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This article explores the ethical concerns of working with 
a client with limited English profi ciency. While the “APA 
Guidelines for Providers of Psychological Services to Ethnic, 
Linguistic, and Culturally Diverse Populations” advocates 
referring the client to a practitioner who shares the client’s 
fi rst language, or working with an interpreter if this is not 
possible, there are a number of situations in which neither 
of these solutions are feasible. Additionally, the use of an 
interpreter raises ethical concerns about which practitioners 
should be aware. The paper explores alternatives to a 
referral or the use of an interpreter, discussing how the 
client’s use of a second language may impact sessions and 
suggesting ways to work ethically with the client.
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Twenty percent of the U.S. population speaks a language 
other than English at home, yet very few mental health 
practitioners possess adequate language skills to work 

bilingually (U.S. Census Bureau, 2007; Westermeyer, 1990). 
Research has explored the impact of bilingualism and interpreters 
on client self-disclosure and diagnosis; however, authors have 
not addressed the ethical concerns of working with a client with 
limited English profi ciency. Th e following article aims to prepare 
the practitioner with an ethical response for when he/she is 
approached by a client with limited English profi ciency. 

Th e APA (1993) advocates interacting in the language requested by 
the client, yet recognizes that this is not always possible: “Problems 
may arise when the linguistic skills of the psychologist do not 
match the language of the client. In such a case, psychologists 
refer the client to a mental health professional who is competent 
to interact in the language of the client” (APA, 1993, 6.a). With 
381 languages represented within the U.S., a practitioner profi cient 
in the language of the client may be hard to fi nd, particularly 
outside of metropolitan areas. Th e APA (1993) advocates the use 
of an interpreter if a practitioner cannot be found: “Psychologists 
off er the client a translator with cultural knowledge and 
appropriate professional background” (APA, 1993, 6.b.). Th e use 
of an interpreter creates many ethical concerns requiring further 
discussion. 

Work ing with an Interpreter

Multiple Relationships

Due to language barriers, an adolescent interpreted a diagnosis of 
terminal heart disease to her mother and a 7-year old interpreted 
the doctor’s news that her mother had a miscarriage (Levine, 
Glajchen, and Cournos, 2004; Paras et al., 2002). While these 
examples are extreme, it is common for children to serve as 
language brokers for their parents (Glajchen&Cournos, 2004; 
Paras et al., 2002). Given the prevalence of health professionals, 
clinics, and hospitals who rely on a patient’s friend or relative, 
untrained staff , or strangers from the waiting room or street to 
interpret, a practitioner should be knowledgeable about his/her 
respective code of ethics and conscious of multiple relationships 
when locating an interpreter (Flores, 2006; Searight and Searight, 
2009). 

Th e APA (2002) requires that the practitioner “take reasonable 
steps to avoid delegating such work to persons who have a multiple 
relationship with those being served that would likely lead to 
exploitation or loss of objectivity” (2.05). Th e use of a family 
member or friend to interpret can hinder the therapeutic process; 
a client might be less willing to disclose sensitive information, such 
as psychological disorders, domestic violence, substance abuse, 
or sexually transmitted diseases (Flores, 2005); the interpreter 
may pursue his/her own agenda by disclosing more or less than 
the client had intended (British Psychological Society, 2008); 
and the confi dentiality of sessions may be jeopardized (British 
Psychological Society, 2008). 

Competence

Th e APA Code of Ethics requires that a practitioner “authorize 
only those responsibilities that such a person can be expected to 
perform competently on the basis of their education, training, or 
experience, either independently or with the level of supervision 
being provided” (APA, 2002, 2.05). While the practitioner has an 
ethical responsibility to ensure the competence of the interpreter, 
due to his/her lack of profi ciency in the language in question, 
the monolingual practitioner is not in a position to assess the 
interpreter’s competence (Acevedo, Reyes, Annett, & Lopez, 2003). 
For the health professional with limited experience with foreign 
languages, an interpreter who possesses some academic credentials 
may be viewed as someone with obvious interpretive competency. 
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Acevado, Reyes, Annett, and Lopez (2003) warn, however, that the 
two are not synonymous: “Bilingual individuals with advanced 
academic credentials may have superior knowledge of a language 
and its literature and may even be an excellent writer, but the 
subtleties of interpretation and translation may not come easily 
without formal training” (Acevedo, Reyes, Annett, & Lopez, 2003, 
p. 196).

