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HEALTHCARE INTERPRETING 

AS A SOCIALLY 
CONTEXTUALIZED ACTIVITY

Elaine Hsieh and Xiaolu Ma

In this chapter, healthcare interpreting is examined as a locally managed and contextually 
situated communicative –​ and ultimately, social –​ activity. Translators work with written 
texts, whereas interpreters work with spoken languages as they transfer information from 
one language to another. Both interpreting and translation are inextricably embedded in 
contexts, including interpersonal, organizational, socio-​cultural, socio-​political, and even 
geopolitical contexts. The contexts are often multilayered and interconnected. Due to the 
complexities of cross-​cultural care and the goal-​oriented nature of healthcare delivery (e.g., 
ensuring quality of care and improving patient outcomes), interpreters need to be sensitive 
to the structural norms and emergent dynamics of contexts in interpreter-​mediated medical 
encounters.

Historical perspectives: the conduit model

Healthcare interpreting as a specialized area of research and practice emerged in the 
1990s from the larger field of interpreting studies (Hsieh 2016). Because the early devel
opment of interpreting studies and the professionalization of interpreters are closely tied 
to legal contexts and international diplomacy (Baigorri-​Jalón 2014), the codes of ethics 
for interpreters have been heavily influenced by the translator-​as-​conduit model (Dysart-​
Gale 2005).

The conduit model is not new in the larger fields of communication or Translation and 
Interpreting Studies. When first proposed, communication scholars imagined communica-
tion as a process in which concepts and meanings are transferred through a medium (e.g., 
language), acting as conduits from the message sender/​encoder to the message recipient/​
decoder (Reddy 1979). To minimize the distortion or misunderstanding of meanings, the 
precision and consistency of the conduit are critical. As a conduit of communication, 
interpreters are confined to a very restrictive role because the translator-​as-​conduit model 
expects interpreters to be faithful to the original text, choose the correct vocabulary, and 
be neutral in the communicative process (Loach 2019). The interpreter is conceptualized 
as an information-​transferring device, a conduit whose function is simply to render the 
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meaning of the source text to the target text as if a perfectly equivalent word, sentence, 
or meaning exists in both languages. According to the conduit model, other speakers 
adopt an instrumental approach to interpreters, constructing interpreters as passive tools 
to be wielded by others –​ they are nothing more than the voices of others (Hsieh and 
Kramer 2012b). Rather than treating translation as an activity in which translators can 
and do play multiple functions, the conduit model expects interpreters to become invisible 
(Hsieh 2008).

Contexts also become irrelevant –​ after all, a perfect tool should always function the same 
way regardless of the settings or users involved. If the tool users are not able to achieve good 
and consistent outcomes, they need to find a better tool –​ a better conduit. Interpreters are 
also expected to have consistent and precise performance, regardless of their characteristics, 
clinical contexts, or the locations of the tasks. The interpreter characteristics, interper-
sonal dynamics, communicative objectives, socio-​cultural contexts, or clinical settings were 
largely ignored in early research on interpreter-​mediated medical encounters. The quality 
of healthcare interpreting was defined through accuracy in matching the source texts with 
the target texts by identifying errors of omission, addition, and substitution (e.g., Flores 
et al. 2003).

Researchers have long questioned the myths of invisible, non-​interfering translators 
(Robinson 2001; Venuti 2018). The professionalization of community interpreters has 
provided valuable data and momentum to this line of research (Hsieh 2003). The con
duit model of interpreting assumes that both parties share equal footing, and similar 
cultural and communicative norms. In addition, the model assumes that all parties are 
competent speakers who are able to communicate and negotiate their tasks, identities, and 
relationships.

Such assumptions are often problematic in environments in which interpreters mediate 
face-​to-​face interactions between officials and laypersons, meeting for a particular purpose at 
a public institution (e.g., healthcare settings; Wadensjö 1998). In interpreter-​mediated med
ical encounters, healthcare providers and patients often experience significant differences in 
medical knowledge, access to resources, and institutional power (Hsieh 2016). In addition, 
in cross-​cultural care, healthcare providers and patients may also share competing, if not 
conflicting, views of illness ideologies, cultural norms, and speech practices. In a review, 
Brisset et al. (2013: 131) concluded that ‘non-​literal translation appears to be a prerequisite 
for effective and accurate communication’ in healthcare interpreting.

