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Abstract
Over the past 20 years, international migration has increased rapidly, with migration to the UK continuing to rise during this period (UN, 2020).  Linguistic diversity is a natural consequence of this increased migration and, in the healthcare context, this can often result in linguistic discordance. 
Linguistic discordance can pose challenges to healthcare services in providing high-quality care and maintaining patient safety.  To meet these challenges, National Health Service (NHS) organisations offer interpretation services.  However, research suggests that these services are generally underused.  
Given that there is limited literature about the use of interpreters from the perspective of the healthcare professional, it is difficult to establish the rationale for why these services are underused, despite the overwhelming evidence that linguistic concordant care ensures equity of access and avoids perpetuating health inequities for linguistic minority patients (Molina & Kasper, 2019).
[bookmark: _Hlk149667913]The purpose of this qualitative research is to explore the experiences of healthcare professionals working across the Aneurin Bevan University Health Board of using interpretation, and to better understand the language barriers and miscommunication that may occur in healthcare encounters between linguistic minority patients and healthcare practitioners.  
[bookmark: _Hlk146432991]This study adopts methodological triangulation, which promotes the use of several data collection methods: including, a retrospective audit of interpreter usage across Health Board Directorates for the year 2022/23, a cross-sectional self-administered, anonymous survey (total sample = 20), and semi-structured interviews with healthcare professionals with experience of using interpretation services in communicating with linguistic minority patients (total sample = 4).  Data were analysed using an inductive thematic approach with constant comparison. 
Four major themes and multiple sub themes emerged from the findings.  The four major themes were: healthcare professionals perceived that professional interpretation is essential in healthcare consultations with linguistic minority patients to ensure patient quality and safety; healthcare professionals preferred face-to-face interpretation versus virtual/telephonic interpretation; healthcare professionals reported benefits to using ad-hoc interpreters; and there remains inconsistencies in interpretation processes and practices across services. 
Findings suggest that, contrary to policy and guidance, the use of ad-hoc interpreters is commonplace, and further research is recommended to address the reasons behind this inconsistency.  Moreover, there is insufficient provision of training for healthcare professionals on consulting through interpretation services.
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Chapter 1

1. Introduction

1.1.  The Global Context
[bookmark: _Hlk132560504]Changing patterns of migration and increasing globalisation continue to shape the world's demography.  Globally, at mid-year 2020, there was an estimated 281 million international migrants - people who were born abroad and/or held foreign citizenship (IOM, 2023).  

Lewis et al. (2015) estimates that approximately 7,102 languages are spoken globally, excluding regional variants and dialects.  Indeed, Bialystock (2017) suggests that more than half of the world’s population is multilingual to some extent.
Migration is complexly intertwined with culture, social networks and language (Wang et al., 2018) and, as globalisation increases, so too does the challenge for host countries to adapt to the increasing sociocultural and linguistic diversity that comes with it.  In the context of health, the challenge is to provide accessible, culturally competent and safe healthcare. 
Although it is recognised that the concept of accessible and safe healthcare is multifaceted, this paper focuses on effective communication as a key predictor of patient quality and safety.

[bookmark: _Hlk149678477]1.2.  The National Context
Over the past two decades, migration to the UK has continued to rise; the size of the foreign-born population in the UK increased from about 5.3 million in 2004 to over 9.5 million in 2021 (The Migration Observatory, 2022).  The UK is increasingly described as a multicultural and diverse society; in London alone, over 300 different language groups have been identified (Ahn et al., 2010) and multilingual practices in monolingual health contexts can no longer be considered an exception (Moyer & Rojo, 2007).  Moreover, research suggests that the percentage of non-English speakers remains high even when individuals have been resident in the UK for some time (Kai, 2023).  This suggests that linguistic discordance between linguistic minority patients and healthcare professionals will continue to pose a significant challenge to the NHS, despite the UK healthcare system being fundamentally designed to treat patients through the medium of English and the majority of healthcare professionals being monolingual English speakers.

[bookmark: _Hlk149678528]1.3.  Language as a Predictor of Health Status
Effective communication is vital to providing high quality care and there is a general consensus in the literature that proficiency in the host country’s official language can be a key determinant of health.  Schachter et al. (2012) goes as far as stating that bilingual migrants are at an advantage, with proficiency in the host country’s official language being associated with better self-rated physical and mental health.  Conversely, linguistic minority patients experience more difficulty communicating effectively with healthcare professionals and experience lower satisfaction with their care.  However, there is limited discussion in the literature about the roles that both primary (L1) and secondary (L2) language use and proficiency in L2 play in health consultations in bilingual societies.  Although it is largely recognised that language is a predictor of health status, as well as a key measure of assimilation (Baker, 2007); the literature fails to establish a clear correlation between language use/proficiency and health status.
With an ever-growing number of linguistic minority patients accessing the NHS, many patients will face difficulty in accessing linguistically appropriate and culturally competent healthcare services.   Cano-Ibáñez et al. (2022) conclude that these patients are likely to experience lower quality of care and poor outcomes, particularly the proportion of them who face specific healthcare challenges, such as asylum seekers and refugees.

Akhavan (2002) proposed that language discordance between a healthcare professional and a linguistic minority patient can undermine trust in the quality of healthcare received, leading to misunderstandings and increased barriers to accessing healthcare (Bischoff, 2003).  This, Divi et al. (2007) suggest, poses a risk to patient safety.  However, Flores (2005) proposes that language discordance can be overcome by the use of professional interpreter services and language-concordant health professionals (Green et al., 2005); however, few studies have compared these approaches.

High-quality, professional translation and interpretation are the cornerstones of patient safety and quality for linguistic minority people.  It can ensure that linguistic minority patients can be active participants in consultations, fully understand the treatment options available to them, and are able to access the healthcare services to which they are entitled. 

1.4.  Guidance Vs Practice
The NHS has a legal obligation to ensure that the services it provides are accessible to all the communities it serves.  NHS guidance requires providers to procure professional interpretation services to support patients who may experience language barriers.  Nevertheless, the literature suggests that provision is ‘ad hoc’ and not reflective of the need.  Certainly, Kai (2003) reports that, in many cases, patients and healthcare professionals report no provision, with language discordance being a source of frustration and anxiety.  Furthermore, Green (2005) suggests that interpreter use may in fact compromise certain aspects of communication, with the perceived quality of interpretation being strongly correlated with patients’ assessments of quality of care.
Research from Australia, New Zealand and the US confirms that the care and experience of linguistic minority patients is improved by the use of professional interpreters.  However, it also establishes that interpretation services are generally underused by healthcare professionals in favour of their own, often limited, non-English skills (Gadon et al., 2007).  Whilst Bonacruz Kazzi & Cooper (2003) found that, despite the availability of professional interpretation services, both healthcare professionals and patients often rely on ‘ad hoc’ interpreters, such as family members, friends, or bilingual staff to interpret for linguistic minority patients. 
A study assessing the experiences of Canadian doctors of providing care to linguistic minority patients determined that a doctor’s decision to “get by” rather than use an interpreter was geared by his/ her judgment of whether communication was considered “good enough” (Benda et al., 2021).  Moreno et al. (2007) propose that bilingualism is not enough to ensure satisfactory interpreting skills and suggest that bilingual healthcare professionals should preferably receive training in interpreting.  

[bookmark: _Hlk149678657]1.5.  Rationale for the Study
A study conducted in the UK assessing the use of interpreters in primary care nursing found that, whilst there was a recognition by nurses that professional interpreter services are needed, this was not reflected in their actions (Gerrish et al., 2004).  Whilst Schenker et al. (2011) found that only 37% of patients reported ever using an interpreter to communicate with a nurse, Diamond et al., (2009) identified two main barriers to interpreter use: time pressure and limited availability.  However, with the implementation of telephone and remote video interpretation services, accessibility to professional interpretation services is improving (Schwei et al., 2016). 
Multiple studies focus on the experience of linguistic minority patients using interpretation services (Brooks et al., 2016; Jacobs et al., 2001; Kossac et al., 2022; Seers et al., 2013).  These studies have found that, generally, the intervention of professional interpreters and/or bilingual healthcare professionals can have a positive effect on the quality of care, in addition to patient outcomes and satisfaction.  However, research on interpretation practices in healthcare from the perspective of the healthcare professional is limited.  This study therefore aims to examine issues concerning language discordance and communication in healthcare with a particular focus on the experience of healthcare professionals, considering the implications of this for policy and practice.


























