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Abstract

The aim of this study was to explore and suggest strategies for communicating via in-person interpreters, based on
experiences of professional home care providers (i.e. nurses and nurse assistants) and social workers. Home care services
with its multifaceted emphasis on physical, psychological, social aspects of care and focus on quality of life for the patients
presents a challenge for successful interpreted communication as the communication have to cover a wide variety of topics.
Previous studies have shown that non-medical issues tend to be less communicated about when using interpreters. The
study has an interpretative design, and data were collected in seven focus groups interviews with registered nurses,
assistant nurses and social workers in home care services. Data were analysed by means of inductive content analysis. The
results reveal suggestions for strategies: making preparations for structure and transparency, creating a flowing
conversation on multifaceted topics, forming an understanding of the patient’s voice and limiting the information content.
This study concludes that the home care providers and social workers need to be prepared for communication via an
interpreter about complex phenomena, that communicating information via an interpreter requires preparation prior to the
meeting, as well as being an active part in the conversation. Infrequent use of professional interpreters could threaten the
possibilities for care providers and social workers to communicate with linguistic diverse patients in an optimal way.
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1 Introduction

The clinical encounter is dependent on accuracy in the communication between the professional care provider (i.e. nurses,
nurse assistants and social workers) and the patient. For patients and care providers not sharing a common language, using
an interpreter for translation of verbal utterances during the encounter is essential for providing high-quality care and equal
access to health care for all individuals ). However, interpretation of a dialogue between a patient and a care provider is a
complex process. When an interpreter is present, the communication and relation between the patient and the caregiver
changes from a dyadic into a triadic relationship .. The existing body of knowledge highlights that professional
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interpreters translate with higher quality and covering a wider area of topics compared to bilingual care providers or family
members 1,

There is a lack of literature on strategies on behalf of the care provider for successfully accomplishing three-way
communication ', Rather, studies report on lack of awareness of interpreter models and unrealistic expectations on the
interpreter in the clinical encounter >4, Generally it is argued that the provider and the interpreter should establish
shared goals, professional boundaries and patterns of collaboration ™. This study addresses the problem of using an
interpreter within the arena of home care services. Home care services with its multifaceted emphasis on physical,
psychological, social aspects of care and focus on quality of life for the patients presents a challenge for successful
interpreted communication as the communication have to cover a wide variety of topics. In a comparative, oncology
setting study, Butow et al. **! found that doctors spoke less to patients with immigrant backgrounds compared to native
born patients. Immigrant patients were more likely to have summarized information and proportionally less time were
spent on cancer-related issues compared to native born patients. Fatahi et al ') also report that general practitioners
experienced that person-related and practical issues such as arrangement of chairs, remote or in-person present interpreter
and placing, might negatively influence the encounter when the communication were interpreted.

Some organizational strategies for successful communication are recruitment of high-quality medically trained
interpreters to interpreter agencies and co-operation between health care services and interpreter agencies 81, Moreover,
to perform high-quality interpretation, the language service needs to be integrated into organisational routines . Training
health care professionals in working with interpreters has been shown to increase the use of interpreter services as well as
maintaining patient-centeredness when the clinical encounter involves an interpreter ?%, and the quality of communication
during the clinical encounter 22,

Few studies highlight the perspective of patients in need of interpreters translating the dialogue between the patient and the
care provider. According to Hadziabdic, Heikkila, Albin, and Hjelm *® patients emphasized the importance of the
interpreter being perceived as trained in medical terminology and translation ability. The interpreter is a communication
aid and a guide in the health care system in terms of providing information about how the system works. In the
consultation, the patient’s understanding and trust increased when the interpreter adapted his/her language into the
patient’s native dialect !, Wiking et al. ™ explored triangular meetings between patients, interpreters and general
practitioners. The findings reveal that 63% of the patients were satisfied with the consultations. Nevertheless,
communication difficulties were reported by 50% of the patients, despite the use of interpreters in such consultations.