In short, a blind adherence to the conduit model in health contexts can inadvertently 
compromise the quality and equality of care (Hsieh 2016; Schwei et al. 2019). By recog
nizing the complexity of social and power dynamics in healthcare settings, interpreters and 
researchers have demonstrated the complexity of interpreter-​mediated interactions, challen-
ging the assumptions of and problems entailed by the conduit model (Álvaro Aranda et al. 
2021; Benda et al. 2022; Brisset et al. 2013).

By recognizing interpreting as a communicative activity involving multiple parties with 
diverging identities, relationships, and tasks, researchers and practitioners have opened 
the possibilities and intervention points to address the quality of interpreter-​mediated 
interactions (Angelelli 2020; Hsieh 2017). The goal-​oriented nature of healthcare delivery 
(e.g., improving patient satisfaction, optimizing health outcomes, and ensuring the quality 
of care) allowed healthcare interpreters to reexamine their roles and functions beyond the 
texts uttered by other speakers. Consequently, new possibilities emerged:
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When all parties are viewed as active participants in the medical encounter, a new 
world is opened to researchers of bilingual health care. A wide variety of contextual 
factors […] become relevant to the process of interpreter-​mediated interactions. […] 
Interpreters, along with their interpersonal relationships, diverse functions, emotions, 
and job-​related hazards, become legitimate issues to be explored.

(Hsieh 2016: 273)

Critical issues and current research

Participant characteristics and interpersonal dynamics

When healthcare interpreting is conceptualized as a communicative activity coordinated 
between multiple parties, the analytical focus shifts from the comparisons of texts to the 
co-​construction of communicative frames. Several reviews have identified professional 
interpreters’ positive impact on interpreter-​mediated interactions (Heath et al. 2023; 
Karliner et al. 2007). Nevertheless, healthcare providers continue to rely on untrained 
interpreters despite mandatory interpreter legislation, an institutional preference for pro-
fessional interpreters, and the availability of professional interpreters (Phelan 2018; Taira 
et al. 2020). This is because interpreters’ professionalism is not the only criterion influen
cing healthcare providers’ choice of interpreters.

Healthcare providers do not simply view interpreters as a single category but have 
developed a nuanced understanding and strategic use of different types of interpreters (e.g., 
professional interpreters, family interpreters, and bilingual medical staff) and interpreting 
modalities (i.e., the means for the delivery of interpreting; e.g., face-​to-​face, telephone, 
video, and artificial intelligence (AI)-​assisted interpreting) to meet their objectives (Hsieh 
2015). Different types of interpreters and interpreting modalities have unique impacts on 
the interactional dynamics of medical encounters. In fact, healthcare providers have been 
observed to adopt different communicative patterns when working with different types of 
interpreters (Leanza et al. 2010).

Communicative proxemics, patient trust, and therapeutic objectives, in addition 
to professional training, all shape healthcare providers’ preferences when choosing 
interpreters and interpreting modalities (Hsieh 2015). For example, when disclosing 
a poor prognosis, a provider may choose a family interpreter who the patient trusts or 
an untrained, on-​site interpreter who can provide emotional support rather than pro-
fessional telephone interpreters who may be inadequate for responding to a patient’s 
emotional needs (Hadziabdic et al. 2014). Family interpreters’ dual role nature (e.g., 
caregiver) provides them with insights (e.g., patient’s medical history), functions (e.g., 
advocacy), and relationships (e.g., trust) that can facilitate patient empowerment and 
healthcare delivery (Heath et al. 2023).

Researchers have also begun to examine how participants’ demographic characteristics 
can impact provider-​patient interactions. An emerging area of research is the impacts of 
demographic concordance in interpreter-​mediated medical encounters. Minority patients 
rated their physicians, medical care, and overall satisfaction higher when they shared the 
same race as their physicians (LaVeist and Nuru-​Jeter 2002). A review concluded that the 
effect of provider-​patient gender concordance in medical encounters was real but ‘typically 
small in magnitude’ (Street 2002: 205).
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Interpreters’ gender, nationality, religion, and political beliefs may also impact their 
interpreting strategies. For example, because some cultures are sensitive to gender roles, 
it is possible that participants’ gender may impact the interactional dynamics and quality 
of care. Bischoff et al. (2008) found that the presence of a professional interpreter may 
reduce gender-​related communication barriers in healthcare settings. Acosta Vicente (2023) 
noted that cultural norms may shape patient expectations and communication dynamics 
in response to interpreters’ gender or provider-​patient-​interpreter gender concordance. 
Similarly, interpreters’ political beliefs may impact their interpreting strategies. People who 
share the same language may not share the same political beliefs and linguistic norms. For 
example, Mandarin-​speaking interpreters from China may have different interpreting strat-
egies, in addition to linguistic norms, from Mandarin-​speaking interpreters from Taiwan, 
not to mention the potential tensions when working with patients who hold opposing polit-
ical views (Chang 2021). Recently, researchers have examined how activist interpreting (i.e., 
interpreting in contexts in support of political agendas and struggles, e.g., assisting patients 
in abortion clinics or refugees who experienced political persecution) may shape interpreters’ 
communicative strategies, impacting the interpersonal dynamics of specific interactions and 
the contour of social justice at the societal level (Boéri 2023; Gould and Tahmasebian 2020).

