenges to and expectations for interpreters (d'Ardenne &
Farmer, 2009; Jackson, Zatzick, Harris, & Gardiner, 2008; Tribe & Lane,
2009). This is likely because mental health providers are particularly sensitive to individuals' use of language as well as cultural influences in their
diagnostic and treatment process. Several researchers have argued that
interpreting in mental healthcare settings requires interpreters to adopt a
much more active and aggressive role in assisting providers to understand
patients' (culturally based) symptoms and provide culturally sensitive
treatments (Tribe & Lane, 2009). Nevertheless, in a large survey, mental
health providers placed less value on interpreters' ability to assist patients
outside medical encounters than did providers in emergency medicine,
OB/GYN, and nursing. They also placed less value on interpreters' ability to advocate for patients than did providers in emergency medicine
and nursing (Hsieh et al., 2013). This reflects mental health providers'
concerns about patient-interpreter bonding and its potential impact on
patient-provider relationships and their therapeutic goals. By examining
the specific contexts of mental health care and highlighting providers'
potentially competing expectations, researchers are able to identify the
specific behaviors that are essential to successful interpreter-mediated
encounters and propose realistic expectations and guidelines to facilitate
best practices in the field.
In addition, a topic that has recently emerged in the literature is interpreters' emotional work when they interpret for refugees or patients
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with traumatic experiences (Bontempo & Malcolm, 2012; Johnson,
Thompson, & Downs, 2009; Splevins, Cohen, Joseph, Murray, & Bowley,
2010), highlighting the potential emotional distress (e.g., burnout and
trauma) experienced by interpreters in these settings. I find this topic particularly exciting because it signals that the field of bilingual health care
is maturing. Only when researchers and practitioners acknowledge interpreters' active roles and presence in medical encounters can we begin to
recognize and discuss the impacts and consequences of such practices.
Finally, despite the attention to the unique needs, expectations, and
conditions imposed by each medical specialty, there may still be universal
needs and expectations with regard to bilingual health communication
that apply to all healthcare providers. In particular, researchers continue
to report that physicians still hold the general expectations that interpreters should assume a neutral conduit role (Abbe, Simon, Angiolillo,
Ruccione, & Kodish, 2006; Fatahi et al., 2008). This finding is also
supported by a recent survey in which providers from different specialties also appeared to expect interpreters to adopt a neutral, emotionally detached, and independent professional role (Hsieh et al., 2013).
Although the literature has argued that the interpreter-as-conduit model
is unrealistic and problematic, researchers need to explore if there are
universal expectations held by all providers and how these expectations
may influence bilingual health care.
In other words, I believe that areas of medical specialty is a growing theme as researchers begin to reflect critically on how differing clinical contexts impose different standards of "good" interpreting practices
and expectations of appropriate interpreter performances. In addition,
researchers can now reexamine how these different standards and expectations may influence interpreters' behaviors (and even health status). I
expect that future research in this direction will need to further explore
organizational and ethical guidelines for different medical specialties and
to investigate to what extent interpreters can effectively respond to these
unique standards and expectations.