In Sweden, less than a third of the spoken languages have proficiency examination for authorization as interpreter.
Approximately 40% of the interpreters are authorized ). Clinical encounters interpreted by in-person interpreters have
significantly shorter throughput times compared to telephonic interpreters and bilingual care providers 4.

Lack of skilled interpreters and efficient use of limited time can however pose an even greater challenge given the specific
challenges of home care services where there is less focus on well restricted medical subject areas and more focus upon
complex quality of life issues. Up to date, there is a general lack of research on the use of interpreters within the home care
services. This study is part of a larger project where a previous study focused on describing home care providers’ and
social workers’ experiences in communication via in-person interpreters . In this study we found that the care providers
expressed a traditional view on interpretation. The interpreter was supposed to act as a neutral conduit of what the care
providers and patients said. At the same time, the interpreter was expected to observe the patient, and when needed,
explain medical terms and concepts. Thus, the interpreter was expected to exceed the basic conduit-role. Given these
circumstances and views, little is known about care providers’ own strategies in achieving a successful communication
using professional interpreters. Hence, the aim of this study was to explore and suggest strategies for communicating via
in-person interpreters, based on experiences of home care providers and social workers.
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2 Method

2.1 Design

The study has an interpretative design, focusing on the understanding of persons’ different perspectives on their lived
realities and its focus is on the participants’ experiences of their lifeworld %!,

2.2 Sampling and participants’ characteristics

The participants were purposively selected. The inclusion criteria were experience from communication via professional
in-person interpreters with patients who do not share a common language, within home care services. The exclusion
criteria were communication through interpreters with persons using sign language. The first author (EBB) contacted
seven managers of home care services by telephone and e-mail, in two cities in the west of Sweden. The managers were
briefly informed about the study. When given permission, the first author informed about the study’s aim, data collection
procedures and that the participation was voluntary, in face-to-face meetings with nurses, assistant nurses and social
workers. The managers were present at these meetings. In total, approximately 50 persons were informed about the study
and of these 27 participated in seven focus groups interviews performed between September and November 2010. 25
persons declined participation due to no, or limited experience in communicating via in-persons interpreters.

2.3 Setting

The selection of data collection scenes was guided by variation in socio-geography. The focus groups took place in two
cities in the west of Sweden: a major city with approximately 500 000 inhabitants and a smaller town with approximately
100 000 inhabitants.

2.4 Data collection

Data were collected using focus groups interviews %1 |t is recommended that power imbalance should be avoided in
focus groups 8. Power imbalance might influence group interaction negatively and hindering the participants from
talking openly. We strived to avoid such imbalance by planning for focus groups with participants with equivalent
educational background, in this case 3-year or more university education (nurses and social workers) or upper secondary
education (assistant nurses). When the focus groups were performed it was not possible to arrange the participants as
mentioned, due to geographical distance between the participants having equivalent educational backgrounds and willing
to participate (see Table 1). Moreover, informal hierarchies might arise as consequences of the participants’ age, ethnicity
and professional experiences. For example, the participants were all experienced in communicating via interpreters, but to
a diverse extent, ranging from a few occasions to comprehensive experiences. However, performing a qualitative data
collection implies striving for variation.

The focus groups took place at the participants’ workplaces, managed by a moderator (the first author, a PhD nursing
researcher, experienced in qualitative interviewing) and a co-moderator present (experienced in nursing research). Both
the moderator and the co-moderator were unknown to the participants. The participants and the moderator were seated in a
circle facing one another. The co-moderator was seated aside, taking field notes. All focus groups started with the
moderator informing about the study’s aim and explaining the reason for choosing a focus group methodology; that it is
the group’s discussion and commenting on one another’s utterances that is important, rather than each participant
addressing the moderator. Specifically, to avoid the mentioned imbalance, the moderator informed that the participants
were presumed having different experiences in communicating via interpreters and were therefore asked to speak openly
about their experiences and discuss the other participants’ utterances.