Chapter 2
[bookmark: _Hlk149678713]2.  Literature Review
2.1.  Communication and Quality of Care
Hunter-Adams & Rother (2017) postulate that effective communication is a prerequisite for quality care.  Quality of care is defined by the World Health Organisation (2009) as the degree to which health services for individuals and populations increase the likelihood of desired health outcomes consistent with current professional knowledge.  In the field of language discordance, quality often focuses on differences in care (e.g., continuity of care, patient-centred care, and safety) between individuals or populations who are proficient in the dominant language (typically English) and individuals and populations who are not (Bowen, 2015).  Nevertheless, Dubard & Gizlice (2008) suggest that language discordance between healthcare providers and linguistic minority patients is recognised as a major global healthcare barrier.
Linguistic minority patients can experience lower-quality care, including excess hospitalisations, clinical errors, drug complications (Flores, 2005), as well as reporting poorer satisfaction with care (Karliner, 2007).  The Migration Observatory (2019) caution that this may be further compounded by restrictive legal status and/or socioeconomic difficulties experienced by these groups.  Indeed, Boyd and Cao (2009), suggest that people who are from a linguistic minority often face significant challenges with economic and social integration.  Furthermore, it is suggested that linguistic minority patients are disproportionately exposed to preventable adverse incidents and harm (Johnstone & Kanitsak, 2006). 
2.2.  Background
In the UK context, research shows that access to healthcare may be challenging for people who do not have proficiency in English.  Linguistic minority patients report more barriers to accessing primary care (Niksic et al., 2016), report poorer patient experience (Kontopantelis, et al., 2010), and demonstrate poorer health outcomes (ONS, 2015).  Moreover, language is identified as a significant barrier for linguistic minority patients seeking, accessing, and using mental health services (Delara, 2016), where patients can experience difficulties in presenting their case histories and concerns to healthcare professionals (Federico, 2017).  In addition, Bowen (2015) cautions that language discordant medical consultations can increase the risk of medication errors and misdiagnosis, and are more likely to experience harm in the hospital setting. 
The World Health Organisation summarises that:
“Health care interventions are intended to benefit patients, but they can also cause harm. The complex combination of processes, technologies and human interactions that constitutes the modern health care delivery system can bring significant benefits. However, it also involves an inevitable risk of adverse events that can – and too often do – happen” (WHO, 2002).
Nevertheless, Bischoff (2003) argues that, internationally, the policy stance regarding interpretation varies.  At one end of the continuum, in Sweden, the Swedish Health and Medical Services Act (SFS, 1982) protects the rights of linguistic minority people to use an interpreter in all interactions with public authorities, whilst Australia provides national free telephone interpreter services to healthcare staff (Australian Government, 2012), although Huang & Phillips (2009) suggest these services are underused.   In the US, National Standards for Culturally and Linguistically Appropriate Services in Health Care make recommendations (US. Department of Health and Human Services, 2001) for healthcare organisation to provide language services, including interpreter services, at no cost to the patient. Conversely, at the other end of the continuum, in the UK, Adams (2007) argues that it is unclear exactly what language rights individuals have, whilst a review by Health Canada (2001) highlighted that there is no legislation or policy stance regarding interpretation in Canada. 
Despite the lack of clarity around language rights identified in the UK, the UK’s Equality Act (2010) places a legal duty on the NHS to reduce inequalities experienced by patients.  Therefore, NHS organisations have a legal and moral obligation to ensure their services are equally and easily accessible to all service users.  The NHS Constitution (2010) states that NHS organisations should provide inclusive service to all, regardless of age, belief, disability, gender, gender reassignment, race, religion, sexual orientation, marital or civil partnership status, or pregnancy and maternity (these are the 9 protected characteristics enshrined in the Equality Act 2010).  It is pertinent to note here however, that language is not a protected characteristic under the Act.  Nevertheless, language is intrinsically linked to nationality, thus a claim for discrimination based on language could be made under the protected characteristic of race.  There is, however, surprisingly little case law on language discrimination given the increasing diversity of the UK.  
The NHS Constitution makes clear that people who use health services have a right not to be discriminated against, and should have access to accessible and relevant information to support them in making informed choices about their care.  The General Medical Council’s ‘Good Medical Practice’ (2013) states: ‘you should make sure that arrangements are made, wherever possible, to meet patients’ language and communication needs.’  This is also reflected in guidance from the General Medical Council that clearly states that doctors have a duty to make all possible efforts to ensure effective communication with their patients (GMC, 2020).  With this in mind, one can conclude that the role of the healthcare professional extends beyond diagnosis and treatment, to ensuring an environment whereby the patient feels comfortable to express their feelings and are able to understand and retain information in terms of ‘capacity’ and decision making (e.g., consent).  Meuter et al., (2015), therefore, conclude that healthcare professionals are also expected to establish a rapport with the patient and ensure that their concerns and thoughts are well understood.
Guidance for Primary Care providers states that ‘patients should be able to access primary care services in a way that ensures their language and communication requirements do not prevent them receiving the same quality of healthcare as others’ (NHS England, 2019).  Primary care services are the ‘front door’ for the NHS in the UK, serving as the first point of contact for patients.  It is vital, therefore, that they be inclusive for all service users.  Nevertheless, Smith et al. (2009) report inadequate patient access and poor patient satisfaction among those from ethnic minority backgrounds.
[bookmark: _Hlk148900147]It is pertinent to note here that, although policy guidance and standards on NHS Interpretation have been developed for NHS England and Scotland, they do not yet exist for Wales (Public Health Wales NHS Trust and Swansea University, 2003).  Despite the 2019 HEAR (Health Experiences of Asylum Seekers and Refugees in Wales) study that highlighted the need to improve interpretation in the NHS in Wales as a priority.
In the Welsh context, the Welsh language (Cymraeg) was granted official status in Wales when the Welsh Language (Wales) Measure 2011 (the Measure) became law.  In the following year, the More than just words (2012) strategic framework outlined a vision for Cymraeg to be embedded into health, social services and social care services across Wales so that users can receive care that meets their linguistic needs without having to ask for it – this is known as the ‘active offer’ principle. Furthermore, the Measure made provision for the specification of standards of conduct in relation to the Welsh language (“Standards”) and, in 2018, Welsh Health Boards received compliance to comply with the Standards.  The Standards place a duty on Health Boards to ensure that Cymraeg is not treated less favourably than the English language, and to promote and facilitate the use of Cymraeg, making it easier for people to use it in their day-to-day life.  
With all this in mind, it can be concluded that it is a requirement for healthcare professionals to take all reasonable steps to facilitate communication in order to provide safe, patient-centred care, and comply with legal mandates – which includes using interpreters or communication aids as appropriate.  Indeed, as Lundin (2018) concludes, in line with a global increase in migrant population, there is an increased need for professional interpreting services to deliver equitable, high-quality healthcare.  However, given stretched public health services, providing equity of access to health care services for all poses a significant challenge to the NHS.  
2.3.  Language Challenges in Healthcare
Engaging patients as partners in health and involving them in decisions about their care and treatment options is essential to patient-centred care (Légeré et al., 2008).  Lundin et al. (2018) argue that “transcultural awareness is needed to achieve the aim of person-centred and equal healthcare”.  However, Edwards et al., (2009) caution that shared decision-making in consultations is limited when there are language and cultural barriers at play.  As a consequence, linguistic minority patients are less likely to receive the care they need, give informed consent, and are more likely to experience poorer patient satisfaction (Jacobs et al., 2006).
For healthcare professionals, a different set of skills and knowledge are required to meet the challenge of ensuring patient-centred care in a multilingual context and ensure both quality and equality of care when dealing with patients from diverse backgrounds.  However, Kasten et al. (2020) propose that many healthcare professionals lack the skills and knowledge needed to successfully collaborate with interpreters.  Hasnain-Wynia et al. (2006) go further to say that, as a result of language discordance, caring for linguistic minority patients is often onerous and complex for healthcare professionals, particularly in the hospital setting.
There are two main approaches outlined in the literature to provide language-appropriate care: 
· Language-concordant care (services provided by a health professional who speaks the same language as the patient), and 
· Interpreter-mediated care (a professional medical interpreter mediates between the patient and clinician).
Both approaches are associated with improved patient outcomes.  
Language-concordant health encounters can result in lower healthcare costs, increased satisfaction, and reduced medical errors (Diamond et al., 2019). However, the Centre for Ethnicity and Health (2008) cautions that there is a concern with using bilingual healthcare professionals to interpret.  Not only can assessing a professional’s L2 proficiency prove difficult, but one also cannot assume that if someone has been educated in a community language, he/she will have the proficiency to discuss health issues.
Schulson & Anderson (2020) argue that professional medical interpretation during language-discordant health encounters demonstrate significant benefits for linguistic minority patients; however, it may also result in decreased privacy in the caring relationship (Hadziabdic et al., 2009).  Furthermore, Maltby (1999) maintains that problems arising from linguistic differences can negatively impact healthcare professionals, as well as patients.  Hadziabdic (2011) support this view, suggesting healthcare professionals experience challenges accessing interpreter services and are limited by the financial constraints of using professional interpretation, whilst Gerrish (2001) suggests that professionals lack training in the practical use of an interpreter.
Although interpretation is a subtype of bilingual communication, it is important to note that, although a bilingual healthcare professional may have a certain level of proficiency in two languages, professional interpreters have the necessary professional training and qualifications to navigate complex health consultations.  Harris (1997) reasons that all bilinguals possess three competences: competence in the L1, competence in the L2, and a third competence - translation from one language into another.  Harris refers to this as ‘natural translation’, a natural skill that can be developed under guidance.  Harris reported the case of a Canadian three-year-old, with an English-speaking mother and French-speaking father, who translated sentences from one language to another to demonstrate natural translation in action, and argued that interpretation is a natural part of a bilingual’s world and not only undertaken by ‘professionals.  However, few studies have addressed what constitutes what Henderson (1982) deems as the “perfect grasp” of both L1 and L2 which individuals need in order to effectively interpret.  
In the NHS, interpreting services (including in-person, telephone, and video interpreting) are currently provided under the ‘Interpretation and Translation Services framework agreement’ (NHS Choices, 2021).  However, despite significant evidence highlighting the correlation between using professional interpreters and improved patient experience and outcomes, our understanding of how interpretation services are implemented and how they are experienced by users is limited.  Gill and Kalra (2020) argue that a better understanding of the use and experience of interpreting services in this context is vital to address language as a barrier to healthcare access.
[bookmark: _Hlk144806395]The difficulties of communication in multilingual healthcare contexts have been reported in multiple research studies (Hadziabdic et al., 2015, Horváth & Molnár, 2022, Krystallidou et al., 2021).  To summarise, experts emphasise the necessity of clear communication, which can only be established if healthcare organisations have a policy and a system for managing multilingual cases, if healthcare professionals are adequately trained, and professional interpretation services are readily available.
2.4.  Interpreters as Mediators in Healthcare
Given the sustained increase in linguistic minority patients accessing monolingual, western medical systems, professional interpretation services are increasingly required (Angelelli, 2004; Baraldi and Gavioli, 2007; Cambridge, 1999; Buhrig and Meyer, 2004; Pochhacker and Kadric, 1999; Tebble, 1999).  
Professional interpretation services can support communication in language discordant healthcare consultations through what Baraldi (2006) describes as a triadic process where the interpreter serves as the third party in a communication process between healthcare professionals and linguistic minority patients (Federico, 2017).  
It is widely accepted that the use of professional interpretation services is key to ensuring effective communication with linguistic minority patients (Lehane & Campion, 2018).  However, in many circumstances, there is still a reliance on ‘ad hoc’ interpreters, such as relatives, friends, or bilingual employees to assist in communication.  Interestingly, Bischoff and Hudelson (2010) note that, in the Spanish context, bilingual healthcare professionals were used more often than family members.  This was also true in the Portuguese and Serbian contexts.  A similar preference for using healthcare professionals to interpret was found when Bischoff and Hudelson replicated their study in Geneva.  This may be reflective of greater availability of bilingual professionals for these languages.  However, it could also be suggested that, although family members may be the first strategy adopted when bilingual healthcare professionals are not available, healthcare professionals would prefer to use bilingual colleagues. This may be because their language skills are perceived to be superior to those of family members, as well as their having medical and/or institutional knowledge.
Conversely, Deumer (2010) cautions that a lack of professional interpretation can impact adequate healthcare provision. Furthermore, the use of ‘ad hoc' interpretation or an absence of interpretation can result in misdiagnosis and/or the inability to understand/follow medical recommendations.  Deumer cites cross-border migrants as an exemplar. In the absence of professional interpretation, male partners were expected to interpret for their partners. This, Deumer notes, often resulted in financial strain for families, as partners needed to take time off work. This added to the vulnerability of migrant patients.  Furthermore, there is a danger, Deumer suggests, that where husbands are positioned as gatekeepers for their partner’s care, women are particularly dependent and vulnerable.  Moreover, the use of partners as ‘ad-hoc’ interpreters can both breach confidentiality and increase the likelihood of medical error.  In fact, Deumer notes that in one U.S. based study, the use of ‘ad hoc’ interpreters resulted in poorer communication than when there was no interpretation at all.
As well as the use of partners as ‘ad-hoc’ interpreters, children are often relied upon to interpret when interacting with health services.  However, Narchal (2016) cautions that being exposed to sensitive, confidential and complex information may result in emotional distress which can comprise their well-being, and many healthcare professionals express an ethical opposition to this.  Overall, the literature focuses on the negative consequences of children acting as interpreters; however, Dorner et al. (2007) argue that there is evidence to suggest that interpreting is correlated with prosocial behaviour, high levels of empathy and self-efficacy.
In the Welsh context, the 2023 report by Public Health and Swansea University Health, Experiences of Asylum Seekers and Refugees in Wales: How well are interpretation needs met? suggests that informal interpretation provided by family members or friends is inadequate/inappropriate, particularly in sensitive consultations such as mental health, pregnancy, sexual health and conditions requiring consent such as surgery.
2.5.  Complexities of healthcare interpretation
Although there is a consensus in the literature that the use of a professional interpreter can increase patient-safe communication in language discordant health care encounters, there are noted differences in the quality of the interpreted health communications.  Indeed, in some instances, rather than serve to support language discordant health encounters, healthcare professionals report that interpreters can in fact cause communication challenges (Jungner et al., 2019).  These challenges often arise when managing the triadic relationship between the healthcare professional, patient, and the interpreter.  For this relationship to be effective, it is important that there is trust among all parties.  This, however, can be difficult to establish due to differing circumstances.  Furthermore, in some circumstances, for example paediatric healthcare, this relationship becomes multi-party rather than triadic, as it often includes the family members or advocates. 
Several studies report the difficulties involved in handling emotional expressions in interpreter-mediated healthcare interactions (Bolden, 2000; Cambridge, 1999; Davidson, 2000; Hsieh, 2010; Pochhacker and Kadric, 1999).  These studies suggest that, rather than relaying the patient’s concerns in full to the doctor, interpreters can often summarise what the patient has said, focusing on medical problems and treatments, and overlooking or omitting emotional expressions.  There is a danger, therefore, that interpreters can themselves become gatekeepers, controlling what information is passed between professional and patient, and compounding the uneven power dynamics between the two parties (Davidson, 2000, 2001; Buhrig & Meyer, 2004).
Dewaele (2010) maintain that communicating emotions in a language other than L1 is demanding, particularly if there are only limited equivalents or, in some cases, no linguistic translations for the concepts and words of the L1.  Mesquita and Walker (2003) suggest that, as well as being biological, emotions are also socio-cultural in nature.  Indeed, in their research exploring the complexities of translating and interpreting ‘grief’ in multilingual, cross-cultural contexts, Evans et al. (2017) suggest that, to effectively communicate emotions in the interpretation process, interpreters need to gain further insight into the cultural nuances of indigenous languages.  For example, languages such as French, are spoken in many regions of the world, but cultural factors can vary widely.  It is evident, therefore, that linguistic competence alone is insufficient to guarantee mutual understanding (Stadler, 2018) and that knowledge of a particular culture when interpreting is vital.  Indeed, Hubscher-Davidson (2013) recommends that it would be of benefit to the translation and interpreting community to include the study of Emotional Intelligence in translation studies research. 
In a recent study of the experiences of people seeking asylum and people with refugee status using NHS healthcare, it was found that, although satisfaction of patients using interpretation services is generally high, the interpretation services offered are not always appropriate in terms of dialect, gender or culture.  Some participants reported not often having a choice in the gender or dialect of their interpreter, in addition to not being offered the same interpreter for subsequent consultations (Public Health Wales & Swansea University, 2003).  
A study by Hadziabdic and Heikkilä (2009), exploring the use of interpreters in Swedish healthcare services from the perception of individuals from the former Yugoslavia living in Sweden, recognised that, although there was a necessity to support communication with healthcare staff, the use of an interpreter was perceived as a hindrance by healthcare professionals. It can, therefore, be assumed that making professional interpreter services available to healthcare professionals is not sufficient to ensure their use for linguistic minority patients.  
Jacobs et al. (2010) suggest that training healthcare professionals on how to consult effectively through interpreters can increase the likelihood of using professional interpreters in the future.  Some medical schools have embedded the use of medical interpreters into the curriculum.  In an evaluation of feedback from 1st - 3rd year medical students undertaking these sessions, McEvoy et al. (2009) found that 76% of participants felt more prepared to access interpretation services and better equipped to communicate with linguistic minority patients.  However, it should be noted that this study could be open to selection bias, as the survey used was distributed 7 weeks after the sessions had taken place, and participants may not have accurately remembered the events. 
Reimann (2004) highlights that some medical schools have gone further and have implemented interpreter programmes to enable medical students to become trained medical interpreters.  For example, a 3-step medical student interpreter training programme implemented in the US reported a 35% improvement in the medical students’ score and an increase in the number of Spanish speaking interpreters (Carlson et al., 2022).  Carlson et al. concluded that making this programme mandatory for medical students could optimise patient care and improve patient safety.  However, the small sample size of this study may compromise the study’s reliability, whilst the methodology may not be applicable for use beyond the Hispanic population, for whom the programme was designed. 
In the Welsh context, the subject of training healthcare professionals to communicate in the official minority language, Cymraeg, has recently gained prominence in the field of medical education.  In 2022, Cardiff University made it compulsory to develop Welsh language communication skills as part of the School’s curriculum, upskilling all students to communicate in a professional medical setting in both English and Cymraeg.  Dr Awen Iorwerth, Clinical Lecturer at the University’s School of Medicine, said: “We know that having their care by someone who acknowledges and perhaps speaks their mother tongue improves patient outcomes and satisfaction. Recent research has shown that medical students who have Welsh language skills are more likely to stay and work in Wales after graduating” (Cardiff University, 2022).  When considering that workforce shortages are one of the biggest challenges currently facing the NHS, these findings may provide further impetus to NHS Wales organisations to embed the development of medical interpretation skills into the curriculum.
Conversely, Hernandez et al., (2014) caution that use of an interpreter can have a potential negative impact on patient care, suggesting that interpreters can pose a threat to patient-doctor relationships and actually lead to patients receiving misinformation.  Likewise, Zabar et al., (2006) conclude that, whilst interpretation can be a helpful tool in facilitating communication between healthcare professionals and patients, the inaccessibility of services can often result in an over reliance on ‘ad-hoc’ interpreters such as friends or family members which can, in turn, compromise patient safety.
[bookmark: _Hlk149678993]2.6.  Conceptualising Bilingual Health Communication
Since first recognising interpreters as active participants in discursive encounters, theoretical development in the field of interpreter-mediated interactions has plateaued to some extent (Pöchhacker & Shlesinger, 2005).  Researchers have since studied interpreters’ (in)visibility (conversation analysis of speaker–interpreter interactions) (Angelelli, 2004), the strategic management of medical encounters (Leanza et al., 2010), and the impacts on health outcomes for patients (Butow et al., 2011).  In all of these areas of research, there is a consensus that interpreters can not only influence the process, but the content and outcome of interactions between healthcare professionals and patients.  It is important, therefore, to examine how interpersonal dynamics shape the process and content of interpreter-mediated interactions.  Valero-Garcés (2005) argues that if interpreters are active participants in healthcare encounters along with at least two other speakers (i.e., the healthcare professional and the patient), researchers should conceptualise interpreter-mediated healthcare encounters as triadic interactions.
Although, traditionally, research has largely focused on the linguistic performance of interpreters, interpreter-mediated healthcare encounters have been gaining interdisciplinary consideration in contemporary studies.  Hsieh (2010) presents a conceptual framework for bilingual health care.  Hsieh’s Model of Bilingual Healthcare establishes quality and equity of care as the guiding principles in resolving interactional issues in healthcare encounters and in evaluating the success of interpreter-mediated interactions.  Hsieh acknowledges that the communicative process, contextual meanings of the interactions, and even the quality and equity of care are socially constructed.  
2.7.  Theoretical Framework
There are at least three theoretical approaches that explore the reasons why communication barriers arise in language-discordant healthcare.  One, discussed by Segalowitz and Kehayia (2011), is a psycholinguistic approach.  This approach centres on the way in which the speaker focuses the listener’s attention to key elements of his/her message using semantic and syntactic features of the language to appropriately deliver the message, as well as on the listener’s ability to interpret the speaker’s intention. 
A second theoretical approach by Candlin and Candlin (2003) considers the conversational dynamics of patient-professional interactions.  It focuses on the power dynamics between health professional and patient, and how the use of language reflects these relationships, but can also serve as a mechanism for manipulating them.  However, little research exists regarding the social dynamics that operate in language-discordant healthcare contexts.
[bookmark: _Hlk148900325]A third theoretical approach applied is the framework of Communication Accommodation Theory (CAT) (Gallois, et al., 1995).  This theory is particularly relevant when comparing language-discordant and language-concordant communication.  Coined by communication Professor Howard Giles in 1971, initially, CAT was predominately focused on speech, but was later revised to include nonverbal communication (Hordila-Vatamanescu, 2010).
CAT attempts to explain and predict how speakers accommodate their style of verbal and non-verbal communication in relation to the listener (Gudykunst, 2005), and can be applied in several contexts (e.g., between cultures, ages and genders).  In the context of culture, this theory proposes that people may become more comfortable with someone from a different culture if they mirror nonverbal cues, and there is a shared interest in the topics of conversation.  Therefore, CAT is one way to explain how people of different cultures often adapt how they communicate with people in multiple contexts.  CAT can, therefore, provide a framework for investigating the dynamics of patient-professional communication, specifically when one of the speakers uses an L2.  In such cases, an inability to achieve concordance can impact how the speakers perceive not only each other, but also the quality of the working relationship between them (Gasiorek & van de Poel, 2012).
