A more accurate indicator of interpreter competence is professional 
certifi cation. A number of professional organizations, such as 
the American Translators Association (ATA), Certifi cation 
Commission for Healthcare Interpreters (CCHI), and the National 
Board of Certifi cation for Medical Interpreters (NBCMI), off er a 
standardized certifi cation process requiring training, examination, 
and/or previous experience. Th ese organizations also provide 
online registries of certifi ed interpreters that are searchable by 
location and language. 

If a certifi ed interpreter is not available, the practitioner may 
consider using a paraprofessional. In order to ensure the 
paraprofessional’s competence, however, the practitioner should 
fi nd an external evaluator to conduct an assessment. If a local 
evaluator is not available, a number of commercial agencies exist, 
such as Language Testing International, the Center for Applied 
Linguistics, or the Test of English as Foreign Language (TEFOL) 
organization (Acevedo, Reyes, Annett, & Lopez, 2003). Th ese 
agencies off er oral profi ciency tests in a multitude of languages that 
can be conducted over the telephone, allowing the monolingual 
practitioner and interpreter to seek assessment services, regardless 
of their geographic location. 

Many experienced interpreters have not worked in mental health 
settings (Westmeyer, 1990), and of those who have, only 20% have 
had any formal mental health training (Miller, Martell, Pazdirec, 
Caruth, & Lopez, 2005).  An interpreter’s skill will impact his/
her tendency to omit, add, substitute, and condense what the 
client says. Th e unskilled interpreter oft en cleans up sentences 
so that they make sense when he/she has a hard time following 
the thoughts of the client (Bamford, 1991; Marcos, 1979) as is 
illustrated in the following exchange: 

Clinician to Spanish-speaking patient: “Do you feel sad or 
blue? Do you feel that life is not worthwhile sometimes?”

Interpreter to patient: “Th e doctor wants to know if you feel 
sad and if you like your life.”

Patient’s response: “No, yes, I know that my children need 
me, I cannot give up, I prefer not to think about it.”

Interpreter to clinician: “She says that no, she says that she 
loves her children and that her children need her.” (Marcos, 
1979, p.173)  

Th e interpreter clearly reframes both the question and answer, 
eliminating the signifi cant nuances and implications of both. 
Flores (2005) found that untrained interpreters omitted or 
misinterpreted up to 50% of physicians’ questions. Searight 
and Searight (2009) suggest that in addition to basic language 
skills, interpreters should also be knowledgeable about both the 
client and the practitioners’ cultures and values, psychological 

terminology, and ethical expectations. Th e interpreter should be 
empathetic, caring, respectful, and sensitive, and be capable of 
facilitating communication between the client and practitioner 
without interfering. 

Practitioners may also have a legal obligation to ensure the 
competency of those they hire. In the 1980s, a hospital paid $71 
million in a malpractice settlement aft er the misinterpretation of a 
patient’s symptoms resulted in his quadriplegia (Flores, 2006), and 
Social Services removed two children from their mother’s custody 
aft er a staff  member misinterpreted the mother’s explanation of 
her daughter’s injuries (Flores, Milagros, Schwartz, & Hill, 2000). 

Cost

In 2000, the Federal Government issued Executive Order 13166, 
entitled, “Improving Access to Services for Persons with Limited 
English Profi ciency” (U.S. Department of Labor, 2000). Executive 
Order 13166 requires that health providers receiving federal 
fi nancial assistance provide the same access to mental health care 
to individuals with limited English profi ciency as they do to native 
English speakers. 

Th e APA Code of Ethics also encourages practitioners to promote 
equal access: “Psychologists recognize that fairness and justice 
entitle all persons to access to and benefi t from the contributions of 
psychology and to equal quality in the processes, procedures, and 
services being conducted by psychologists” (APA, 2002, Principle 
D). 

Th e high cost of interpretive services may render mental health 
inaccessible for individuals with limited English profi ciency, 
individuals who oft en already have lower incomes and fewer 
resources available to them (Acevedo, Reyes, Annett & Lopez, 
2003). Hourly rates vary with the supply-demand ratio, with 
some English-Japanese interpreters receiving up to $200 per hour 
(Searight&Searight, 2009). 