By recognizing interpreters as active participants rather than passive tools in provider-​
patient interactions, interpreters are humanized with their unique characteristics, 
perspectives, and needs. As researchers investigate how interpreters can impact (and can be 
impacted by) healthcare delivery, one of the growing areas of research is the emotional work 
and functions interpreters serve in community settings (Hsieh and Nicodemus 2015; Theys 
et al. 2019). Interpreters’ emotion work can impact not only the interpersonal dynamics of 
provider-​patient interactions but also the quality of care (Krystallidou et al. 2018; Theys 
et al. 2022). Gutierrez et al. (2019: 898) noted that interpreters adopted specific strat
egies (e.g., contextualization, encouragement, checking comprehension, endearment, and 
softening) to provide empathic communication and ‘situate the clinicians’ statement within 
the contexts of the larger interaction and make communication of results more accessible, 
personalized, and supportive for families.’

Interpreters can be impacted by the interpersonal dynamics of provider-​patient 
interactions. The recent investigations on interpreters’ distress when working with refugees 
and patients who have traumatic experiences (Green et al. 2012; Splevins et al. 2010) 
demonstrated the interactive and interdependent nature of interpreter-​mediated medical 
encounters. Interpreters are particularly vulnerable to vicarious trauma and distress due to 
their use of the first-​person interpreting style (e.g., saying, ‘I was raped,’ rather than ‘the 
patient said she was raped’), their shared life experiences (e.g., experiences as refugees and 
immigrants), and their low status within the institutional hierarchy (Darroch and Dempsey 
2016; Lim et al. 2022). However, interpreters also have reported a sense of resilience and 
empowerment after experiencing distress when interpreting refugee trauma narratives 
(Simms et al. 2021). In short, interpreters are not passive tools in medical encounters but 
active participants who integrate meanings through social interactions.

Healthcare settings as a system-​level structure

Another context that researchers have just begun to explore is how clinical specialties and 
contexts may require different types of interpreting strategies. When looking at the codes of 
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ethics for healthcare interpreters, one may assume that good healthcare interpreting looks 
the same and relies on the same set of practices and skills. However, different clinical spe-
cialties often require healthcare providers to adopt different roles and relationships with 
their patients to achieve short-​term tasks and long-​term goals (Hsieh 2015; Hsieh and Terui 
2015). For example, emergency physicians may be more concerned about the speed of infor
mation solicited for medical decision-​making rather than maintaining a trusting, supportive 
relationship with the patient (Cox and Lázaro Gutiérrez 2016; Taira et al. 2020). By con
trast, a mental healthcare provider may view provider-​patient trust as a necessary element 
to achieve all therapeutic objectives (Chang et al. 2021). An obstetrician may shift from a 
casual, comforting chat during a check-​up to an all-​hands-​on-​deck emergency based on a 
sudden change in the fetal heartbeat. As a result, successful interpreting is dependent on 
interpreters’ ability to respond to the emergent shifts in healthcare providers’ and patients’ 
communicative goals by adopting different roles, functions, and strategies in interpreter-​
mediated encounters (Hsieh and Kramer 2012a; Suarez et al. 2021).

Two issues are particularly important here. First, studies have demonstrated that 
healthcare providers, regardless of their clinical specialties, share some universal expectations 
for healthcare interpreters (René de Cotret et al. 2020). On the one hand, all healthcare 
providers expect interpreters to act as trained, independent professionals (i.e., capable of 
making unbiased decisions and interventions; Hsieh et al. 2013). On the other hand, they 
also expect interpreters to act as their proxy, assisting them in their communicative goals 
(Hsieh et al. 2013). However, healthcare providers’ communicative goals are not neces
sarily limited to their therapeutic objectives. Healthcare providers’ goals can include iden-
tity goals (e.g., being a caring expert) and relational goals (e.g., developing a strong bond 
with the patient) as well. For example, an obstetrician explained, ‘If I walk in [to the room] 
and I like my patient’s shoes, I’d say, “OH, I LOVE your shoes! They are so cute [high 
cheery tone].” […] Some of [the interpreters] go like, “Yeah, haha.” I’m like, “NO! Tell 
her! I like her shoes!!” ’ (Hsieh and Hong 2010: 195). Because healthcare providers rely on 
healthcare interpreters to construct their identities and relationships in clinical encounters, 
providers need to collaborate and coordinate with interpreters for relationship-​building 
with patients (Leanza et al. 2023).