Chapter 3
3.  Methodology Review
3.1.  Aim of Study
[bookmark: _Hlk146432664]This paper is based on a study undertaken in the Aneurin Bevan University Health Board, entitled ‘The Health Care Professional’s Perspective: Culturally competent healthcare, the implications of language discordance for healthcare and the experience of interpreter access.’ 
The central aim of this study was to explore the experience of healthcare professionals in using interpretation services in language discordant healthcare consultations, and to better understand language barriers and miscommunication that may occur in healthcare encounters between linguistic minority patients and healthcare practitioners.  The nature and effectiveness of professional interpretation services in language-discordant healthcare interactions was of particular interest.  Principal research questions for the study included:
1. How and when does interpretation become an issue in language discordant healthcare encounters?
2. How do healthcare professionals determine what is supposed to be interpreted?
3. What are the experiences of healthcare professionals of using different interpretation methods (e.g., telephone interpretation, face to face interpretation, the use of ‘ad hoc’ interpreters such as family members/bilingual healthcare staff)?
4. What are the challenges experienced by healthcare professionals concerning interpretation?
3.2.  Ethical Considerations 
The research proposal was reviewed and approved by the University of Wales Trinity Saint David’s Research Ethics Committee and the Aneurin Bevan University Health Board’s Research and Development function.  The Committee oversees the University’s obligations under the Concordat to Support Research Integrity to ensure that research undertaken under its auspices is conducted to appropriate standards and conforms to generally accepted ethical principles and practices of conduct and governance.
Written information about the research was provided for participants, which included details of the aim of the research, a request for permission to audio-record each conversation, and details of how the results would be used (Appendix 1).  Interviewees were informed orally and in writing and signed a written informed consent form (Appendix 2).  The privacy of participants was preserved by anonymising the data, ensuring individuals are/were no longer identifiable.  Prior to each recording, participants were reminded about the aims of the research, the process involved, and their right to withdraw at any time.  
[bookmark: _Hlk149679156]3.3.  Methodology
[bookmark: _Hlk146432787]This study adopted methodological triangulation, which made use of several data collection methods.  
Firstly, a retrospective audit of interpreter usage across Health Board Directorates for the year 2021/22 was carried out and analysed descriptively.  This audit identified the services which are more inclined to employ professional interpretation, in addition to the frequently used languages across Health Board services.
Secondly, a self-administered, anonymous survey (Appendix 3) was adopted, from August 2023 – September 2023.
The survey method of data collection was selected for this study because it was economical both for the researcher and for the participants in time, effort and cost.  In addition, given the geographical footprint of the Aneurin Bevan University Health Board and the spread of the sample population, it permits Health Board wide coverage.  From a participant perspective, the survey method ensures anonymity.  Reassuring participants that they would not be identified by anybody for giving a particular view or opinion, thus feeling more comfortable in expressing their views.  The participants were requested to complete a questionnaire that featured both open and closed questions in order to explore health professionals’ attitudes and practices regarding communication with linguistic minority patients.  All information provided in the results of this study results from the explicit permission of those who took part.
Thirdly, the researcher held semi-structured interviews with healthcare professionals who have had experience of using professional interpretation services within their Directorates. The interviews were conducted using Seidman's (2013) in-depth semi-structured interview approach.  Thematic analysis was performed to better understand the interpretation practices in the Aneurin Bevan University Health Board from the perspective of different healthcare professionals.
Data was collected by using individual in-depth interviews at a time convenient for each participant. All interviews were conducted via Microsoft Teams and auto-transcribed.  Four total one-on-one interviews were performed.  Each interview lasted no longer than 40 minutes.  The researchers' questions remained consistent and followed the semi-structured in-depth interview schedule, avoiding the researchers' own opinions.  Open-ended questions were formulated according to the recommendations of Creswell (2007) to yield deeper insights that are not limited by the researcher's experience (Appendix 4).  
A mixed-method approach was adopted by the researcher, recognising that, while questionnaires are useful in highlighting emerging patterns amongst large populations, more in-depth insights can be gathered through qualitative interviews (e.g., participant attitudes, thoughts, and actions) (Kendall, 2008).  Furthermore, it is important to note that the information collected by means of a questionnaire can lack reliability or validity; participants can misinterpret questions, or give an incomplete or indefinite response, thus making it difficult for the researcher to connect such responses, whereas, in an interview, there is always the possibility of rephrasing questions for further clarification.
[bookmark: _Hlk146433344]Data were analysed using an inductive thematic approach with constant comparison. 
[bookmark: _Hlk149679200]3.4.  Study Setting
The Aneurin Bevan University Health Board is the operational name of the Aneurin Bevan University Local Health Board.  Established on the 1st October, 2009, the Health Board covers the geographic footprint of Greater Gwent: Blaenau Gwent, Caerphilly, 

