
Limited English Proficiency (LEP) makes access to Healthcare 

Services Forcertain People 

 

Limited English proficiency (LEP) refers to the condition in which individuals have insufficient 

command of the English language to understand, communicate, or navigate effectively in 

situations where English is the dominant medium. In healthcare settings, LEP can become a 

significant barrier, affecting patients’ ability to comprehend medical information, engage in 

shared decision-making, access preventive services, and adhere to treatment plans. The 

consequences of LEP are profound, encompassing misdiagnoses, medication errors, reduced 

patient satisfaction, delayed care, and increased morbidity and mortality. Globally, studies 

have consistently demonstrated that LEP populations face higher health risks, poorer 

outcomes, and systemic inequities in access to quality healthcare services. In India, although 

English is widely used in medical education and in urban healthcare settings, the country’s 

linguistic diversity, comprising twenty-two officially recognized languages and hundreds of 

dialects, creates significant challenges for patients who are not proficient in English. This 

linguistic barrier disproportionately affects rural populations, women, marginalized 

communities, and the elderly, further exacerbating existing health disparities and 

underscoring the importance of culturally and linguistically appropriate services. 

The impact of LEP on healthcare access manifests across multiple dimensions. First, 

communication between healthcare providers and patients is foundational to diagnosis, 

treatment, and follow-up care. When patients cannot adequately understand healthcare 

instructions, the risk of medication errors, missed appointments, and improper self-care 

increases substantially. In emergency situations, LEP can lead to critical delays, 

miscommunication of symptoms, or inability to articulate urgent concerns, potentially 

resulting in life-threatening outcomes. Second, informed consent—a legal and ethical 

requirement—is compromised when patients cannot comprehend explanations of 

procedures, risks, benefits, and alternatives. Consent obtained without clear understanding 

not only violates patient autonomy but may also expose healthcare providers to legal liability. 

Third, preventive care and health promotion services are less accessible to LEP populations. 

Public health campaigns, immunization drives, nutrition programs, and chronic disease 

management initiatives rely on communication of information, and LEP patients often receive 

insufficient guidance, reducing participation rates and increasing vulnerability to preventable 

illnesses. Finally, LEP impacts mental health, as patients may experience anxiety, stress, or 

mistrust in medical settings due to communication difficulties, further affecting overall health 

outcomes. 

Addressing the challenges posed by LEP requires a combination of legal mandates, policy 

frameworks, institutional mechanisms, and community-based interventions. Globally, 

countries recognize the rights of LEP individuals to access healthcare services without 



linguistic barriers. In the United States, Title VI of the Civil Rights Act of 1964 prohibits 

discrimination based on national origin in programs receiving federal funding, which includes 

hospitals. The Office for Civil Rights mandates that healthcare institutions provide language 

assistance services, including qualified interpreters, translated documents, and culturally 

competent care. Similarly, Canada’s Multiculturalism Act and provincial healthcare policies 

require provision of health services in multiple languages, particularly for official languages 

and communities with significant linguistic minorities. The European Union emphasizes 

linguistic accessibility in cross-border healthcare directives and patient rights frameworks, 

encouraging member states to provide interpretation services and multilingual health 

information. These international examples illustrate that language accessibility is a recognized 

determinant of health equity and patient safety. 

In India, although the Constitution guarantees the right to life and health under Article 21 and 

mandates non-discrimination under Article 15, specific legislation addressing language 

barriers in healthcare is limited. Nevertheless, various frameworks indirectly address the issue 

of LEP through policies promoting linguistic diversity and equitable access to healthcare. The 

National Health Mission (NHM) emphasizes community engagement, local-language health 

education, and use of Accredited Social Health Activists (ASHAs) to communicate health 

information to rural and linguistically diverse populations. For instance, ASHAs often provide 

guidance in local dialects regarding maternal and child health, immunization, nutrition, and 

preventive care, mitigating the effects of LEP in rural areas. Government health campaigns, 

such as the National Immunization Program, the Poshan Abhiyan, and Swachh Bharat Abhiyan, 

have increasingly incorporated multilingual messaging, visual aids, and community workshops 

to reach populations with limited English proficiency. Additionally, digital initiatives such as 

the Ayushman Bharat Digital Mission attempt to provide patient records and appointment 

systems in multiple languages, though the reach and implementation remain inconsistent. 

Despite these efforts, substantial challenges persist in India. Urban hospitals, particularly 

private and tertiary care institutions, often operate primarily in English or in the dominant 

regional language, creating access barriers for migrants, inter-state patients, and those with 

limited formal education. LEP disproportionately affects women, especially in rural or tribal 

areas, where literacy rates are lower and English education is less prevalent. Patients with LEP 

may rely on family members for interpretation, which can compromise confidentiality, reduce 

accuracy in medical history reporting, and introduce bias in clinical interactions. Further, 

training of healthcare personnel in communication with LEP patients is minimal, with most 

medical curricula emphasizing clinical expertise rather than cross-linguistic competencies or 

cultural sensitivity. These gaps can result in suboptimal healthcare delivery, patient 

dissatisfaction, and increased risk of adverse events. 