External funding for interpretive services is inconsistent, with 
Medicaid in only 10 states and very few private insurers covering 
the costs (Searight&Searight, 2009). Without external funding, 
however, many clinics or hospital settings use untrained staff  or 
a client’s family member to interpret (Searight&Searight, 2009), 
raising the ethical concerns of dual relationships and competency 
addressed above. If working with a client in need of an interpreter, 
the practitioner might absorb the interpretive costs into his/her 
overall costs, or provide pro bono services to the client, or allow 
those clients who are able (without undue hardship) to cover the 
costs of the interpreter. 

Impact on Sessions

Kline, Acosta, Austin, and Johnson (1980) examined the impact 
of using an interpreter in counseling sessions. Whereas therapists 
responded negatively to working with an interpreter, expressing 
discomfort with the client and underestimating both how much 
they had helped the client and the client’s willingness to return for 
a second appointment, clients responded positively, being more 
satisfi ed than those working without an interpreter. Many indicated 
being helped by the initial interview. Th ose who continued 
sessions with an interpreter showed therapeutic progress. Given 



JEMH · 2012 · 7     |      3
© 2012 Journal of Ethics in Mental Health (ISSN: 1916-2405)

ARTICLE

the inaccuracy of the practitioner’s perceptions, a practitioner 
should regularly ask for the client’s perception of the therapeutic 
progress when working with an interpreter. 

Working in the Client’s Second Language

Finding an interpreter to work in the client’s fi rst language may 
be impossible. In the U.S. alone, 381 languages other than English 
were spoken in homes, from rare languages such as Hmong  (0.8% 
of the U.S. population) to well-represented languages such as 
Spanish (15.3% of the population) (U.S. Census Bureau, 2007). 
Unless the client’s fi rst language is well-represented in the region 
(i.e. Tagalog in Alaska) or common throughout the U.S. (i.e. 
Spanish), a practitioner is unlikely to fi nd a qualifi ed interpreter to 
work in the client’s native tongue. Should the practitioner attempt 
to provide services without an interpreter?

Competence

Th e APA addresses the provision of services when no others 
are available, declaring that “psychologists with closely related 
prior training or experience may provide such services in order 
to ensure that services are not denied if they make a reasonable 
eff ort to obtain the competence required by using relevant 
research, training, consultation, or study” (APA, 2002, 2.01d). 
Whether this code applies to language competency is unclear, 
given that psychological services rely predominantly on verbal 
communication (Price & Cuellar, 1981). 

Programs that train practitioners in the competent delivery 
of mental health services in languages other than English are 
most eff ective when the practitioner has some profi ciency in the 
language (Biever, Gomez, Gonzalez, &Patrizio, 2011). Without 
extensive language training, a monolingual practitioner is unlikely 
to develop adequate language skills to work with a client, especially 
given that language acquisition during adulthood yields lower 
levels of profi ciency than during childhood (Krashen, Long, 
Scarcella, 1979). 

Provision of Services

Given that the practitioner is unlikely to become profi cient in 
the client’s language, provision of services should depend upon 
the client’s profi ciency in the practitioner’s language. Of the 55.4 
million individuals in the US speaking a language other than 
English at home, 19.8% reported that they spoke English “not 
very well” and 8.1% “not at all” (U.S. Census Bureau, 2007). Th e 
remaining 72%, however reported that they speak English well 
(19.8%) or very well (55.9%) (U.S. Census Bureau, 2007). Th e 
client’s profi ciency will likely become evident during the fi rst 
encounter, allowing the practitioner to make an informed, ethical 
decision about whether to provide services. 

Because of the role of verbal communication in assessment, 
diagnosis, and treatment, the practitioner should only provide 
services to a client with an adequate level of profi ciency (Price 
& Cuellar, 1981). Practitioners might suggest that clients 
with a very limited level of profi ciency seek internet or phone 
counseling with a licensed professional who speaks the client’s 
fi rst language.   

Informed Consent

Th e remainder of this article refers to the provision of services 
to subordinate bilinguals – a term Weinriech (1974) uses for 
individuals who speak their fi rst language like a native, but who 
exhibit defi ciencies in their second language. 