Monmouthshire, Newport, and Torfaen.  It has an area of 1,550 km2 with a population density of 370 people/km2.
The Health Board employs over 14,000 staff, two thirds of whom are involved in direct patient care.  In a total of over 1,000 hospital and general practice doctors, there are more than 250 consultants, as well as 6,000 nurses, midwives, allied professionals and community workers.  The Health Board is led by the Chair, non-executive directors, the Chief Executive and other executive directors, supported by the Senior Management Team (Aneurin Bevan University Health Board, 2021).
The Health Board serves a population of more than 639,000 people (taken together with an estimate of the patients living in South Powys and other areas that are served by the University Health Board for acute services) - approximately 21% of the total Welsh population (Aneurin Bevan University Health Board, 2021).
In delivering health services to the local populations, the Health Board has to consider a mix of rural, urban and valley areas, as well as an increasing ageing population of Gwent (Aneurin Bevan University Health Board, 2021).
According to the Census (2021), the most frequently spoken main languages of the usual resident population aged three years and over in Greater Gwent (excluding English or Welsh) are South Asian languages such as Urdu, Panjabi and Bengali (with Sylheti and Chatgaya), and other European languages such as Polish, Hungarian and Romanian.
[bookmark: _Hlk149679252]3.5.  Sampling and recruitment
The population of the study was all employees of the Aneurin Bevan University Health Board.  Participants were sampled deliberately through a criterion-based sampling technique (LeCompte & Goetz, 1982).
The sampling criteria was:
· An employee of the Aneurin Bevan University Health Board
· Experience of using interpreter services in the Aneurin Bevan Health Board.
The sampling strategy adopted was consistent with the methodological approach used and was selected by the researcher with the view of yielding rich information that would allow for fair assumptions to be made about the experiences of Healthcare Professionals in using interpreter services to communicate with linguistic minority patients.  In addition, it allowed the researcher to select a sample that was representative of the population studied, whilst also capturing the complexity and variation of the reality.
Recruitment of participants involved ‘gatekeepers’ (Directorate Managers), circulating details of the study to staff who regularly use interpreter services on the researcher’s behalf.  To help mitigate against any potential power dynamic that may result in employees feeling obligated to take part, the researcher ensured that the message which was circulated re-iterated that participants were free to make their own decision, without any possible negative repercussions should they decline.
Within the questionnaire, participants were asked if they would like to take part in a semi-structured interview with the researcher to further share their experiences of using interpretation services in the Aneurin Bevan University Health Board.  Those interested in participating gave their contact details and were contacted to set a date and time for the interview.  Of the 20 participants, 4 participants were recruited for the interview stage of the study, who provided informed written consent to participate.
[bookmark: _Hlk149679282]3.6. Participants
The survey stage of the study included 20 persons who had experience of using interpretation services in communicating with minority language patients in their workplaces in the Aneurin Bevan University Health Board.
The interview stage of the study included 4 persons (see Appendix 2), who volunteered to take part when completing the questionnaire.
[bookmark: _Hlk149679302]3.7.  Research Limitations/Implications
This study was based on a small sample within one organisation.  As such, it could be argued that the findings can only be generalised reliably to the population studied here – the Aneurin Bevan University Health Board.  As Tipton et al. (2017) suggest, a small sample size can result in large differences between the sample and population by chance.  Nevertheless, an analysis of the findings was presented in a form that highlights recommendations to facilitate change to practice, and as such, the researcher maintains that the findings of this study are relatable to Healthcare Professionals across other NHS Wales organisations.  Given that Bassey’s Theory of Relatability (1981) proposes that the ‘relatability’ of research can have more merit than generalisability, the researcher is reassured that the study and its findings are appreciated.  Indeed, Bassey (1999: 52) maintains: 
“A fuzzy generalisation carries an element of uncertainty. It reports that something has happened in one place and that it may also happen elsewhere. There is a possibility but no surety. There is an invitation to “try it and see if the same thing happens for you.”
Although Bassey’s Theory relates largely to educational social research, the researcher proposes that it is applicable to this study.  
[bookmark: _Hlk147679877]It is also important to note gaps in who this study reached.  It could be argued that the sample was rather homogeneous.  Of 20 questionnaire responses, over half came from the Family and Therapies Directorate.  However, an audit of interpreter usage for the years 2022/23 reported that Family and Therapies was the Directorate with the highest rate of interpreter usage across the Health Board for that period; therefore, it stands to reason that there would be a high participation response from staff working across this Directorate.  Moreover, despite the Family and Therapies Directorate being highly representative in the sample, the roles represented in the sample were varied (see Table 1 pg. 27), providing the researcher with a diversity of experience that should offset any potential effects of homogeneity. 
Despite these limitations, common themes emerged across all responses and comments, which can hopefully help to shed light on common experiences.
[bookmark: _Hlk149679328]3.8.  Data Analysis
The Researcher adopted inductive qualitative content analysis to analyse the questionnaire responses and individual interviews in order to identify patterns in the data and to discover relationships between experiences (Krippendorff, 2004).
All questionnaire and individual interview data were read thoroughly numerous times to achieve a sense of the whole, before breaking down the texts into smaller textual units.  The content of these textual units was then analysed for comparisons and patterns in order to develop categories and sub-categories.  Throughout this process, the researcher continually looked for reoccurrences, inconsistencies, contrasts and patterns, rereading all the transcripts and returning to the data analysis until no new information was found (Krippendorff, 2004).  The researcher then developed categories, which were revised and refined until an acceptable system was recognised.  To ensure confirmability when naming categories, concepts as close as possible to the text were used, and categories were accompanied by literal quotations (Patton, 2002). 
























Chapter 4
4.  Results
4.1.  Interpreter usage across Health Board Directorates.
An audit of Interpreter usage across the Health Board for the year 2022/23 found that the Family and Therapies Directorate, specifically Maternity and Physiotherapy services, was the Directorate with the highest usage of interpretation services.  
For the year 2022/23, British Sign Language (BSL) interpretation accounted for the highest rate of interpretation allocation (19%), followed by Arabic, Polish, Romanian, and Bengali (see Figure 1). 
For the year 2023 to date, BSL interpretation accounted for the highest rate of interpretation allocation (24%), followed by Arabic, Bengali, Polish, and Romanian (see Figure 2). 

[image: ]
[bookmark: _Hlk146388577][bookmark: _Hlk149676478]Figure 1 – Translation and Interpretation Allocation Rates 2022/23.
[bookmark: _Hlk145273498][image: ]
[bookmark: _Hlk149676619]Figure 2 - Translation and Interpretation Allocation Rates 2023 – to date.

[bookmark: _Hlk149679455][bookmark: _Hlk150625958]4.2.  Summary of survey responses from Healthcare Professionals who access interpretation services at the Aneurin Bevan University Health Board.
N.B. Survey responses are influenced by high number of respondents from the Families and Therapies Division (11 of 20 responses).
Q1. What is your Role/Job Title?
	Professional Role
	Persons (n=20)

	Associate Specialist Community Paediatrics (Audiology)
	1

	Consultant
	1

	Doctor
	2

	Health Visitor
	3

	Lead Midwife
	1

	Paediatric Speech and Language Therapist
	1

	Orthoptist
	1

	Secretary 
	1

	Senior Nurse
	4

	Speech and Language Therapist
	4

	Specialist Nurse (Cardiac Rehabilitation)
	1








Q2. In which Directorate/Department do you work?
	Directorate/Department
	Persons (n=20)

	Adult Mental Health
	1

	Anaesthetics
	1

	Corporate Nursing
	1

	Families and Therapies
	11

	General Surgery
	1

	Medicine
	1

	Scheduled Care
	2

	Unscheduled Care
	1

	Urgent Care
	1



Q3. Under what circumstances would you use the services of a professional interpreter? 
[bookmark: _Hlk145085202]Participants cited a broad range of circumstances in which the services of a professional interpreter would be employed to communicate with linguistic minority patients, in both clinic/hospital and community-based services.  Interestingly, despite the Survey responses being influenced by a high number of respondents from the Families and Therapies Division, the responses suggest that the services provided by this Division are wide-ranging and cross-generational, providing insightful and diverse experiences for analysis.  Comments included:
“For Clinic visits”.
“Consultation in clinic or on the ward”.
“Clerking in patients, taking histories, doing assessments".
“When completing any therapy session where the family needs an interpreter. This includes assessment, ongoing therapy etc. Our clinical guidelines, as set by our regulatory body RCSLT, state that we cannot assess a child's home language skills unless we use a professional interpreter (helps eliminate bias) plus lots of or families can speak conversational English, but not more complex conversations”.
“Working with families whose first language is not English”.
“Patients who do not speak English”.
“Clinical assessment (communication and feeding) - obtaining information from parents/carers”.
“Help take a case history, help with assessment in home language, help agree next steps with parents and explain advice. Help explain new next steps”.
“Consenting patients and explaining anaesthesia”.
“For patients and their family to clearly understand their ongoing care”.
“Home visits to complete health and developmental reviews”.
“Meetings with colleagues/students/partner services where there may be a language barrier.  In my previous role as a health visitor, I used it as required with families who did not speak/understand English”.
“We work in a highly multi-cultural locality and use the interpretation services to ensure that cardiac patients whose first language is not English can access our service in its entirety.  We use the service for the initial assessments, during the 8-week exercise classes and for their discharge assessments”.
“MDT (Multi-Disciplinary Team) meetings, family complaint meetings, general care”.
“During antenatal, labour and postnatal care”.
“For patients who do not speak fluent English and there is not an impartial member of staff who could interpret”.
[bookmark: _Hlk145066363][bookmark: _Hlk145069653]“To enable triage, resolve a concern or relay information following assessment”.
Q4. How often do you use interpretation services to communicate with patients/service users?
Of the 20 participants, the following usage was reported:
· 6 out of 20 participants used interpretation services on a yearly basis
· 14 out of 20 participants used interpretation services on a monthly basis.
Q5. What methods of interpretation have you used to communicate with patients/service users?
Of the 20 participants, the following usage was reported (indicating, possibly, more than one method):
· 3 out of 20 used Sign Live (Virtual British Sign Language Interpretation Service)
· 18 out of 20 used face-to-face interpretation services
· 3 out of 20 used virtual interpretation services (e.g., Big Word)
· 14 out of 20 used telephonic interpretation services (e.g., Language Line)
· [bookmark: _Hlk145084758]13 out of 20 used ‘ad-hoc’ interpretation (e.g., a patient's family members, friends, etc).
Q6. What method of interpretation do you most frequently use to communicate with patients/service users? 
Of the 20 participants, the following methods was reported (indicating one method only):
· 3 out of 20 most frequently used ‘ad-hoc’ interpretation (e.g., a patient's family members, friends, etc)
· [bookmark: _Hlk145085087]2 out of 20 most frequently use virtual interpretation services (e.g., Big Word)
· 7 out of 20 most frequently use telephonic interpretation services (e.g., Language Line)
· 8 out of 20 most frequently use face-to-face interpretation services.
Q7. What is your preferred method of interpretation used to communicate with patients/service users? 
Of the 20 participants:
· 16 out of 20 preferred to use face-to-face interpretation services
· 2 out of 20 preferred to use bilingual members of staff to interpret
· 1 out of 20 preferred to use virtual interpretation services (e.g., Big Word)
1 out of 20 preferred to use telephonic interpretation services (e.g., Language Line).
Q8. Why is this your preferred method of interpretation?
[bookmark: _Hlk145085789]Comments regarding a preference for using face-to-face interpretation emphasised its patient-centred nature:
“More personal for the families”
“Face to face service would always be my first choice as better rapport and more flexible to the needs of our specific service needs, i.e., fitness assessments could not be done via telephone or video links. We also tend to block book the interpreters to enhance continuity and rapport for the patients.”
“Usually, working with families of young children and it is easier when the interpreter is in the room as they can see the direct responses and be able to follow the child's gaze or pointing to what the child is interested in”.
“I think this is much better for the families as it feels more personal and, if they are discussing difficult information or we have to ask difficult questions, I think this is fundamental for them. However, it can be difficult to arrange a date and time that suits all parties”.
In addition, comments compared the experience of using face-to-face and telephonic/virtual services.  Responses suggested that face-to-face interpretation is the ideal when managing ‘complex’ conversations with patients and for facilitating more ‘natural’ communication, whilst the limitations of telephonic interpretation suggest that there are situations when it is not appropriate and can prove challenging for staff to use:
“It is easier to ensure family have understood.  It is more 'natural' and flows better than using telephone/Language Line.  When a BSL user is involved, it is a visual means of communication”.
“It's physically draining having to listen so intently on the phone to an interpreter especially when most of our sessions are around 45 minutes long and our conversations are quite complex. Having them face to face helps as we can see body language, interject more easily and, if we have a busy/young child in clinic who is noisy, it's less of a problem than on the phone.  I've had some phone line interpreters tell me after 10/15 minutes that they have another meeting booked in and can't stay on the call, which then means I have to re-call the Big Word line and explain everything again”.
Questionnaire responses also highlighted that there remains a reliance on bilingual staff to interpret in language discordant healthcare encounters because of the ease of access, ability to limit costs, and the perceived clinical ‘understanding’ of bilingual professionals.  Comments included:
“Purely for the easy 'access', especially out of hours when staff do not know the codes for their wards to request interrupters. Also, there is governance that the correct information is being translated - which cannot always be guaranteed with family members/friends”.
“The member of staff, for example a doctor, has an understanding of the medical procedure or care that is being explained.  Does not carry a big cost”.
1 out of 20 participants reported a preference for using virtual interpretation services:
“Very easy system to use. Really good feedback from service users”.
1 out of 20 participants reported a preference for using telephonic interpretation services:
“It is easy to make contact and you can easily choose preferred language”. 
Q9. Rate your level of satisfaction with the availability of interpretation services in the Aneurin Bevan University Health Board. (1 being 'very unsatisfied', 5 being 'very satisfied').







