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On 12 December 2006, the
BBC reported on the high
price being paid for the

provision of translation services. A conserva-
tive estimate for the National Health Service
alone was £55m (€82m; $107m), with the
true figure likely to be much more, and the
cost of providing such services across all pub-
lic services was said to be rising sharply.! The
report received lots of public feedback, mainly
expressing concern. Ruth Kelly, the secretary
of state for communities and local govern-
ment, asked for a review of language services
across government departments.

The complex concept of citizenship, with its
emphasis on encouraging integration, is high
on the government’s agenda and a vital part of
this is language competence. People applying
for UK citizenship are now required to pass
an English test.

As a general practitioner in Hackney in
inner London I see many patients whose
English is either non-existent or so poor that
they need translation support. In individual
cases, the justification for providing transla-
tion services is overwhelming: the provision
of care would be substandard without it. But I
am concerned that the provision of translation
services is inadvertently compounding some
of the underlying health and social problems
that we are being asked to help with. A sig-
nificant number of my non-English speaking
patients present with either explicit psycho-
logical problems or with physical problems
that seem to me to have psychological origins
and studies support this.? It strikes me that
an important contributory factor to much of
this psychological suffering is a sense of being
alienated from the mainstream culture.

Language barrier

In some of the larger immigrant communi-
ties people can shop, move around their com-
munities, and access public services without
the need to speak any English. A population
survey throughout the United Kingdom in
2006 showed that 5.3% (2.3 million people)
speak another language at home.® Many
people who have lived in the UK for more
than 20 years speak little English. Can we

398

say that this is in their interests or the interests
of the wider community? Less able to pursue
self determining activities such as employment
and often restricted to smaller communities
that may be culturally and politically margin-
alised, these patients are vulnerable to depres-
sion and related psychological responses to
alienation. Gender is an important factor
here. In some communities, women will often
remain at home while the men go out to work.
The men are therefore more likely to learn
sufficient English to enable them to function
in the wider community. Such opportunities
are denied to women who remain at home.
Where there are relationship problems—a
violent husband or partner, for example—the
near total dependence that may result from
being unable to seek help beyond their com-
munity can drive women into depression.
What we are seeing is, at least in part, the
medicalisation of problems that are actually
social or cultural in origin, with some of the
costs being borne by the health service.

Is it really so far fetched to suggest
that we should also be prescribing
English classes?

Treating people from an enormous variety
of cultures and backgrounds, people who
have very different approaches to illness,
who present symptoms in unfamiliar ways,
and whose cultural beliefs are so varied, is an
interesting and rewarding part of inner city
medicine. But it is also time consuming and
expensive—and in general, not recognised in
doctors’ pay systems. Translation services also
present some practical problems. Some areas
are better served than others and although, in
theory, interpreting services by telephone are
available around the clock, patients who do
not speak English are vulnerable in hospital
settings, particularly out of hours, when access
to services is difficult. Patients not able to com-
municate effectively are at risk, and this is a
patient safety issue. A US study published in
February 2007 showed that hospital patients
who have limited English proficiency are
more likely to be harmed by adverse events
than other patients.*

It is interesting to draw comparisons with
British expatriate communities abroad. If
you decided to live in a non-English speaking

country, would you expect interpreting serv-
ices to be readily available? This is now an
issue in Spain, where there is a large, ageing
British ex-patriot community and many speak
little Spanish. Some Spanish doctors are now
refusing to treat anyone who cannot speak
Spanish unless an interpreter is present.’

Rights versus duties

In the UK, the legal right to translation serv-
ices is unclear. Under international obliga-
tions, equality in access to available health
services is a guiding principle for the right
to health.® Citizenship must balance rights
against duties, and may include a right to a
reasonable standard of health care that will,
in certain circumstances, entail the use of
a translator. But should there not also be a
corresponding duty to learn the language of
the adopted community which has granted
the rights? However we decide to respond to
this, health professionals need to encourage
their patients to learn English, thereby helping
them in the process of integration, otherwise
we will be storing up public health problems
for the future. Without employment people
are more likely to face deprivation, and the
links between ill health and deprivation are
well known.? Translation services will always
need to be available for elderly people whose
English is poor, and for new arrivals, but at a
time when the NHS
is facing a huge
financial crisis, is it
in anyone’s interests
to see the costs of
translation services
increasing? High
profile campaigns
around the UK
and from within
communities are
needed to encour-
age people to learn
English. If doctors
can prescribe gym
classes for depres-
sion, is it really
so far fetched to
suggest that we
should also be
prescribing English classes?
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