Another interesting (and unexpected) issue is how different clinical specialties differ 
in their attitudes toward interpreters as a patient ally (Hsieh et al. 2013). Functioning 
as a patient ally involves behaviors that are traditionally considered problematic (e.g., 
advocating for patients, assisting patients outside of medical encounters, and providing 
emotional support). This is an area where interpreters often disagree on their roles and 
functions (Hsieh 2008). Many interpreters follow the traditional interpreter-​as-​conduit 
model and reject the patient ally function, arguing that such practices are necessary to 
protect patient agency and prioritize provider-​patient relationships. However, others have 
reported that avoiding expected social norms and acting like a robot is not only awk-
ward but also inappropriate in a place where a language-​discordant patient can feel very 
alienated and disempowered. Recent studies have recognized the valuable roles interpreters 
can play as they actively manage their advocacy role, interpersonal dynamics, provider-​
patient-​interpreter trust, and emotional needs in difficult conversations (Chatzidamianos 
et al. 2019; Gutierrez et al. 2019; Weaver et al. 2022).

In our studies, we found that nursing staff appreciate interpreters’ functions as a 
patient ally; by contrast, mental healthcare providers are often wary, if not resistant, to 
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such practices (Hsieh et al. 2013). Rather than viewing such interpreting practices from 
a normative perspective (e.g., what is expected as an appropriate interaction between 
interpreters and patients based on social norms), researchers noted that it is the therapeutic 
objectives held by healthcare providers that create diverging demands and expectations for 
interpreters (Chang et al. 2021; Hsieh et al. 2013). Because nurses’ tasks often include 
providing emotional support, an interpreter who is attentive in providing a human touch 
to all aspects of care is complementary to a nurse’s objectives. By contrast, because mental 
healthcare providers may treat patients who experience past trauma (e.g., losing family 
members in wars or violent events), an interpreter’s simple greeting (e.g., ‘Where are you 
from? Do you have kids?’) risks triggering an episode or compromises prior therapeutic 
improvements.

In summary, the literature suggests that successful interpreter-​mediated medical 
encounters rely on interpreters’ ability to be flexible and adaptive to the diverging clin-
ical demands (e.g., clinical specialties and therapeutic objectives) and the emergent nature 
of provider-​patient communication (e.g., shifts in tasks, identities, and relationships). 
Recent studies also suggest that healthcare providers do not always react negatively when 
interpreters disagree with them or challenge their communicative goals, especially when 
healthcare interpreters do so to protect the quality and equality of care (Hsieh 2016).

Social and historical contexts of language barriers

Language barriers are more than an obstacle to effective communication. Language barriers 
are situated in larger social and historical contexts. Trust, control, and power are three 
common challenges in bilingual health communication:

Trust and control issues take place within the relation (and its dynamics) between 
patients, interpreters and practitioners. These issues are notably the expression of 
power struggles occurring in broader contexts, such as healthcare institutions and the 
society at large, with its political choices that affect languages, minorities, refugees, 
etc.

(Brisset et al. 2013: 136)

As researchers explore the meanings and impacts of language barriers, failure to appreciate 
larger contexts may limit their investigations and solutions.

Host community-​patient dynamics is intertwined with patients’ access, process, and 
outcomes of care. Depending on the social, cultural, and historical contexts of the host com-
munity, a patient’s language, culture, and race may shape his/​her healthcare experiences. 
Although language-​discordant patients (i.e., patients who do not share the same language 
as the host community) are often perceived to be a part of the vulnerable populations sus-
ceptible to discrimination and marginalization in healthcare settings, this is not necessarily 
the case for all patients (Terui and Hsieh 2022).