Q10. Rate your level of satisfaction with the quality of interpretation services in the Aneurin Bevan University Health Board. (1 being 'very unsatisfied', 5 being 'very satisfied').


Q11. Rate your level of satisfaction with the professionalism of the interpreter you have used at the Aneurin Bevan University Health Board. (1 being 'very unsatisfied ', 5 being 'very satisfied').


Q12. Do you feel Aneurin Bevan University Health Board has appropriate guidelines/protocols/training for interpreter use?
Of the 20 participants:
· 12 out of 20 replied ‘yes’
· 6 out of 20 replied ‘no’
· 2 out of 20 preferred not to say.
Q13. Are interpretation services easy to book?
Of the 20 participants:
· 10 out of 20 replied ‘yes’
· 8 out of 20 replied ‘no’
· 2 out of 20 preferred not to reply.
Q14. What are the challenges/barriers experienced in booking interpretation services?
Comments highlighted procedural issues and inconsistent availability of services are the key challenges/barriers experienced by participants in booking interpretation services, and included:
“Knowing how to charge it to correct cost code.  Cost of booking face to face was more expensive and discouraged”.
“Ensuring the appropriate language is chosen. Financial cost to the service as our programme involves attending for at least 20 appointments if used in its entirety”.
“The wards are asked for codes (not cost codes) which we do not always have readily available. Also, in emergency situations we need someone faster than can be booked/found and ready to attend our areas”.
“On one occasion during a night shift we were unable to access an interpreter on sign live due to availability”.
“Not always available - rearranging appointments because no translator is available with families that don't speak English is very difficult”.
“Problems arise our end when we haven't been alerted with sufficient notice prior to an appointment that an interpreter is needed”.
“Difficulty when required out of hours or in emergency setting”.
“Getting a time and date to suit all, quickly”.
Q15. Are there any barriers to using interpretation services?
Of the 20 participants:
· 15 out of 20 said ‘yes’
· 5 out of 20 said ‘no’.
Q16. What are the barriers to using interpretation services? 
Despite 5 out of 20 participants reporting that there are no barriers to using interpretation services in Q15, 18 out of 20 participants reported the below barriers:
· 7 out of 20 stated a lack of time in emergency care situations as a barrier
· 6 out of 20 stated a lack of time in planned care situations as a barrier
· 3 out of 20 stated financial restrictions as a barrier
· 1 out of 20 stated that lack of experience/training as a barrier
· 1 out of 20 stated ‘other’
Participants were also provided with an opportunity to share other barriers experienced in accessing interpretation services in a free-text box. Feedback from participants highlighted administrative issues, interpreter capacity, and reinforced the theme of financial restrictions.  Comments included:
“A cap on how long we can book an interpreter for before we are charged a fee. It would be good to have more time before and after an appointment to brief/debrief”.
“Not enough clarity on administration systems about the language the patients use prior to the assessment”.
“Interpreting staff not having enough time on the call to stay the duration of the appointment”.
“No poster for Language Line Code. There was no code for one of the languages I needed Language Line in”.
Q16. What is good about the interpreting services you have used?
A predominant theme to emerge from participants’ comments is the perceived ‘professionalism’ of interpreters, in addition to the benefits for patients:
“The interpreters seem professional and ensure families have understood.  They relay back parent/carer's answers and questions.  When family members have had to be involved, they appear to filter the communication”.
“Interpreters have been helpful and professional, great at signposting me to useful resources and services that I was not previously aware of”.
“Lots of helpful conversations about language structures and typical development/nuances of the family’s home language that can support clinical decisions. E.g., understanding whether pronouns are used or whether words typically end in a final consonant sound.  Families are so grateful to be able to speak in their home language rather than try and get by with English. It really relaxes them and we can make the most of our sessions”.
“Really professional and passionate staff”.
“Professional, empathetic with families. Neutral. Not judgemental”.
“The quality of the interpreter”.
“Ease of booking, confirmation sheets, the professionalism of the interpreters”.
“The staff are very experienced and the patients trust what we are telling them. There is sometimes a cultural safety that I personally feel makes a difference to the patient’s experience”.
“I feel confident that the patient has had the best possible support to understand the conversation”.
Participants also highlighted the benefits of using virtual and telephonic interpretation.  Comments included:
“I found language line better for families than trying to use Google Translate on my phone, but Google was much quicker and easier if the translation was needed more urgently”.
“User friendly system and easy to navigate”.
“Quick and easy to use”.
Q16. What could be improved about the interpretation services at the Aneurin Bevan University Health Board?
Wider availability and better access were key themes that featured in the suggestions from participants for how to improve interpretation services, whilst one participant suggested that the financial cost needed addressing, and another suggested that the Health Board should make better use of bilingual staff’s linguistic skills.  Comments included:
“For my particular service, the financial cost”.
“Ease of access out of hours”.
“Recognised database of bilingual staff where you could seek assistance”.
“Better information regarding use of language line - I find it not the easiest to use”.
“Wider availability and access, alternatives to language line in emergency situations”.
“Increase the offer of face-to-face interpreters and increase quality of calls”.
“More interpreters to be available”.
4.3.  Summary of interview responses from Healthcare Professionals who access interpretation services at the Aneurin Bevan University Health Board.
When completing the questionnaire, four interviewees (Appendix 5) volunteered to take part in the interview stage of the study. Using the interview transcriptions, the researcher used constant comparative analysis for the data analysis (Charmaz, 2006) to examine and categorise themes from the experiences of the interviewees, enabling further understanding of their experiences with linguistic minority patients in language discordant healthcare interactions.  To ensure anonymity, each interviewee was assigned a pseudonym.
[bookmark: _Hlk146433405]Four major themes emerged and multiple sub themes surfaced (Table 3).






[bookmark: _Hlk149677645]Table 3.  Emergent Themes and Subthemes.
	Themes
	Subthemes

	[bookmark: _Hlk145275576][bookmark: _Hlk145772636]Professional interpretation is essential in healthcare consultations with linguistic minority patients
	· Patient quality and safety

	Preference for face-to-face interpretation
	· Trust and rapport 
· Cultural competency

	Benefits of using ‘ad-hoc’ interpreters
	· Regional variations and dialects
· Cultural norms

	Inconsistent processes and practice
	· [bookmark: _Hlk145762209]Recording language choice
· Cost implications



[bookmark: _Hlk149679567]4.4.  Theme 1: Professional interpretation is imperative in healthcare consultations with linguistic minority patients.
Interviewees reported that clear and reliable communication was imperative to avoid errors in assessment, treatment, and neglect of informed consent.  This is consistent with the literature reviewed, that proposes that the provision of professional interpretation is associated with improved clinical care, raising the quality of clinical care for linguistic minority patients close or equal to that for L1 patients (Karliner et al., 2007).
[bookmark: _Hlk149679591]4.4.1.  Patient Quality and Safety.
Understanding medical information is a challenge for any patient.  Interviewees reported that linguistic minority patients find it more challenging to understand medical assessments and treatments.
Our assessments are an hour long because we do a clinical assessment, plus a social assessment and psychological assessment, and we do a risk factor assessment.  So absolutely…we need to make sure that all of that information is completely accurate so that we can plan our management of our patient appropriately…any misinformation about their symptoms…can impact massively on how I manage them.  It’s imperative. (Interviewee 2)
It’s absolutely a total waste of our time if I'm telling them something in a language that they do not understand, waste of my time professionally and a waste of their time coming to my appointment.  We should be able to provide that service to that family in the language that they understand and that they're comfortable with and confident with.  We should be promoting, from a cultural point of view and from home language point of view that they're confident and comfortable in.  There's no point giving them advice that they don't understand because that is not going to work.           (Interviewee 1)
Without proper communication, there’s a clinical risk.  How can they (patients) know what they are consenting to?  We may think that they are understanding and that we are making do, but is it really informed consent? (Interviewee 4)
It's so disempowering to be in a situation where you'll be treated and you've got no idea of why or what…It’s always more difficult to communicate about sensitive issues…to communicate with somebody that doesn't have a good understanding of English about sensitive issues is obviously more challenging. (Interviewee 3)
These comments highlight the ‘clinical risk’ associated with language discordant healthcare encounters relating to consent, assessment and treatment, in addition to the impact on patient’s wellbeing.  Findings support the overwhelming evidence outlined in the literature review, that linguistic concordant care ensures equity of access and avoids perpetuating health inequities for linguistic minority patients (Molina & Kasper, 2019).
[bookmark: _Hlk149679625]4.5.  Theme 2: Preference for Face-to-face Interpretation
Face-to-face interpreting was the preferred option by all four interviewees.  Participants highlighted the value of face-to-face interpretation for interpreting non-verbal cues and developing trust and rapport with minority linguistic patients.  This view is supported by the literature review, that confirms that both verbal and non-verbal communication are key to effective cross-cultural communication, and that effective cultural communication is a key to establishing trust and rapport with linguistic minority patients (Purnell, 2018). 
I think for us, having the interpreters face to face is really helpful and that would always be, I guess, my go to option. Appointments with families can be like 45 minutes to an hour… and if you've got somebody on a telephone line, it's really kind of tiring. (Interviewee 1)
It's (telephonic interpretation) a little bit disjointed as opposed to just having somebody there that is here in person…your non-verbal communication as well, when you're looking at the patient…how they respond to the questions that have been asked…so face-to-face would always be our preference. (Interviewee 2)
I think I prefer face-to-face…where you've got interpretation in the room and you are developing some kind of three-way relationship…which I suppose you can do on language line (telephonic interpretation), but it's not the same.  I mean, telephone communication is more difficult anyway, isn't it…you haven't got all the verbal cues and things that you have in person? (Interviewee 3)
I’ve used virtual interpretation and interpretation services over the phone…they are great in an emergency, where an interpreter hasn’t been booked or there’s no family member present.  Face-to-face is so much easier though.  Patients are more relaxed…you can have more in-depth conversations…you can pick up on things you may not have over the phone. (Interviewee 4)
[bookmark: _Hlk150697701]These comments suggest that face-to-face is preferred in order to facilitate a more natural conversation, maximising on the nuances of communication that can be overlooked in telephonic/virtual exchanges.  They also highlight that, although remote interpretation services are convenient (particularly in emergency situations), their use in language discordant healthcare encounters can be both ‘tiring’ and ‘difficult’ for staff.  Posing the question, if staff find using these services challenging, do interpreters and patients share this view?  Indeed, given that several studies have established a relationship between occupational stress and interpretation (see 5.3.  Bilingual Staff as Interpreters), this is a valid consideration that needs further investigation.
This is particularly pertinent given the increased use of these services as a result of the social distancing measures implemented during the Covid-19 pandemic, reflected by three of the four interviewees:
Since Covid, because of things like telehealth, we've been accessing them (interpreters), I would say more through the telephone lines…so, ringing like the Big Word line and kind of getting interpreters there. (Interviewee 1)
We used it (remote interpretation) during COVID.  We did do sort of like interpretation via attend anyway and things like that, but we prefer the face-to-face element because we know we need to clinically assess these patients as well. (Interviewee 2).
The problem is, during the pandemic we had to use virtual interpretation because we couldn’t bring people on to the wards.  We were given iPads…don’t get me wrong, it served a purpose…but it’s hard having a three-way conversation through a screen…It’s not ideal. (Interviewee 4). 
Interestingly, both Interviewee 2 and 4 still considered face-to-face interpretation to be the ideal, despite recognising the rationale for the increased use of remote interpretation.
4.5.1.  Trust and rapport
Reports from interviewees demonstrate that interpreters are not simply passive conduits, but are active participants that develop a working relationship with patients to manage the contexts and challenges that occur during interactions between minority linguistic patients and healthcare professionals. Responses such as the following were received:
They (patients) actually build up a really, really good rapport with the interpreter…there’s an element of trust there as well. (Interviewee 2)
The interpreter has to develop a rapport and a trust with the patient, don't they?  And draw on that, and their shared experiences. (Interviewee 3)
If they (patients) don’t speak much English, patients? can become very confused and distressed…it’s hard to reassure them if they can’t actually understand what is being said…there can be a lot of mistrust.  An interpreter can be that bridge…can help you put them at ease. (Interviewee 4)
4.5.2.  Cultural competency
Interviewees reported that they believed professional interpreters are better able to appropriately deliver intended messages, because of their understanding of cultural nuances and being able to adapt the context to fit the cultural expectations of the patient. 
The one thing that I definitely always appreciate about the interpreters that I've worked with face-to-face…they've always spent a little bit of extra time when the family have left and they will always tell me extra things about that language.  For example, with languages like Mandarin…there is no final consonant…there is no final sound on the ends of words.  I've had those types of discussions where they’ve said…when you're listening to the child, they sound fine to us, but maybe to English speakers they're missing the last sound in a word…but actually that's normal for their home language… some of those conversations have been really, really useful for us as a learning point of view. (Interviewee 1)
It’s not just the language barriers that are difficult to navigate, it’s the cultural barriers too.  We often learn about cultural norms and beliefs from interpreters that work with us…they often share the same culture as the patients…it’s helpful…it helps us make sure that all the patient’s needs are met…not just the physical. (Interviewee 4)
These views are supported by the concept of patient-centred care (Légeré et al., 2008), suggesting that, in order to engage patients as partners in health and ensure that they are involved in decisions about their care and treatment options, ‘transcultural awareness’ is key (Lundin et al., 2018).  Interpreters are therefore cultural, as well as linguistic, mediators.  
[bookmark: _Hlk149679718]4.6.  Theme 3: Benefits of using ‘ad-hoc’ interpreters.
Two out of four interviewees reported that, in some instances, the use of ‘ad-hoc’ interpreters (e.g., family members, school staff, bilingual staff, etc.) can be beneficial in supporting communication with linguistic minority patients.  
Last week we had a lady that miscarried…spontaneous miscarriage something like 19 weeks… She spoke Bengali…But the doctor that was here that day actually could speak Bengali.  So, he interpreted for us, which was really helpful…I thought it was helpful that he was able to interpret because a lot of it was about post-mortem consent about funeral arrangements, all that kind of thing, which are quite difficult things to talk about anyway…So to try and do that through an interpreter that hasn't got that understanding of that would be quite difficult.  I knew that he was saying what I had said, but also, if he was making any adjustments, they were probably reasonable adjustments, and adjustments that I could trust. (Interviewee 3)
I’m more than happy to talk to patients in my home language (Urdu).  I’ve done it a few times in the past.  It helps that I understand the terminology, procedures and stuff…There’s not always the same words in my language, but I can communicate the messages in a way that makes sense to the patient. (Interviewee 4).
These comments support the view that bilingual staff can play a positive role in addressing patients’ linguistic and cultural needs (Koster et al., 2014; Nwachukwu et al., 2020; Schwappachet al., 2012), and suggest that bilingual staff are highly trusted by their colleagues.  However, one could argue that the skill set needed to undertake effective interpretation go beyond informal mediation (Douglas et al., 2014), and that staff’s ‘bilingualism’ alone does not necessarily qualify them as interpreters (Moreno, 2007).  This caution is reflected in the comments of Interviewee 1 and 2:
Our guidelines state that we have to have an interpreter and we can't rely on parents in terms of things like bias. It's not good professional practice to rely on family members, so we will try our absolute best. (Interviewee 1)
Some patients will bring along family members, which will do some of the interpretation for them, but we always like to make sure that the information that we get is accurate, so we will engage with the interpretation service then as well. (Interviewee 2)
4.6.1.  Regional variations and dialects
Regional variations and dialects were cited by interviewees as a challenge when accessing professional interpretation services, with some languages not catered for by providers.  Interviewees reported that this challenge is sometimes overcome by the use of ‘ad-hoc’ interpreters, who can effectively communicate with the target audience.
I work with some schools where Roma is the home language and that's not an officially recognised language.  So, there aren't interpreters.  So, in that situation, I'm really lucky that those schools actually have teaching assistants that they've specifically employed that have Roma as their first language…unofficially, I'm having to use those for some of those families…but it's the best thing for those families.
I did have a family where I think it was Sykheti that the family spoke…it's a dialect of Bengali.  I waited for ages for the operator and then they came back and they didn’t have anyone for Sykheti.  We had to use a family member in that instance. (Interviewees 1)
[bookmark: _Hlk149679778]4.6.2.  Cultural norms
Language barriers were not the only challenge reported by interviewees when recounting their experiences of interactions with linguistic minority patients.  Interviewees also described scenarios where cultural norms influenced whether a professional interpreter or an ‘ad-hoc’ interpreter (e.g., family member, bilingual staff, etc.) was deemed most appropriate.
It varies…depending on whether it's a man or whether it's a woman…the ladies tend to prefer to have a family member, I would say…where the gentlemen sometimes are just happy to have an interpreter from the service. (Interviewee 2)
The men in the family were all there in the room…The sister-in law said they were pressuring her…They didn’t want an interpreter.  But of course, nobody would override the cultural thing that was going on there, that wasn't really about language.  It was really challenging…whilst we thought it was the right thing to do in our culture, it was different to what they saw was the right thing to do, and obviously the language barrier made it harder to challenge this. (Interviewee 3)
Sometimes families will say no, no, no…We are fine…We don't need an interpreter, because they feel that that's a bit of a slight on them that they haven't learned English well enough. (Interviewee 1)
4.7.  Theme 4: Inconsistent processes and practice.
According to the reports of interviewees, there appears to be a lack of consistency or agreed method for booking professional interpreters, resulting in some patients arriving for assessments without professionals being made aware of their linguistic needs.