Globally, research has demonstrated that LEP patients face measurable disparities in health 

outcomes. Studies in the United States indicate that LEP patients are more likely to experience 

longer hospital stays, higher readmission rates, and lower utilization of preventive services 



such as cancer screenings and immunizations. In Canada, similar patterns emerge among 

linguistic minority populations, highlighting the importance of language-concordant care for 

reducing health inequities. Translating these findings to the Indian context, where healthcare 

infrastructure varies significantly across states and regions, suggests that LEP contributes to 

both intra-state and inter-state disparities, particularly in maternal and child health, chronic 

disease management, and access to specialized care. 

Case studies in India illustrate the practical consequences of LEP. In rural Uttar Pradesh, 

research on maternal healthcare revealed that women with limited proficiency in Hindi or 

English often misunderstood prenatal care instructions, resulting in delayed antenatal visits 

and higher risk of complications. Similarly, in urban tertiary hospitals in Delhi, migrant workers 

from Bihar, Odisha, and West Bengal experienced difficulty navigating hospital registration 

processes, understanding discharge instructions, and accessing follow-up care, leading to 

increased readmissions and preventable morbidity. In the state of Odisha, tribal populations 

with limited literacy and English proficiency were less likely to participate in government 

nutrition programs despite targeted interventions, emphasizing the need for culturally and 

linguistically tailored health communication strategies. 

Addressing LEP in healthcare requires a multi-dimensional approach encompassing legal 

mandates, institutional policies, technological solutions, and community engagement. Legally, 

India could benefit from codifying the right to language-concordant care, drawing from 

international frameworks such as the Civil Rights Act in the United States or multilingual health 

policies in Canada and the EU. Such legislation would obligate healthcare institutions to 

provide interpretation services, translated materials, and culturally competent care, ensuring 

that LEP does not constitute a barrier to access. Institutional policies can incorporate 

mandatory training programs for healthcare personnel, emphasizing strategies for working 

with interpreters, using visual aids, and verifying patient understanding. Hospitals can 

establish dedicated language services units, deploy multilingual staff, and integrate 

interpretation into routine clinical workflows. Technological solutions, including multilingual 

digital health records, mobile health applications, telemedicine platforms, and automated 

translation tools, can enhance accessibility for LEP patients, particularly in urban and semi-

urban settings. 

Community-based interventions play a vital role in mitigating the effects of LEP. Community 

health workers, local volunteers, and ASHAs can bridge linguistic and cultural gaps by 

providing in-person guidance, education, and support. Public health campaigns that utilize 

local languages, culturally relevant imagery, and participatory approaches improve 

comprehension, engagement, and adherence. For example, vaccination drives that employ 

community-based communication in local dialects have achieved higher coverage rates 

among LEP populations compared to campaigns relying solely on English or regional official 

languages. Additionally, partnerships with non-governmental organizations and civil society 



groups can enhance outreach to marginalized linguistic communities, ensuring that health 

messaging is accessible, accurate, and actionable. 

The consequences of ignoring LEP in healthcare are not only clinical but also legal and ethical. 

Patients with limited proficiency may be denied informed consent, face violations of privacy 

and confidentiality, or be subjected to substandard care due to misunderstandings. Courts in 

India have increasingly recognized the importance of patient comprehension in upholding the 

right to health. For instance, in cases involving consent for medical procedures, the judiciary 

has emphasized that obtaining consent without ensuring the patient’s understanding violates 

the constitutional guarantee under Article 21. Although these cases primarily focus on 

informed consent, the principles extend to broader issues of communication, indicating a legal 

recognition of the risks associated with LEP in healthcare settings. 

Furthermore, LEP intersects with other social determinants of health, compounding existing 

disparities. Populations with limited English proficiency often experience lower educational 

attainment, reduced economic opportunities, and restricted access to information, all of 

which contribute to poorer health outcomes. In India, these intersections are evident among 

rural women, tribal communities, and internal migrants, who face compounded 

disadvantages due to language barriers, poverty, and social marginalization. Addressing LEP in 

isolation is therefore insufficient; comprehensive strategies must consider the broader socio-

economic, cultural, and structural contexts in which linguistic barriers operate. 

International best practices provide guidance for addressing LEP in healthcare. In the United 

States, the use of certified medical interpreters, professional translation services, and 

standardized multilingual patient education materials has improved clinical outcomes and 

patient satisfaction. Canada’s provincial health authorities employ language-specific 

navigators and community liaisons to ensure accessibility. In Europe, patient-centered care 

models integrate cultural mediators and multilingual communication as core components of 

service delivery. Adapting these approaches to the Indian context requires attention to local 

linguistic diversity, regional resource constraints, and variations in healthcare infrastructure. 