Interpersonal Relationship

The ongoing relationship between the provider, the interpreter, and the
patient (and the patients' family members) is another contextual factor
that is essential to the quality of bilingual health care. Although it has
been neglected in the literature, several recent studies have suggested
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that this is an important contextual factor in bilingual health care. In a
recent review, Brisset and colleagues concluded (2013, p. 136), "Building
trust and respect (recognition) is a prerequisite to establishing a collaboration that allows all protagonists to find their place in the relational
dynamic .... Trust and control issues take place within the relation (and
its dynamics) between patients, interpreters and practitioners."
Moving beyond an understanding of static relationship, recent literature highlights the dynamic, emergent, and changing nature of interpersonal relationships. For example, although a provider may have concerns
about a family interpreter's lack of illness-related terminology and
knowledge, the provider may eventually develop trust because the family
interpreter has learned the relevant terms and knowledge by acting as
a caregiver for the patient outside the medical encounter (Hsieh et al.,
2010). Although the industry traditionally tries to avoid assigning the
same interpreter to the same patient multiple times, both providers and
interpreters have argued that an ongoing working relationship improves
their collaboration. CandiceH noted, "I know [some interpreters] personally. Often I've worked with them more than once or twice. So, I know
their style and they know mine. They know the words I use and all that.
I mean, it's just better to have someone you know and trust." Interpreters
were observed to actively seek information about patients' medical history when working with new patients as an attempt to ensure the quality of later interpretation. Sandra1 commented, "I also ask [the patients]
what are the reasons they are there? Do they have any problems? Because
I know that all these are going to come up when I get into the office and
it is going to be easier for me when I say, 'Well, the patient is here for this
reason.' ... I think this is going to make it faster-the appointment."
In other words, the lack of knowledge of the patients' medical history
prompted Sandra to assume a co-diagnostician role to obtain information about the patient's medical history (see also Hsieh, 2007).
Professional interpreters' ability to develop trust with providers and
patients over time is essential to their management of provider-patient
interactions (Edwards, Temple, & Alexander, 2005; Robb & Greenhalgh,
2006). On the other hand, an on-site professional interpreter may not
be trusted by the providers if they have been informed of the interpreter's alleged prior misconduct (Hsieh et al., 2010). Similarly, researchers
have argued that despite providers' preference for professional interpreters, using family interpreters may be ethically necessary due to patients'
long-term relationship and social obligations/responsibilities with the
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interpreter (Angelelli, 2010; Ho, 2008). Because the provider-patientinterpreter triad often works across many medical encounters, it is
important to examine how such a relationship influences their coordination and collaboration in interpreter-mediated medical encounters ove1
the course of an illness event.
Addressing Challenges within Trend 4
Researchers need to explore and identify the various contextual factors that influence interpreter-mediated medical encounters. Compared
to other trends, this one is still in a very early stage. Few contextual factors have so far been systematically examined and theorized. However,
recent studies have suggested great potential here. The literature in mental
healthcare interpreting has provided good examples and directions for
researchers to explore other clinical contexts. From this perspective, this
trend views medical interpreting not simply as a generic form of interpreting but also as a communicative activity situated in multiple contexts.
Researchers' abilities to identify and investigate specific contexts and their
corresponding influences on interpreter-mediated encounters are essential
to the theoretical development and practice implications of this trend.

CONCLUSION

In this chapter, I have examined four emerging trends in the literature
of bilingual health communication, highlighting their potential for theory
advancement and practice implications. These trends are interconnected.
For example, without recognizing other participants' influences in interpreter-mediated encounters (Trend 2), one cannot truly understand and
examine how providers' calculated use of interpreters might be dependent on specific clinical demands (Trend 3). Without seeing interpreters as
active participants (i.e., individuals with agency influencing the process
and content of medical encounters; Trend 1), there is little possibility
of examiq,ing how the provider-interpreter, interpreter-patient, or provider-patient-interpreter relationship may shape the delivery of bilingual
healthcare (Trend 4).
After all, if interpreters are passive tools such as computers, one would
expect that any computer would function the same as any other regardless of context. In other words, the home computer should work the same
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way and produce the same output as other computers in a lab, office, or
library. Anyone who uses a computer would expect identical processes
and results across times and places. A computer can be broken, but otherwise they work the same. Similarly, an interpreter who fails to assume
the conduit role has traditionally been regarded as a "bad" interpreter;
otherwise, all interpreters are the same. All providers and patients should
expect the same "good" interpreting from all "unbroken" interpreters.
This has been the traditional thinking in interpreter performances. But
this belief is not supported by the reality of interpreting.
These emerging trends, supported by evidence-based studies, provide strong counterarguments to the traditional thinking about interpreter-mediated interactions. In addition, they are opening up new
perspectives to conceptualize interpreter-mediated medical encounters.
By moving beyond the comparisons between source and target texts,
researchers have demonstrated the value of viewing bilingual health
communication as a goal-oriented, context-situated collaboration
between multiple parties.
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