4.7.1.  Recording language choice
Interviewees reported inconsistencies in recording the language needs of linguistic minority patients on patient records, resulting in interpreters not being present at initial appointments/assessments.
On our referral form…there's a section that asks, what's the child's home language, and then the next bit underneath that is, do they need an interpreter…unfortunately what happens with some of those is that, from a school's point of view, they can have that kind of conversation or chat with parents and if they can get by they'll tick that they don't need an interpreter…So, when they get them booked on to our appointments, it's a little bit like, well, actually, like some of this isn't going to work. (Interviewee 1)
Knowing that they will need interpretation services, I think that would be really helpful actually because, from the outset, then you know that this is needed…we have had some patients in the past that have come through and the assessments have been really, really difficult…it's difficult for the health professional, but also for the patient. (Interviewee 2)
It’s hit-and-miss if we know a patient’s language preference at point of assessment.  Sometimes it’s flagged on the system, other times they turn up and we have to manage with Google translate.  It’s not ideal, but there’s little we can do.  It’s frustrating.  It slows everything down…it can cause unneeded distress. (Interviewee 4)
4.7.2.  Cost implications
The cost of interpretation services was also cited by interviewees as a barrier to accessing timely and appropriate interpretation services.  Despite interviewees recognising the importance of professional interpretation services, they reported the need to give consideration to the cost implications of services.
Obviously, the cost of everything is always on your mind…I wouldn't say cost would ever stop us booking an interpreter, but it's like you’re thinking how long are you booking that person for…trying to really be stringent about the timings of it. (Interviewee 3)
At one point we had three interpreters in one class with patients, and when they come in for the entirety, that's a big financial cost to the service, for something that's essential for the patient…From a Newport locality, we get a lot more than say, well, Monmouthshire would get…sometimes we can take quite a hit if we are using quite a lot of interpreters. (Interviewee 2)
We always have to weigh up cost versus need, particularly in the current climate.  If we can find alternatives to booking a professional, we will…that might mean using a member of staff who speaks their (patients’) language, or Google translate on our phones.  It’s a hard call to make. (Interviewee 4)