Although the complications of informed consent are typically 
discussed in reference to work with children, individuals with 
limited intellectual capability, and other vulnerable populations, 
the discussion is also pertinent to individuals with limited English 
profi ciency. Th e APA requires that informed consent be obtained 
“using a language that is reasonably understandable to that person” 
(APA, 2002, 3.10a). Privacy, confi dentiality, and privilege, and the 
related laws and regulations should be thoroughly discussed with 
the client, especially given that these concepts may be unfamiliar to 
the client or in confl ict with the client’s cultural norms (Koocher& 
Keith-Spiegel, 2008). Th e practitioner also has an ethical obligation 
to explain the nature, goals, expectations, procedures, and potential 
risks of therapy, allowing the client to make an informed choice 
about seeking services. 

Th e APA (1993) advocates providing written informed consent 
in a language understandable to the client. Given that reading 
ability oft en diff ers from speaking ability in a second language 
(Devine, 1988), the practitioner may choose to have the informed 
consent document professionally translated into the client’s fi rst 
language. Th e ATA provides an online directory of translation 
companies that is searchable by language and location, allowing 
the practitioner to easily fi nd a reputable translator. Whether or not 
using a translated document, it is the practitioner’s responsibility 
to ascertain that the client fully understands the terms to which 
they are agreeing. 

Eff ectiveness of Th erapy

Even if the client is relatively profi cient in his/her second language, 
language barriers may impact the eff ectiveness of therapy. Research 
has shown that the client’s use of a second language impacts both 
self-disclosure and emotional depth in sessions. 

Self-Disclosure. Price and Cuellar (1981) found that bilingual 
clients disclosed signifi cantly more during interviews conducted in 
their fi rst language than those conducted in their second language. 
Marcose, Urcuyo, Kesselman, and Alpert (1973) found that 
bilingual schizophrenic clients spoke less and exhibited obvious 
translation diffi  culties in their second language. Th e practitioner 
should thus be aware that he or she may be hearing very little of 
what is actually happening. 

Emotional Depth. Marcos, Alpert, and Kesselman (1973) found 
that schizophrenic clients were signifi cantly more emotionally 
withdrawn and had a weaker emotional connection with the 
therapist when using their second language than when using 
their fi rst language. Marcos (1997) analyzed the kinetic behavior 
of bilinguals during therapy and found that there was a signifi cant 
relationship between the use of a second language and speech-
related hand movements (associated with active encoding) and 
between the use of a fi rst language and continuous body-focused 
movements (associated with emotional states, including tension 
and distress).
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Marcos (1976) illustrates why the use of a second language 
interferes with a client’s emotional expression with a schema 
depicting the encoding process: 

First Language
IMAGE → Word Selection → Grammatical ordering → Articulation → WORD

Second Language
IMAGE → 1st Language word selection → 1st Language grammatical ordering
→ 2nd Language translation equivalent → 2nd Language grammatical ordering

→ 2nd Language articulation → WORD

Use of a second language complicates the encoding process, 
requiring more cognitive work by the client. Marcos (1976) notes 
that this extra work impacts on the client’s emotional expression: 
“Since the extra cognitive and attentional demands placed upon 
the subordinate bilingual determine the displacement and 
concentration of aff ective energy, the patient invests the aff ect in 
how he says things and not in what he is saying” (p.554). 

Practitioners working with bilingual clients should monitor 
whether the language barrier is signifi cantly hindering emotional 
expression during therapy and, given their ethical obligation to 
terminate when the client is not benefi ting or is being harmed by 
therapy, make appropriate referrals or terminate with the client if 
necessary. Marcos (1973) warns that the lack of emotional depth 
may hinder therapeutic progress:  “Aff ects may also be blocked, 
and the patient may have signifi cant diffi  culty in benefi ting 
from therapeutic processes such as catharsis and abreaction. 
Verbalization of feelings may, then, turn out to be a mere 
intellectual task, arduous as it may be, which brings little relief 
to the patient” (p.557). 