For instance, leveraging digital platforms to provide multilingual appointment scheduling, test 

result notifications, and treatment instructions can enhance access in urban and semi-urban 

areas, while community health workers remain essential in rural and tribal settings. 

The policy implications of addressing LEP are significant. Integrating language access into 

national health policies can improve health equity, reduce preventable morbidity and 

mortality, and enhance patient trust in healthcare institutions. Allocating resources for 

interpreter services, translation of health materials, and training programs is an investment in 

patient safety and system efficiency. Evaluating and monitoring the effectiveness of language-

access interventions through patient satisfaction surveys, clinical outcome data, and 

compliance metrics can inform continuous improvement and evidence-based policymaking. 

Moreover, embedding LEP considerations into public health initiatives, disaster response 



plans, and telemedicine frameworks ensures that vulnerable populations are not excluded 

from essential services. 

Limited English proficiency represents a critical barrier to healthcare access, quality, and 

equity. Its effects are evident across clinical outcomes, patient safety, informed consent, 

preventive care, and mental health, disproportionately impacting marginalized populations. 

In India, the linguistic diversity of the population, coupled with systemic disparities in 

healthcare infrastructure, exacerbates the challenges faced by LEP individuals. Legal 

frameworks, while recognizing the right to health and non-discrimination, do not explicitly 

mandate language-access services, leaving gaps in implementation. Community-based 

strategies, technological interventions, institutional policies, and potential legislative reforms 

offer pathways to mitigate these challenges. Learning from international best practices and 

adapting solutions to India’s unique socio-cultural and linguistic context is essential for 

promoting health equity. Addressing LEP is not merely a matter of convenience or 

administrative efficiency; it is a legal, ethical, and public health imperative that ensures all 

individuals, regardless of language proficiency, can exercise their right to health, receive safe 

and effective care, and participate meaningfully in healthcare decision-making. Bridging the 

language gap in healthcare is thus central to achieving equitable health outcomes, enhancing 

patient satisfaction, and fulfilling the broader goals of social justice and inclusive development 

in India. 

National Health Mission (NHM) statistics, state-level case study data, and citations from Indian 

Supreme Court judgments on consent and patient rights: 

National Health Mission (NHM) Statistics 

Maternal Mortality Ratio (MMR): 

• National Progress: India's MMR has significantly improved from 130 per lakh live 

births in 2014–16 to 88 per lakh in 2020–22, achieving the National Health Policy 2017 

target of <100 and on track to meet the Sustainable Development Goal (SDG) target of 

<70 by 2030.  

• State-Level Achievements: 

o Haryana: Reduced MMR from 106 in 2020 to 89 in 2022, saving approximately 

300 additional mothers during childbirth.  

o Uttar Pradesh: Decreased MMR from 285 in 2011 to 151 in 2021, saving an 

estimated 8,308 lives over the past decade.  

o Bihar: Achieved a significant decline in MMR from 118 in 2020 to 100 in 2022, 

surpassing the national average decline.  

o Gujarat: MMR decreased from 112 in 2011–13 to 57 in 2020, with a high 

institutional delivery rate of 99.97%.  



Infant Mortality Rate (IMR): 

• National Progress: IMR declined from 39 per 1,000 live births in 2014 to 27 in 2021, 

with the Under-Five Mortality Rate (U5MR) dropping from 45 to 31 during the same 

period.  

Neonatal Mortality Rate (NMR): 

• National Progress: NMR fell from 26 per 1,000 live births in 2014 to 19 in 2021, 

indicating improved neonatal care.  

 

Indian Supreme Court Judgments on Consent and Patient Rights 

1. Samira Kohli v. Dr. Prabha Manchanda & Anr. (2008): 

• Case Summary: The Supreme Court ruled that a doctor must seek and secure the 

consent of the patient before commencing treatment, including surgeries. The consent 

should be real and valid, meaning the patient should have the capacity and 

competence to consent, and the consent should be voluntary and based on adequate 

information concerning the nature of the treatment procedure.  

2. Paramanand Katara v. Union of India (1989): 

• Case Summary: The Court emphasized that it is the doctor's ethical and legal duty to 

treat the patient to the best of their ability. In life-threatening situations where the 

patient is unable to give consent and relatives are unavailable, the doctor is permitted 

to act in the patient's best interest without explicit consent.  

3. Right to Privacy: 

• Case Summary: In the landmark judgment of K.S. Puttaswamy v. Union of India (2017), 

the Supreme Court recognized the right to privacy as a fundamental right under the 

Indian Constitution. This judgment has significant implications for patient rights, 

including the confidentiality of medical information and the right to control the 

dissemination of personal data.  

 