The interviews were semi-structured and an interview guide was used. The guide was pilot-tested in the first focus group
and after the interview, the participants commented on the questions. A few revisions were made after the interview but
they were not of substantial character and thus the first focus group was included in the study. Main topics in the guide
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were related to the use of 1) strategies when communicating via an interpreter, such as strategies for accomplishing a
flowing conversation; 2) how to accomplish a relation to the patient despite language barriers; and 3) strategies in case of
information loss in the conversation. The initial questions for the main topic were 1) “What strategies do you use when
communicating via an interpreter?” 2)” Can you tell me about how you establish a relation to the patient, in the presence of
an interpreter?” 3) “If you recognise or suspect information loss during the communication, how do you act?” Each topic
and question was thoroughly discussed in the focus group, and when necessary, the moderator asked follow-up questions,
for example “Can you please tell us more about this strategy?” or addressed the group “what are your reflections of what
XX just told?” The questions in the interview guide were asked in all focus groups. The follow-up questions varied as the
groups responded differently. The focus groups lasted between 45 and 70 minutes, were digitally recorded and transcribed
verbatim by the first author.

Table 1. Background characteristics of participants

Focus No. . No. Work experience
. . No. Social . No. .

group Research site  Registered Assistant No. men in home care

workers women

no. nurses nurses (years)

1 Major city 0 2 1 2 1 5-15

2 Major city 2 1 1 4 0 1-10

3 Small town 2 1 1 4 0 2-8

4 Major city 3 2 0 5 0 8-15

5 Small town 2 2 0 4 0 3-10

6 Small town 1 1 1 3 0 2-8

7 Major city 2 2 0 3 1 3-10

Total 12 11 4 25 2 1-15

2.5 Data analysis

An inductive content analyse was performed °!. The analysis started with the data transcriptions being read through
several times, to obtain a sense of the content. Next, an open coding was applied to the text. The text was re-read, and
meanings or sections corresponding to the study’s aim were labelled with a code i.e. few words describing the content or
different aspects of the content. The open codes along with the meaning or sections from the data were transferred to
coding sheets. When transferring the open codes, we sought for similarities and differences. Codes with a similar content
where transferred into the same coding sheet. Thereafter, the open codes were explored to find different aspects and the
data was classified into sub-categories. The sub-categories were explored by comparing similarities and differences and
classified into categories. The sub-categories and categories are derived from the data. The authors independently analysed
the data. Discrepancies in the interpretation of data were solved in dialogue between the authors, who continuously
discussed the emerging analysis and agreed on the final categories %. The analysis benefited from the different academic
backgrounds of the authors (e.g. caring science and care ethics/philosophy). Care providers (not participating in the study)
commented on the latter version of the analysis. The analysis resulted in four categories.

2.6 Ethical considerations

The study’s design was approved by the Regional Ethics Review Board in Gothenburg (D-nr 432-10). Before the focus
group interviews, the participants were informed that their participation was voluntary and that they had the right to
withdraw at any time without stating any reason for doing so. Written informed consent was obtained from all participants.
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3 Results

The results are presented in the categories “Making preparations for structure and transparency”, “Creating a flowing
conversation on multifaceted topics”, “Forming an understanding of the patient’s voice” and “Limiting the information
content”.

3.1 Making preparations for structure and transparency

The participants in the focus groups told that they needed to make certain preparations before a consultation, in order to
create a well-structured and transparent interpretation session given the multitude and complexity of issues to be dealt with
in the home-care context.

The focus groups revealed that before the meetings it was essential to prepare an agenda with questions as well as the order
in which they should be asked, whilst also keeping an open mind if the order of the conversation came to be altered.

In order to set the scene, the participants in the focus groups explained that they needed to prepare the patient and family
members for the different roles and functions of the participants, usually the interpreter and the care provider. The
professional interpreter introduced her/himself, explained her/his function as translator of the conversation and informed
the others about confidentiality protections. The care provider explained her/his role and duties during the meeting.