Diagnosis

Th e impact of culture on diagnosis is recognized. Th e American 
Psychiatric Association (2000) dedicates an appendix to culture-
bound symptoms in the DSM-IV-TR and the APA (1993) 
recommends that “psychologists consider not only diff erential 
diagnosis issues but also cultural beliefs and values of the clients 
and his/her community in providing intervention” (3.e). Linguistic 
diff erences and bilingualism may also impact on the diagnostic 
process. 

A number of studies have shown how the use of the fi rst or 
second language may impact a bilingual client’s reporting of 
psychotic symptoms. Del Castillo (1970) found that clients 
reported psychopathology when using their fi rst language but 
not when using their second language. Price and Cuellar (1981) 
also found that bilinguals reported more symptoms indicative 
of psychopathology when using their fi rst language than when 
using their second language. Malgady and Constantino (1998) 
found that clinicians rated symptoms in clients with schizophrenia, 
depression, and anxiety as more severe when two languages were 
used during sessions and less severe when the second language was 
used. In contrast, however, Marcos, Alpert, Urcuyo and Kesselman 
(1973) found that clients demonstrated more pathology when 
using their second language. Marcos and Urcuyo (1979) note that 
a practitioner may easily mistake a bilingual client’s lack of self-
disclosure for depressive symptomatology, emotional withdrawal, 
or a lack of motivation. 

Although the research is not conclusive about how the use of a 
second language impacts on the reporting of symptoms, it does 
suggest that the use of a second language will impact what is 
reported in session. Practitioners should, thus, make diagnoses 
with reservation. 

Conclusion

While the APA (1993) provides some guidelines as to how a 
monolingual practitioner should respond to a client with limited 
English profi ciency, advocating the referral of the client elsewhere, 
or the use of an interpreter, it does not address how to respond 
when no interpreters are available, leaving the practitioner in 
an ethically risky position. Would the practitioner be justifi ed 
in attempting to provide services because no other services are 
available? When making this decision, the practitioner should act 
with integrity and in the best interest of the client rather than his 
or her own need for business. Th e practitioner should consider 
how the client’s use of a second language limits self-disclosure and 
emotional depth, and aff ects the diagnostic process. 

Other alternatives that merit further attention include the use of 
telehealth. A number of ethical concerns arise with international 
or intra-national phone or internet counseling that should be 
thoroughly considered; however these new technologies might 
allow clients to seek and receive counseling in their fi rst language 
when they might otherwise not be able to do so. 

References:

Acevado, M.C., Reyes, C.J., Annett, R.D., and Lopez, E.M. (2003).
Assessing Language Competence: Guidelines for Assisting 
Persons with Limited English Profi ciency in Research and Clinical 
Settings. Journal of Multicultural Counseling and Development, 
31: 192-204. 

American Psychological Association.(2002). American Psychological 
Association Ethical Principles of Psychologists and Code of 
Conduct. Washington, DC: Author. 

American Psychological Association.(1993). Guidelines for Providers 
of Psychological Services to Ethnic, Linguistic, and Culturally 
Diverse Populations. American Psychologist, 48(1): 45-48. 

Bamford, K.W. (1991). Bilingual Issues in Mental Health Assessment 
and Treatment. Hispanic Journal of Behavioral Sciences, 13: 377-
390. 

Biever, J.L, Gomez, J.P., Gonzalez, C.G, &Patrizio, N. (2011). 
Psychological Services to Spanish-Speaking Populations: A 
Model Curriculum for Training Competent Professionals. 
Training and Education in Professional Psychology, 5(2): 81-87. 

Th e British Psychological Society. (2008). Working with Interpreters 
in Health Settings: Guidelines for Psychologists. Leicester, UK: 
Author. 

Del Castillo, J. (1970). Th e Infl uence of Language Upon 
Symptomatology in Foreign-Born Patients. American Journal 
of Psychiatry, 127: 242-244. 

Devine, J. (1988). Language Competence and L2 Reading Profi ciency. 
In P.L.Carrell, P.L., J. Devine, & D.E. Eskey (Eds.), Interactive 
Approaches to Second Language Reading (p.260-279). Cambridge: 
Cambridge University Press.  

Flores, G. (2006). Language Barriers to Health Care in the United 
States. New England Journal of Medicine, 355: 229-231. 