Chapter 5
[bookmark: _Hlk149679935]5.  Discussion
5.1.  Interpreter usage
In exploring the patterns of interpreter use, this study has found that there are higher rates of professional interpreter use across the Family and Therapies Division in the Aneurin Bevan University Health Board than in other Divisions.  This is reflected in the homogeneity of the sample participants.  However, there is limited research into the decision-making processes of healthcare professionals for employing professional interpretation services, and further research is needed to both explore these processes and the differences that exist between services.  
It is evident from the experiences of the participants, that language discordant healthcare encounters can have a significant impact on the care of linguistic minority patients, resulting in “unneeded stress” for patients.  Significantly, there was a consensus among participants that language discordance has a negative impact on the effective assessment of patients.  
5.2.  Professional Interpreters Vs ‘ad-hoc’ Interpreters 
Participants were also in concurrence that it was important to use professional interpretation services when caring for linguistic minority patients.  The literature supports this view, proposing that professional interpretation in medical consultations is associated with improved patient communication and satisfaction, in addition to improved access to health care (Himmelstein et al., 2021; Jones et al., 2020).  Indeed, Locatis et al. (2010) propose that the use of professional interpretation increases the use of healthcare services by linguistic minority patients, reduces the number of medical tests, and results in higher rates of preventative screening and prescription.
In his systematic review of 36 articles, Flores (2005) concludes that professional interpreters outperform ‘ad-hoc’ interpreters, providing a standard of care to linguistic minority patients that nears or equals the care given in language concordant encounters.  Whilst Puthoopparambil et al. (2021) argue that a healthcare professional’s ability to accurately assess a patient is put at risk by unqualified, ‘ad-hoc’ interpreters who could omit, add and/or substitute information, or offer opinions.  
Despite participants being in accordance that professional interpretation is the ideal, this study highlights that healthcare professionals exercise discretion when making a decision on whether that service is needed, and that the use of ‘ad-hoc’ interpreters (e.g., family members and bilingual staff) is still commonplace.  
5.3.  Bilingual Staff as Interpreters
During the interview stage of this study, 3 out of the 4 participants reported that the use of bilingual staff rather than a professional interpreter made it easier to build trust and rapport with linguistic minority patients and demonstrate cultural sensitivity.  In addition, participants believed bilingual staff had the advantage of having a sound knowledge of medical terminology.  A number of studies have identified the positive role of bilingual healthcare professionals in addressing patients’ linguistic and cultural needs (Koster et al., 2014; Nwachukwu et al., 2020; Schwappachet al., 2012).  Indeed, Harrison et al. (2020) conclude that bilingual staff are highly valued by organisations as well as patients.  However, Moreno (2007) cautions that interpretation is a learned skill; although bilingual professionals may be able to speak at least two languages, it does not necessarily mean that they are effective interpreters.  Douglas et al. (2014:112) concur, suggesting that nurses should use, “culturally competent verbal and nonverbal communication skills to identify clients’ values, beliefs, practices, perceptions, and unique healthcare needs”; skills that go beyond informal mediation. 
Interestingly, Bau et al. (2019) highlight that the National Academy of Medicine continues to advocate for greater cultural and linguistic diversity of healthcare professionals in the nursing profession in the USA, whilst, in the Welsh context, the More than Just Words Framework (2012) calls for health and social care services to assess their employee’s Welsh language skills in order to ensure an “active offer” of Welsh to their service users.  There is, therefore, a recognition in some countries of the value of using bilingual staff to interpret in language discordant healthcare encounters.  Nevertheless, Yang and Gray (2008) argue that in any individual healthcare encounter, there are too many variables to theoretically determine the appropriateness of a particular situation for ‘ad-hoc’ interpretation.  For example, the ‘ad-hoc’ interpreter may not be fluent in the language, the patient may feel uncomfortable with his/ her interpreting, unexpected and complex questions may be asked, etc.  What is more, Woloshin et al. (1995) postulate that the use of ‘ad-hoc’ interpreters impairs clinical care, whilst a study by the National Health Law Program and National Council (2007) found that in 12% of encounters using trained interpreters, errors in interpretation resulting in potential clinical consequence occurred, compared to 22% of encounters using untrained interpreters.  
It is unsurprising, given that bilingual staff are offered no specific ethical and procedural training, that there are risks associated when using bilingual staff to interpret.  In addition to insufficient bilingual skills, these risks include the potential for bias and conflicts of interest.  Indeed, in a study that assessed the linguistic competency of dual-role staff interpreters at a large healthcare organisation, Moreno et al. (2007) found that about 1 in 5 had insufficient bilingual skills to serve as interpreters in a medical consultation.  Therefore, given the complexity of clinical consultations, there is a clear need to assess best practice and set a standard for bilingual staff interpreting in health care settings. 
Moreover, considering the established relationship between occupational stress and interpreting (Heller et al., 1986; Watson 1987; Cooper et al., 1982), caution should be applied when relying on untrained bilingual staff.  These studies demonstrate that interpreting is a highly stressful occupation, therefore, appropriate support and training should be provided to anyone undertaking an interpreter role.
When evaluating the effectiveness of using bilingual staff as interpreters, the CAT theoretical model can also be applied, and consideration should be given to the potential impact of power imbalances between healthcare professionals and patients.  Chinna and Karuthan (2020) propose that the specialist knowledge and information held by healthcare professionals, that may not be accessible to patients, can often contribute to this imbalance.  Although healthcare professionals may move from intergroup identities (professional and social) to personal identities (individual likes and dislikes), it is their intergroup identities that remain most prominent.  Moreover, this theory can also be applied to the use of professional interpreters.  Research by Green et al. (2005) found that the use of professional interpreters can further establish a power imbalance between patients and healthcare professionals, with healthcare professionals often encouraging interpreters to influence patients’ choice of treatment.  This, suggests Green et al. (2005), can result in the experience of intersectional oppression for the patients and evidences that the power lies with the two privileged professionals.
When exploring the rationale for using bilingual staff rather than professional interpreters, some participants reported the need to respond to the individual patient’s needs and preferences.  Others reported that time or financial constraints influenced their decision making, whilst challenges around commissioning interpretation services for less spoken languages (e.g., Romani, and regional variants and dialects) were also cited by participants as a rationale for using ‘ad-hoc’ interpreters, rather than professional interpreters.  These reasons, as well as others, such as lengthened consultation time, lengthened waiting times, and increased costs, were also cited by Jaeger et al. (2019) as barriers to healthcare staff accessing professional interpretation services.
5.4.  Cultural Norms and Interpretation 
Examples of how the cultural norms of linguistic minority patients can impact language discordant healthcare encounters were also highlighted by participants during the interview stage of the study, supporting the call from Douglas et al. (2014) for healthcare professionals to go beyond ensuring appropriate interpretation services, but to also develop the cultural sensitivity and awareness needed to ensure culturally appropriate, holistic care.
Kai (2013) goes further, suggesting that even where there is no language barrier, patient-centred care can be negatively impacted by the cultural distance between patient and healthcare professionals.  As such, a greater awareness of the ability of professional interpreters to improve cultural understanding is also needed for healthcare professionals.  Saha et al. (2008) recommend that any training on working with interpreters needs to integrate diversity training that explores unconscious bias and enables healthcare professionals to deal with the uncertainty created by cultural distance.
Some participants reported the refusal of patients or the patient’s family to have an interpreter present.  The participants perceived such situations to be a conflict between cultural norms and professional norms when providing safe care, and that their responsibility to ensure appropriate treatment was in conflict with their obligation to ensure patient choice and autonomy.  However, a qualitative study by van Rosse et al. (2016) exploring patient safety in hospital care and the role of relatives of linguistic minority patients, highlighted the increased risk to patient safety associated with using relatives as interpreters.
5.5.  Patient Choice
From a policy perspective, there is an expectation for services to provide qualified interpreters to linguistic minority patients, and as such, the refusal of a patient to use a professional interpreter can put healthcare professionals in a challenging position.  Moreover, the correlation between effective communication and patient safety also raises an issue; linguistic minority patients who refuse professional interpretation may not fully understand why they should use it, choosing instead to communicate through ‘ad-hoc’ interpreters (e.g., family members, friends or bilingual staff), and may, as a consequence, endanger themselves as well as present a liability to the Health Board.  Nevertheless, there is no guidance to support healthcare professionals for treating patients who refuse interpreters. 
Several studies have highlighted that, when offered the choice, linguistic minority patients will often choose an ‘ad-hoc’ interpreter rather than a professional to interpret for them (Temple & Edwards, 2002; Edwards et al., 2006; Parkinson et al., 2018).  Often these              ‘ad-hoc’ interpreters have a better understanding of the individual health and care needs of the patient, having attended multiple appointments with the patient and already providing some level of informal care (Parkinson et al., 2018).  It is suggested that communication using a patient’s chosen ‘ad-hoc’ interpreter is likely to generate a more valuable and personalised co-constructed narrative than when using a professional interpreter, who may never have met the individual before.  In addition, Jenkins (2014) argues that, along with shared cultural identity, ‘ad-hoc’ interpreters are also more likely to have developed a shared understanding of the patient’s individual health and care needs.  Gitterman and Geramain (2008) propose that these findings are supported by ecological theories of health and social care that encourage professionals to consider the relationships that patients have with other key figures in their lives.
5.6.  Face-to-face Vs Virtual / Telephonic Interpretation
With all this in mind, whether it be through a professional service or ‘ad-hoc’ interpreter, it is evident that face-to-face interpretation is the ideal when facilitating the most natural conversation possible between two or more languages, and building trust and rapport with linguistic minority patients.  Whilst it was recognised by participants that there has been a significant decrease in recent years in the use of face-to-face interpretation as a result of the social distancing measures enforced during the Covid-19 pandemic, and it was generally accepted that virtual/telephonic interpretation was convenient, participants highlight the benefits of face-to-face interpreting for linguistic minority patients.
There was a consensus with participants that face-to-face interpretation is preferred to virtual/telephonic interpretation.  In addition to some of the logistical challenges (e.g., unavailability of suitable hardware, difficulties in booking interpreters, etc.), participants reported that face-to-face interpretation is more beneficial for interpreting non-verbal cues and developing trust and rapport with minority linguistic patients.  Purnell (2018) supports this view, confirming that non-verbal communication is known to comprise a significant portion of communication, confirming that both verbal and non-verbal communication are key to effective cross-cultural communication.  Indeed, Purnell proposes that effective cultural communication is a key to establishing trust, ensuring accurate health assessments, and realising culturally competent care with linguistic minority patients and their families.
Despite the preference for face-to-face interpretation, participants generally agreed that virtual/telephonic interpretation is effective, if well-implemented.  Tuot et al. (2012) suggest that, in order for telephonic interpretation to be effective, minimal waiting time for the phone interpreter, good sound quality, and an interaction in which both the patient and healthcare professional can get the information is needed.  Nonetheless, participants of this study reported problems with interpretation quality, and a preference for face-to-face interpretation to ensure the personalisation of the patient encounter.  However, when no other option is available, virtual/telephonic interpretation services were reported to be a useful way to overcome language discordance. 
Despite participants reporting an increase in use of virtual/telephonic interpretation, Johnson et al. (2021) suggest that the degree to which telehealth has increased during Covid-19 the pandemic is not known.  Advocates for virtual/telephonic interpretation, such as Smith et al. (2020), recommend that, rather than being implemented reactively (as was the case during the pandemic), virtual care should be implemented proactively to effectively manage language discordant health care encounters.  However, despite claims that telehealth technologies may improve access to care, Salisbury et al. (2020) caution that there is little empirical evidence on its effectiveness.  The Health Board should, therefore, be vigilant that healthcare professionals do not become over reliant on virtual/telephonic interpretation services because of their ease of access, and give full consideration to the individual needs of linguistic minority patients.
In the current economic climate, NHS organisations acknowledge that one of the main reasons for prioritising the practice of telephonic interpreting is cost savings.  Phelan (2001) maintains, “The main motivation is financial – it is cheaper to employ an interpreter over the phone rather than pay for travel and accommodation” (p. 32).  Nevertheless, concerns were emphasised by participants of this study about the quality of telephonic interpretation.  These concerns are supported by Lee and Newman (1997), proposing that remote interpretation is “more stressful and draining than on-site work” (p. 33), a view echoed by interpreters themselves. 
While participants of this study reported various advantages and disadvantages of virtual/telephonic interpretation, it is evident that the best option may differ, depending on the setting, patient population and available resources.  It is, therefore, necessary that healthcare professionals have access to multiple interpretation options in order to provide appropriate and culturally competent care for patients (Chan et al., 2007).
The use of automated online translating systems, such as Google Translate, was also reported by some participants.   Although the researcher recognises that Google Translate can serve as an easily accessible and free initial mode of communication to bridge language discordance, it is pertinent to note that Google Translate has only 57.7% accuracy when used for medical phrase translations and should not be trusted for important medical communications (Patil & Davies, 2014).  Moreover, Börner (2013) cautions that Google Translate has limited practicality in healthcare communication.  
[bookmark: _Hlk149680129][bookmark: _Hlk145842242]5.7.  Organisational Structures and Support                                                                     Another key theme to emerge from participant experiences was the inconsistent approach to recording and communicating patient language choice across services.  Despite guidance recommending that patients’ language and interpreting needs be recorded in their healthcare record and this information be passed on when referring them to other health professionals (Office for Health Improvements and Disparities, 2021), participants recounted experiences where patients arrived for assessment appointments without the service being made aware of their linguistic or cultural needs.  
This study highlighted the importance of organisational structures and support for appropriate and effective interpreter use.  Phillips & Travaglia (2011) suggest that this is also an emerging theme internationally.
When asked about the barriers to using interpretation services, the lack of time in both planned routine and emergency situations accounted for 13 out of the 20 responses received at the questionnaire stage of the study.  Participants stressed the importance of identifying language needs at the first point of contact. However, responses suggested that processes do not consistently allow them to do so, limiting their preparation time and impacting their ability to provide appropriate support.
5.8.  Financial Restrictions                                                                                                Financial restrictions were also cited by participants as a barrier to interpretation use, with participants reporting having to “make do” with Google Translate or family members to interpret or be stringent about the timings of bookings to minimise potential costs.  Similarly, Otterli et al. (2016) found that financial restrictions remain among the main barriers for appropriate interpreter use.  It is, therefore, vital, Hsieh (2015) suggests, that organisational resources and guidelines align with policy and professional norms; otherwise, healthcare professionals are at risk of making inaccurate assessments about the effective and appropriate use of interpreters in language discordant healthcare encounters.  Moreover, any cost-benefit analysis should consider the potential long-term costs associated with not using interpretation services, particularly as evidence suggests that language discordance can result in increased use of hospital resources and more emergency visits, incurring long-term healthcare costs (Bischoff & Denhaerynck, 2010).
Interestingly, in the Australian context, it has been found that interpretation services are still underused, despite case studies from general practices clearly demonstrating that the provision of free interpretation services can reduce potential discrimination and litigations, as well as improve quality of care (Phillips & Travaglia, 2011).  This suggests that the financial restrictions should be addressed in tandem with raising awareness of the benefits of and knowledge of professional interpreter use.  The Victorian Foundation for Survivors of Torture (2012) proposes that knowledge of how and when professional interpretation should be used can influence uptake of services, whilst Bischoff et al. (2003) highlighted an increase use of professional interpretation services following the provision of training on how to work with them. 