Language barriers do not mean the same thing for language-​discordant patients, even 
when they are in the same host community or speak the same language. For example, in 
Taiwan, a German-​speaking patient is more likely to receive a privileged status than an 
Indonesian-​speaking patient (Lan 2011). Similarly, in the United States, a white patient 
from Spain is unlikely to have the same healthcare experiences as a non-​white patient 
from Guatemala, even though both speak Spanish. When reviewing the impact of the Civil 
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Rights Act of 1964, Rose (2014: 211) concluded, ‘Language is not race-​neutral. It is race 
laden.’ For some patients, their language discordant status signals their privileged status 
and compels the locals to accommodate. By contrast, others may find language barriers 
make them vulnerable to hidden discrimination and health disparities, requiring them 
to adopt unique strategies to negotiate their agency and power in a hostile environment 
(Canagarajah 2013).

Historically, following the conduit model, other speakers, rather than the interpreter, are 
responsible for addressing issues of disparities and injustice. Such practices can be prob-
lematic when a patient has low health literacy (e.g., lacks the knowledge to ask relevant 
questions) or has low agency (e.g., doesn’t have the skills or confidence to advocate for 
oneself; Hsieh 2013; Hsieh and Kramer 2012b). Similarly, structural privilege and dis
crimination can be invisible to both healthcare providers and patients. As a result, an 
interpreter-​as-​conduit model is likely to reinforce and maintain the structural inequity and 
injustice within the system (Loach 2019).

Quality and equality of care are not abstract concepts. Successful interpreter-​mediated 
medical encounters are dependent on interpreters’ ability to be sensitive to the meanings 
exchanged in provider-​patient interactions and to be vigilant against how the host 
community-​patient dynamics can impact the quality and equality of care (Terui and Hsieh 
2022). In interpreter-​mediated encounters, the communicative process can be an essential 
indicator of the quality of care (e.g., interpreters should maintain transparency and ensure 
that all speakers are able to exercise agency and control over the communicative and/​or 
decision-​making process). For language-​discordant patients, quality of care is intertwined 
with equality of care (i.e., the extent to which language-​discordant populations share com-
parable access to and effectiveness of care with language-​concordant populations; Diamond 
et al. 2019; Rose 2014). Healthcare interpreters are essential in helping both the healthcare 
providers and patients negotiate the meanings and outcomes of quality and equality of care.

More recently, researchers have argued that inclusive policies can have positive impacts 
on language-​discordant patients and empower them beyond clinical encounters. The profes-
sionalization of healthcare interpreters facilitated the call to reduce the use (if not to exclude) 
of non-​professionally trained interpreters. However, in a review, Pollock (2020) concluded 
that existing policies and practices in the United Kingdom for language-​discordant patients 
increase the power imbalance between healthcare providers and patients. Pollock (2020) 
argued that allowing family interpreters in healthcare settings can be valuable to support 
patient empowerment and quality of care.

Although many have raised concerns about relying on family interpreters, especially 
bilingual children, in healthcare settings, ethicists have acknowledged the potential problem 
of imposing Western bioethics and values without recognizing the unique relationships and 
responsibilities these children hold in immigrant families (Green et al. 2005). For example, 
when bilingual children serve as interpreters for their Spanish-​speaking parents, they adopt 
a team-​effort model, working together as a team to utilize both parties’ strengths, compen-
sate for partner limitations, and achieve mutually desirable outcomes (Guntzviller et al. 
2017). Bilingual children work to enhance their parents’ self-​efficacy, while their parents 
assist in improving the children’s health literacy. The bond is so powerful that Spanish-​
speaking mothers’ support for their children’s role as family interpreters is a protective 
factor against these low-​income, bilingual adolescents’ depression (Guntzviller and Wang 
2019). In other words, bilingual children’s role as interpreters for their families may not 
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only facilitate the quality of care but also provide strength and resilience to immigrant fam-
ilies as a whole.

Emerging technologies, including mobile apps for voice-​to-​voice translations and AI 
translations (e.g., Google Translate and Babeldr) are revolutionizing healthcare delivery 
(Panayiotou et al. 2020). Mobile technologies have made it possible to offer interpreting 
services at a scale that was unimaginable before (for a critical review of technology-​based 
interpreters, see Hsieh 2016). Australia was the first country to introduce telephone 
interpreting services in 1973 (Mikkelson 2003). The first telephone interpreting services in 
the United States were offered in 1981 (Kelly 2007). As of 2023, LanguageLine Solutions 
(2023), a technology-​based interpreting agency, provides 75 million interpreting calls a year. 
With 20,000+​ professional interpreters, LanguageLine offers 24/​7/​365 interpreting services 
in 240+​ languages in less than 30 seconds, including 40+​ on-​demand video interpreting 
languages (LanguageLine Solutions 2023). The availability of technologies has transformed 
localized interpreting activities into globalized connections.