JEMH · 2012 · 7     |      5
© 2012 Journal of Ethics in Mental Health (ISSN: 1916-2405)

ARTICLE

Flores, G. (2005). Th e Impact of Medical Interpreter Services on 
the Quality of Health Care: A Systematic Review. Medical Care 
Research and Review, 62: 255-299. 

Flores, G., Milagros, A., Schwartz, I., & Hill, M. (2000). Th e Importance 
of Language and Culture in Pediatric Care: Case Studies from the 
Latino Community. Th e Journal of Pediatrics, 137(6): 842-848. 

Freedman, N., & Hoff man, S.P. (1967). Kinetic Behavior in Altered 
Clinical States: Approach to Objective Analysis of Motor Behavior 
During Clinical Interviews. Perceptual and Motor Skills, 24: 527-
539. 

Koocher, G.P. & Keith-Spiegal, P.K. (2008). Ethics in Psychology and 
the Mental Health Professions: Standards and Cases. New York: 
Oxford University Press. 

Krashen, S.D., Long, M.A., Scarcella, R.C. (1979).Age, Rate, and 
Eventual Attainment in Second Language Acquisition. TESOL 
Quarterly, 13(4): 573-582. 

Levine, C., Glajchen, M., &Cournos, F. (2004) A Fift een-year-old 
Translator. Hastings Center Report, 10-12. 

Malgady, R.G. &Costantino, G. (1998).Symptom Severity in Bilingual 
Hispanics as a Function of Clinician Ethnicity and Language of 
Interview. Psychological Assessment, 10 (2): 120-127. 

Marcos, L.R. (1973). Bilinguals in Psychotherapy: Language as an 
Emotional Barrier. American Journal of Psychotherapy, 30(4): 
552-560.  

Marcos, L.R., Urcuyo, L., Kesselman, M., & Alpert, M. (1973).Th e 
Language Barrier in Evaluating Spanish-American Patients.
Archives of General Psychiatry, 29: 655- 

Marcos, L.R., Alpert, M., Urcuyo, L., and Kesselman, M. (1973).Th e 
Eff ect of Interview Language on Evaluation of Psychopathology 
in Spanish-American Schizophrenic Patients. American Journal 
of Psychiatry, 130: 549 – 

Marcos, L.R. (1997). Hand Movements in Relation to the Encoding 
Process in Bilinguals. Unpublished Doctoral Dissertation.
Downstate Medical Center, State University of New York, 
Brooklyn, New York.

Miller, K.E., Martell, Z.L, Pazdirec, M., Caruth, M., & Lopez, D. (2005). 
Th e Role of Interpreters in Psychotherapy with Refugees : An 
Exploratory Study. American Journal of Orthopsychiatry, 75: 
27-39. 

Paras, M., Leyva, O.A., Berthold, T., &Otake, R.N. (2002).
Videoconferencing Medical Interpretation: Th e Results of Clinical 
Trials. Oakland, CA: Health Access Foundation. 

Price, C.S. & Cuellar, I. (1981).Eff ects of Language and Related 
Variables on the Expression of Psychopathology in Mexican 
American Psychiatric Patients. Hispanic Journal of Behavioral 
Sciences, 3: 145-160. 

Searight, H.R., &Searight, B.K. (2009).Working with Foreign Language 
Interpreters: Recommendations for Psychological Practice.
Professional Psychology, 40(5): 444-451. 

U.S. Census Bureau.(2007). Language Use in the United States.Retrieved 
November 8, 2011, from http://www.census.gov/hhes/socdemo/
language/data/acs/ACS-12.pdf.

U.S. Department of Labor, Offi  ce of the Assistant Secretary for 
Administration and Management. (2000). Executive Order 13166: 
Improving Access to Services for Persons with Limited English 
Profi ciency. Retrieved November 11, 2011, from http://www.dol.
gov/oasam/regs/statutes/Eo13166.htm.

Weinreich, U. (1974) Languages in Contact. Th e Hague: Mouton. 
Westmeyer, J. (1990). Working with an Interpreter in Psychiatric 

Assessment and Treatment.Th e Journal of Nervous and Mental 
Disease, 178: 746-749. 

Acknowledgements: None.

Competing Interests: None.

Address for Correspondence:

e-mail: e.a.melles@ou.edu

Date of Publication: November 28, 2012