Chapter 6
6. Conclusions and Recommendations
[bookmark: _Hlk146435920]Language is key to providing safe and effective patient care. Employing the services of professional interpretation services can reduce communication barriers between healthcare professionals and linguistic minority patients and, in turn, improve the safety and efficacy of diagnosis, prescription and treatment, and minimise inequalities.
Whitaker et al. (2022) confirm that, although inequalities are an unfortunate reality for linguistic minority patients, it is essential to raise healthcare professionals’ awareness of the benefits of professional interpretation services, alongside implementing change in the areas of policy, practice, and training, to facilitate access to health care for linguistic minority patients. 
[bookmark: _Hlk146434829]This study has found that, contrary to the Aneurin Bevan University Health Board policy and professional interpreter recommendations, use of ‘ad-hoc’ interpreters is commonplace, and more research is recommended to address reasons behind this inconsistency.  Moreover, the researcher recommends that further guidance be developed for services to support staff in identifying when interpretation services should be offered to patients, based on both legislative requirements and best practice and aligned with evidence that the use of professional interpreters is correlated with improved health care quality and patient satisfaction. 
Findings also suggested that participants “make do” with using automated online translation systems such as Google Translate to communicate with linguistic minority patients.  Given the clear limitations of using such systems, the researcher recommends that caution should be applied in their use in healthcare communications, and these systems should only be used as an aide to human translation services.  This should be emphasised in procedures and guidance for Healthcare Professionals. 
There is a clear need to further develop procedures for systematically identifying patients needing linguistic support, ensure that strategies to support linguistic minority patients are appropriate and responsive, and that organisational directives stipulate the use of qualified interpreters for all medically important communication with linguistic minority patients. (Bischoff & Hudelson, 2010).
16 out of 20 participants reported a preference for face-to-face interpretation, emphasising that it is essential for complex and challenging consultations, in addition to helping to build trust and rapport with linguistic minority patients and their families.  Nevertheless, like many NHS organisations, the Aneurin Bevan University Health Board has seen an increase in the use of remote interpretation since the COVID-19 pandemic, with remote interpretation becoming the norm.  As remote interpretation offers a way to meet the rising interpretation demands, whilst delivering cost-savings, it seems improbable that this trend will inverse.  The researcher therefore recommends that the Aneurin Bevan University Health Board explores the possibility of applying a ‘criterion’ when accessing face-to-face interpretation services (e.g.  receiving complex / bad news; making significant decisions on their care; where an intimate examination is taking place; etc), to minimise any potential clinical risk to linguistic minority patients.
Although participants acknowledged the conveniency of remote interpretation services, particularly in emergency situations, they also reported challenges, suggesting that they were ‘tiring’ and ‘difficult’ to use.  Given that several studies have established a relationship between occupational stress and interpretation, the researcher recommends that further engagement is needed with both interpreters and patients to understand if this a shared phenomenon, as this could have a significant impact on the wellbeing of all involved in the triadic interpretation relationship, and ultimately, could impact patient care.
Given that 6 out of 20 of respondents to the questionnaire said that they did not feel that the Health Board has appropriate guidelines/protocols/training for interpreter use, and this was a theme also reflected in the interview stage of the study, it is evident that further support is needed for healthcare professionals to use interpretation services effectively.  With this in mind, the researcher recommends that the Health Board reviews its procedures to ensure that language preferences and communication needs are systematically recorded in the patient's record and shared with other services when the patient is referred on, in order to serve as a mechanism to trigger appropriate linguistic support for linguistic minority patients.  Furthermore, the Health Board’s responsibility for patient quality and safety demands that the insufficient provision of training for healthcare professionals on consulting through interpretation services is addressed as a priority.  Jacobs et al. (2010) propose that training healthcare professionals on how to effectively use interpreters when communicating with linguistic minority patients can both improve interpreted consultations and increase the use of professional interpretation services. 
In addition to the development of further guidance for professionals, the researcher recommends that further guidance for linguistic minority patients is established to better understand how professional interpretation can create a better experience for them.  Communicating the common benefits of professional interpreters (e.g., improved communication, impartiality, and improved patient safety and outcomes) across linguistic minority communities is essential to ensuring an uptake of these services. 
Interpreting by bilingual staff is undertaken without any formal preparation and can potentially leave both the healthcare professional and patient vulnerable.  An assessment of the language fluency and medical interpreting skills of bilingual employees, as well as ongoing training, is recommended to ensure that bilingual healthcare professionals are best equipped to facilitate effective and safe communication with linguistic minority patients.  
Although the efforts of Cardiff University in embedding the development of Welsh language communication skills as part of the School’s curriculum is very welcome, further research is needed to explore how these efforts can be applied in developing bilingual healthcare professionals who can speak languages other than the official languages of English and Welsh. 
Financial constraints were also cited by participants as a barrier to using professional interpretation services.  Professional interpretation services need to be adequately financed to address the language barriers in healthcare (Jaeger et al., 2019).  Although there is limited literature that outlines the formal cost–benefit analysis associated with the use of professional interpreter services in healthcare (Kwan et al., 2023), the evidence does demonstrate that language discordance can impact long-term healthcare costs (Bischoff & Denhaerynck, 2010).  Therefore, future research should explore the ways in which departments can most efficiently and effectively provide interpretation provision; comparing the cost-benefit of the various methods of providing interpreter services (e.g., face-to-face vs. telephonic, face-to-face vs. virtual).
When it comes to providing language interpretation services, the experiences of participants described in this study indicate that “one size does not fit all”, and that there is a need for organisations to ensure a range of interpretation methods are available to staff which can be tailored to the needs of specific communities and patient populations.  It is recommended that these efforts are made in partnership with staff and local communities, adopting a person-centred approach.
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                                                                    Appendices 
8.1.  Appendix 1: Research Information Sheet.
[image: ]
Title of the study: The Health Care Professional’s Perspective: Culturally competent healthcare, the implications of language discordance for healthcare and the experience of interpreter access.
Aim of the study:  The purpose of this qualitative research is to explore the experiences of healthcare professionals working across the Aneurin Bevan University Health Board of using interpretation, and to better understand the language barriers and miscommunication that may occur in healthcare encounters between linguistic minority patients and healthcare practitioners.  
Methodology:  The following methods are being employed to carry out the study:
· Audit of the Health Board’s interpretation service use 2022/23
· Online questionnaire
· Semi-structured interviews conducted via MS Teams.
Confidentiality: Participation in this study is voluntary and you have the right to withdraw from the study at any point without any judgement or negative consequences.  The identities of all participants will remain anonymous throughout this study and the final dissertation paper.  
[bookmark: _Hlk149668655]For further information on the study, please contact:  The Researcher: Rhiannon Ellis, University of Wales Trinity St David. E-mail: 1815414@student.uwtsd.ac.uk 
The Research Supervisor: Dr Hywel Glyn Lewis, Programme Director
MA Bilingualism and Multilingualism, University of Wales Trinity St David, Carmarthen, SA31 3EP Tel: +44 (0) 1267 676680 E-mail: h.lewis@tsd.uwtsd.ac.uk 
The research proposal was reviewed and approved by the University of Wales Trinity Saint David’s Research Ethics Committee and the Aneurin Bevan University Health Board’s Research and Development function.  







Appendix 2: Participant Consent Form.

[image: ]
The Health Care Professional’s Perspective: Culturally competent healthcare, the implications of language discordance for healthcare and the experience of interpreter access. Consent to take part in research.
· I……………………………………… voluntarily agree to participate in this research study.
· I understand that even if I agree to participate now, I can withdraw at any time or refuse to answer any question without any consequences of any kind.
· I understand that I can withdraw permission to use data from my interview within two weeks after the interview, in which case the material will be deleted.
· I have had the purpose and nature of the study explained to me in writing and I have had the opportunity to ask questions about the study.
· I understand that participation involves…[outline briefly in simple terms what participation in your research will involve].
· I understand that I will not benefit directly from participating in this research.
· I agree to my interview being audio-recorded.
· I understand that all information I provide for this study will be treated confidentially.
· I understand that in any report on the results of this research my identity will remain anonymous.  This will be done by changing my name and disguising any details of my interview which may reveal my identity or the identity of people I speak about. 
· I understand that disguised extracts from my interview may be quoted in the researcher’s dissertation and the Health Board’s published papers.
· I understand that if I inform the researcher that myself or someone else is at risk of harm, they may have to report this to the relevant authorities - they will discuss this with me first but may be required to report with or without my permission.
· I understand that signed consent forms and original audio recordings will be retained in a password protected, encrypted laptop that will only be accessed by the researcher, until the exam board confirms the results of the dissertation.
· I understand that a transcript of my interview in which all identifying information has been removed will be retained for two years from the date of the exam board.
· I understand that under freedom of information legalisation I am entitled to access the information I have provided at any time while it is in storage as specified above.
· I understand that I am free to contact any of the people involved in the research to seek further clarification and information.
Researcher: Rhiannon Ellis, non.ellis@wales.nhs.uk 
Signature of research participant
---------------------------------------------------------
Date
---------------------------------------------------------
Signature of researcher
I believe the participant is giving informed consent to participate in this study
----------------------------------------------------------------
Date
--------------------------------------------------------------
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Appendix 3: Questionnaire (Screenshots from MS Forms).
[image: ]
[image: ]
[image: ]
[image: ]
[image: ]
[image: ]
[image: ]
[image: ]
[image: ]
[image: ]


















[bookmark: _Hlk149680384]

Appendix 4: Interview Questions Framework.
	

	· Can you start by introducing yourself and giving a brief overview of your current position and how long you have worked in Aneurin Bevan University Health Board?

	· [bookmark: _Hlk145357505]What are your professional experiences of using an interpreter or virtual interpretation?

	· [bookmark: _Hlk145357616]What is your experience of booking interpreters at Aneurin Bevan University Health Board?

	· [bookmark: _Hlk145357681]When do you decide to use a professional interpreter?
· [bookmark: _Hlk145357900]What are the triggers/key times where you would try to book an interpreter?

	· [bookmark: _Hlk145357958]Do you find there is a difference between using a professional interpreter versus using family/friends or other staff as ad hoc interpreters?

	· [bookmark: _Hlk145358029]Are then any processes that could be changed in your area of work to facilitate the use of an interpreter?

	· [bookmark: _Hlk145358053]Do you think it is important for a patient to have access to an interpreter?
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Appendix 5: Characteristics of interviewees.
	Pseudonym
	Role
	Directorate
	Length of Service at Aneurin Bevan University Health Board

	Interviewee 1
	Paediatric Speech and Language Therapist
	Family and Therapies
	9 years

	Interviewee 2
	Cardiac Rehabilitation Nurse
	Unscheduled Care
	24 years

	Interviewee 3
	Senior Nurse, Gynaecology 
	Family and Therapies
	38 years

	Interviewee 4
	Consultant
	Scheduled Care
	10 years








Number of responses	
Very Unsatisfied	Unsatisfied	Neither Satisfied or Unsatisified	Satisfied	Very Satisfied	1	2	5	8	4	Level of Satisfaction


Number of responses (n=20)



Number of responses	
Very Unsatisfied	Unsatisfied	Neither Satisfied or Unsatisified	Satisfied	Very Satisfied	0	3	4	5	8	Levels i=of satisfaction


Number of Responses (n=20)



Number of responses	
Very Unsatisfied	Unsatisfied	Neither Satisfied or Unsatisified	Satisfied	Very Satisfied	0	3	6	1	10	Levels i=of satisfaction


Number of Responses (n=20)
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2. What is your role/job title? *

Enter your answer

3. In which Directorate/Department do you work? *

Enter your answer

4. Under what circumstances would you use the services of a professional interpreter?

Enter your answer
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5. How often do you use interpretation services to communicate with patients/service users? *

O Dpaily
O Weekly

Monthly

@)
O Yearly
@)

Never
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6. What methods of interpretation have you used to communicate with patients/service users?
(Please select all that apply) *

[[] Face-to-face interpretation services

[[] Telephone interpretation services (e.g. Language Line)

British Sign Language interpretation services (eg. Sign Live)
Virtual interpretation services (e.g. Big Word)

Ad-hoc interpreters (.g. patient's family members, friends, etc)

Bilingual members of staff

0O00OD0OOo

Other
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7. What method of interpretation do you most frequently use to communicate with
patients/service users? *

(O Face-to-face interpretation services

(O Telephone interpretation services (e.g. Language Line)

(O British Sign Language interpretation services (e.g. Sign Live)
() Virtual interpretation services (e.g. Big Word)

(O Ad-hoc interpreters (e.g. patient's family members, friends, etc)
(O silingual members of staff

(O Other
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& What is your preferred method of interpretation used to communicate with patients/service
users? *

(O Face-to-face interpretation services

(O Telephone interpretation services (e.g. Language Line)

(O Virtual interpretation services (e.g. Big Word, Sign Live, etc)
(O Ad-hoc interpreters (e.g. patient's family members, friends, etc)
(O silingual members of staff

O oOther
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12. Rate your level of satisfaction with the professionalism of the interpreter you have used at

Aneurin Bevan University Health Board. (1 being 'very satisfied *, 5 being ‘extremely satisfied).
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13. Do you feel Aneurin Bevan University Health Board has appropriate
quidelines/protocols/training for interpreter use?

Select your answer v

14. Are interpretation services easy to book? *

Select your answer v

15. What were the challenges/barriers experienced in booking interpretation services?

Enter your answer
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16. Are there any barriers to using interpretation services? *

Select your answer v

17. What are the barriers to using interpretation services? (Select all that apply) *

Select your answer v

18. Please state what other barriers you have experienced in using interpretation services

Enter your answer
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19. What is good about the interpreting services you have used? *

Enter your answer

20. What could be improved about the interpretation services at Aneurin Bevan University Health
Board? *

Enter your answer
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21. Would you be willing to take part in a semi-structured interview with the Equality, Diversity

and Inclusion Specialist to share more about your experience of using interpretation services
in ABUHB? *

O Yes
O No

22. Please provide your contact email address: *

Enter your answer
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