Interpreters used to be bilingual and bicultural sojourners in local communities in pre-
vious generations, but technology has made it possible for people to learn a foreign lan-
guage and provide interpreting services without leaving their home countries. As a result, 
for cost-​saving measures, an interpreting service provider may use a Chinese–​English inter-
preter who has never left China to interpret for Chinese living in the United Kingdom, the 
United States, or Australia (Kelly 2007). However, such an instrumental use of interpreters’ 
linguistic-​transferring functions can be problematic when language-​discordant patients also 
need to navigate complex cultural and healthcare systems in their host community. It is 
unclear to what extent these non-​sojourner interpreters are able to understand, empathize, 
or assist patients in drastically different cultural and healthcare environments in different 
countries or social systems that are also foreign to them.

AI translations are also changing the landscape of healthcare interpreting. For example, 
Google Translate provides voice-​to-​voice, immediate interpretation services free of charge 
and is readily assessable through mobile phones. Studies have investigated whether these 
translation apps are appropriate and effective tools for healthcare delivery (Panayiotou 
et al. 2019), including communicating with language-​discordant patients in the emergency 
department (Khoong et al. 2019; Taira et al. 2021) and during awake intubation (Kapoor 
et al. 2020). Unlike human interpreters who may be able to actively observe the surrounding 
contexts, intervene when appropriate (e.g., asking clarification questions or suggest better 
ways to disclose bad news), and evaluate through common sense, translation apps, at their 
current stage, are limited to its linguistic-​transferring functions and can be vulnerable to 
serious errors (Quaglia 2022), resulting in clinically significant harm (Khoong et al. 2019). 
Compared to working with in-​person interpreters, healthcare providers also lose some of 
their ability to assess the quality of the interpreting (e.g., monitoring interpreters’ tone and 
emotion; Hsieh 2010) and to encourage patient participation (e.g., interpreters using non
verbal means to encourage patient participation; Krystallidou and Pype 2018) when using 
translation apps.

Because current translation apps predominately support one-​way, instrumental com-
munication (e.g., taking medical histories or offering discharge instructions), they may be 
effective in fulfilling healthcare providers’ information needs (Narang et al. 2019). However, 
it is unclear whether a language-​discordant patient can effectively address and advocate their 
needs and concerns (e.g., negotiating identities, relationships, or even illness ideologies) 
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while navigating a complex healthcare system through these apps (Birkenbeuel et al. 2021). 
Interestingly, a recent study found that elderly people may prefer fixed-​phrase translation 
apps over real-​time voice-​to-​voice mobile translation apps (Panayiotou et al. 2020). Fixed-​
phrased translation apps may provide elderly patients the option to ask questions or seek 
information that they otherwise lack the agency or health literacy to pursue (Hsieh 2013). 
From this perspective, the future of AI translations may require a balancing of various 
objectives and tensions between interpreters’ conduit, cultural mediator, and patient advo-
cate roles through a combination of fixed-​phrased prompts and real-​time translation.

The growing popularity of AI translations in healthcare settings has prompted researchers 
to raise concerns about language imperialism and health equity. Google is currently 
building AI translation models for ‘underserved languages by leveraging massively multi-
lingual models trained with supervised parallel data for over 100 high-​resource languages 
and monolingual datasets for an additional 1000+​ languages’ (Synced 2022). Meta is also 
working to deploy high-​quality translations between 200 languages, allowing low-​resource 
languages without much data to be combined with better-​regularized systems (Meta 2023). 
The convergence of various forms of technology (e.g., speech, graphic, and text recognition; 
mobile communication; and even smart home applications) will allow the owners of these 
linguistic data to have unprecedented access to language use in naturalistic settings and a 
wide range of contexts. By taking advantage of big data and AI technologies, AI translations 
aim at building ‘a single neural network’ that can be ‘jointly trained to maximize the prob-
ability of a correct translation given a source sentence’ (Bahdanau et al. 2016).

Global communities are only at the dawn of AI translations and will be witnessing a 
new age of language imperialism (and cultural loss; Adams 2021; Raley 2003). Rather than 
creating a neutral interlingua or Global English, AI translations are likely to favor some 
languages/​cultures over others due to differences in the sizes of databases or the economic 
scale of its users. Currently, English, Arabic, and Chinese are the most intensively researched 
languages in AI translations (Poibeau 2017; Raley 2003). However, North American English 
is a more dominant variation compared to South African or Australian variations. Chinese 
corpora from mainland China would be favored over those from Hong Kong, Taiwan, and 
other Chinese-​speaking countries and regions. As such, global communities may be at the 
early phase of linguistic and knowledge colonization as AI translations may worsen dispar-
ities and inequities around the world as the powerful and the rich are likely to have access 
to better quality translation and interpretation, resulting in greater access to information 
and resources. More importantly, unlike human translators who are purposeful and inten-
tional with their translation strategies, AI translation can involve processes and procedures 
that are not known to human engineers (Buolamwini 2023; O’Neil 2016). It is important to 
be cautious of the potential impacts of such approaches to translation and to address access 
disparities of language-​discordant patients.

Others have warned that cultural biases and discrimination can be perpetuated when a 
society relies on self-​learning AI to provide automated translations because biases are often 
inherent in languages and our linguistic practices (Zou and Schiebinger 2018). AI’s machine 
learning and deep learning algorithms have ‘deterministic functionality and will pick up any 
tendencies that already exist in the data they train on’ (Dickson 2018: 94). Leveraging high-​
resource languages with massive datasets to train translations of low-​resource languages is 
likely to perpetuate the worldview, including logic and bias, inherent in these high-​resource 
languages. Because data availability is unlikely to be equally distributed between different 

 

 

 

 

  

 

  

 

 

 



Healthcare interpreting as a socially contextualized activity

285

countries/​cultures, the countries or entities with better control and availability of data are 
likely to shape the performance (or consciousness) of AI, which will eventually shape the 
perceived reality of those who rely on AI to understand the world. More importantly, due 
to the obscure and expansive nature of AI, experts have warned that users are unlikely 
to detect the biases and prejudice inherent in AI translations (Howard and Borenstein 
2018). If language and culture are intertwined, and one’s language of choice can shape 
their perceived reality, as the Sapir–​Whorf hypothesis suggested (Zlatev and Blomberg 
2015), it is important to be sensitive to a world that is shaped by and the cultures lost to 
AI algorithms (Kramer et al. 2014). In the age of the AI market dominated by big tech 
companies like Microsoft, Google, and Amazon, the danger of unintentionally creating 
hegemony through AI translations cannot be ignored. Rather than creating a language 
barrier-​free utopia, AI translations have the potential to reinforce disparities and prejudices 
that benefit the powerful but not the weak.

Cultural (re)construction as contexts

Because different cultures often hold different cultural consciousness and language ideolo-
gies, which can also be context-​dependent (Hsieh 2022; Hsieh and Kramer 2021), lan
guage barriers are more than differences in providers’ and patients’ preferred languages. For 
example, Western culture views language as a tool for communication (i.e., an instrumental 
view of language); as such, having more information is empowering and facilitates decision-​
making (Hsieh and Kramer 2012b). As healthcare providers strive to optimize healthcare 
delivery through patient-​centered care, information seeking is often viewed as an essential 
skill for communicative competence for patients (Cegala and Post 2009). However, not all 
cultures view the relationship between language and information through such a utilitarian, 
instrumental approach.

In some cultures, when certain things are uttered, the reality is evoked. Thus, for many 
cultures, to inform patients about their cancer diagnosis is to (1) invite cancer into their 
body, (2) put a clock on their life expectancy, or (3) take away hope (Rosenberg et al. 
2017; Weaver et al. 2022; Yeung 2017). Importantly, these acts are not understood in a 
symbolic, metaphorical sense but are perceived as meaningful actions that transform reality 
(Hsieh and Terui 2015). In American English, some speech acts still hold such reality-​
transformative power. For example, before an umpire announces, ‘Play ball,’ balls thrown 
by a pitcher are just part of the practice, not the game. But after the announcement, any 
ball thrown by the pitcher counts toward the official scores. Imagine a culture that views 
language such that disclosing a patient’s diagnosis and prognosis (e.g., disclosure of bad 
news) can not only inform but also transform reality (Hsieh and Kramer 2021; Kramer 
2013; Smith 2003).

Importantly, the reality evoked by speech is equally real, powerful, and valid to both 
patients and healthcare providers. For example, when asked to find a way to balance family 
preferences and truth-​telling to a dying patient, a physician responded, ‘When I was in 
medical school, it was driven home to us that autonomy was the lynchpin concept. You’re 
destroying my moral compass’ (Solomon 1997: 90). To the physician, agreeing to such 
a compromise is reality-​transformative with devastating consequences (e.g., becoming an 
unethical physician who offers substandard care). From this perspective, an interpreter-​
as-​conduit model cannot be the only measure of effective and appropriate interpreting in 
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health contexts. Interpreters manage not only the meanings conveyed but also the reality 
evoked.

Future directions

This is an exciting time for researchers and practitioners of healthcare interpreting. As the 
field of interpreting studies moves beyond the conduit model, the interdisciplinary and 
applied nature of healthcare interpreting provides tremendous opportunities to engage in 
theory-​oriented, evidence-​based practice. Researchers can significantly extend existing lines 
of inquiries (e.g., which type/​modality of interpreting is the ‘best’?) to a more nuanced 
and expansive understanding of interpreter-​mediated interactions (e.g., whether and how 
provider-​patient-​interpreter dynamics impact quality and equality of care during clinical 
encounters).

When researchers and practitioners acknowledge interpreters’ active role and the inter-
dependent nature of interpreter-​mediated interactions, it is time to address the unique 
factors that contribute not only to the quality of care but also interpreters’ well-​being. By 
recognizing the larger sociohistorical contexts, future research may benefit from exploring 
the different ways in which interpreters can be attentive to different issues (e.g., privileged 
status vs. historical marginalization) as a result of host community-​patient dynamics in 
order to protect the quality and equality of care. As interpreters recognize and examine the 
impacts of contexts, including interpersonal, organizational, and sociopolitical dynamics, 
that shape the process of interpreter-​mediated interactions, interpreters become more than 
language and cultural brokers –​ they become essential members of a healthcare team, 
guarding and facilitating the quality and equality of care.

As emerging technologies become increasingly an integral part of and play a transforma-
tive role in healthcare delivery, researchers and practitioners need to be sensitive to the 
implications of their policies and practices. Healthcare institutions should aim to develop 
inclusive policies that empower marginalized and vulnerable communities and are respon-
sive to cultural perspectives. Emerging technologies are likely to dramatically transform 
the roles and functions of interpreters, in addition to the geopolitical and linguistic powers 
of the global communities. Researchers and practitioners should be at the forefront of the 
development of technologies and policies, building an ethical future that supports diverse 
cultures and communities.

Further reading

Álvaro Aranda, C., Gutiérrez, R. L. and Li, S. 2021. ‘Towards a Collaborative Structure of Interpreter-​
Mediated Medical Consultations: Complementing Functions between Healthcare Interpreters and 
Providers.’ Social Science & Medicine, 269: 113529. www.scienc​edir​ect.com/​scie​nce/​arti​cle/​pii/​
S02779​5362​0307​486. (Accessed 22 January, 2024.)

This article contains a model for a team approach to provider-​interpreter collaboration in clin-
ical settings. The evidence-​based study demonstrated that interpreters collaborate with healthcare 
providers and actively assume roles and responsibilities that are essential for patients to receive 
optimum care.

Downie, J. 2019. Interpreters vs Machines: Can Interpreters Survive in an AI-​Dominated World? 
New York and London: Routledge.
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This is an introduction and overview of the recent theories and future development on human and 
machine interpreting. It examines how technological advances create limitations and new possibilities 
for human interpreting.

Hsieh, E. 2020. ‘The Politics of Translation and Interpretation in International Communication,’ in 
Nussbaum, J. (ed), Oxford Research Encyclopedia of Communication. Oxford University Press. 
https://​doi.org/​10.1093/​acref​ore/​978019​0228​613.013.701.

This is an overview of four themes that explore the politics and political nature of translation and 
interpreting as a communicative activity: (1) the historical roles of translations and interpreters, 
(2) translation as a change agent, (3) language access as justice, and (4) technology as a solution to 
language barriers.

O’Neil, C. 2017. The Era of Blind Faith in Big Data Must End. www.ted.com/​talks/​cathy_​o_​neil_​the_​
era_​of_​blind​_​fai​th_​i​n_​bi​g_​da​ta_​m​ust_​end. (Accessed 22 January, 2024.)

This is a TED talk on the impact of emerging technologies on social justice by mathematician and data 
scientist Cathy O’Neil. This talk provides a summary of O’Neil’s book, Weapons of Math Destruction 
(2016), published by Crown.

Related topics

Translation as a social structure; Microsociology of translation; Translator studies and translators 
as social actors; Towards a translational sociology; Translation and military structures; Community 
translation as social action
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