I think the roles, or different roles, who you are... | attended a meeting with one of the social workers and an interpreter. It
was a problem for the patient, which roles did we have, all of us attending the meeting? It was a difficult situation for the
patient. Family members were present, other care providers, the social worker, the interpreter and myself, as support for
the social worker. And, it was hard to know who was going to talk, who was going to respond. | guess it was very difficult
for the patient to know (Focus group 6).

3.2 Creating a flowing conversation on multifaceted topics

The participants used several strategies to create a flowing conversation between the care provider, the patient and the
interpreter and to allow the interpreter to translate as verbatim as possible. The strategies were seen to be important for
revealing the conversations’ multifaceted topics as well as non-medical issues related to the patient’s quality of life, and
practical issues related to home care services.

The number of participants should be reduced. If parallel conversations arose, for example, between care providers or
between the patient and family members, the order of the conversation became difficult to follow. Consequently, it became
difficult for the interpreter to sort out the speakers and complete the translation successfully. In order to block out or
interrupt the parallel conversations, the interpreter was placed beside or behind the patient and the other participants
usually sat opposite the patient and had her/him in focus and therefore being able to maintain eye contact, when asking
questions and listening to the interpreter’s translation. The strategy was used to emphasize that the conversation involved
the patient, the care provider and the interpreter, and hinted to the other participants that they should be quiet.

Speak to the one who’s being interpreted, speak directly to and have eye contact with the patient. Don’t turn to the
interpreter and talk about the patient. It’s not good manners (another participant agrees). | think that’s the most important
thing to do (The other participants agree). It usually makes the conversation flow between the care provider, the patient
and interpreter, because it shows respect. Shortly, the family members or other care providers understand the order of the
conversation. | want the answers from the patient, I look at you and talk to you (Focus group 7).

It’s about the form. | sit down with the patient opposite me, the interpreter is seated beside the patient and myself. When |
say something it’s interpreted and then | have to listen to the translation. It’s, yes, it becomes a flow. Another participant:
Yes, it becomes like a flow between the patient, the interpreter and myself (Focus group 2).
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The feeling of immediacy between the participant and the patient was supposed to be emphasized by the interpreters’ use
of “first person”. The interpreter usually spoke in the first person, which created the feeling of a dialogue between the care
provider and the patient, with the interpreter as an invisible party. This form of conversation was intended to give the
impression that the interpreter’s translation was an objective, verbatim translation of the patient’s voice.

The participants reflected on their own use of words, pauses and language. The way they expressed themselves was a
meaningful facilitation of a successful translation. For example, they recommended talking in short sentences and then
waiting for the interpreter’s translation. The participants also reflected on which words to use and were prepared to explain
and simplify concepts in order to create a well-defined conversation.

I think what you said was a key word (nods at another participant). You have to be clear when talking. Be concisg,
informative and distinct, and you might avoid misunderstandings. | know misunderstandings arise quite easily in these
conversations (Focus group 4).

A skilled interpreter was expected to interrupt the care provider or the patient if they talked too much or too long without
pausing, as well as to refer to not being able to translate everything being said at the same time.

By talking in a clear manner, simplifying and explaining concepts, the participants wanted the patient to understand the
information and what it meant to her/him.

3.3 Forming an understanding of the patient’s voice

In order to form an opinion of the quality of the translation and what the patient had told and the interpreter had translated,
the participants tried to listen attentively to the interpreter’s words. If the statement from the patient was different from
what was expected, it could be a sign that the patient had not received all the information. When these situations occurred,
the participants tried to reformulate their information and questions to the patient.

By means of the answer you can hear that your message, or what you’ve said, has reached the patient. And sometimes the
guestion might be misunderstood and you have to reformulate it. Another participant: Yes, it’s difficult to be sure whether
what I’ve said reaches the patient, because you don’t understand what the interpreter says; | never get proof that we’re
talking about the same thing or that the translation’s correct. If the answer seems strange, you get proof that, okay, this
answer seemed odd, but sometimes it might be very difficult to know if the message gets through (Focus group 3).

In order to minimize the problems in the quote, before a new topic of conversation was introduced, or before the meeting
had ended, the participants tried to summarize what had been said and asked the patient whether the summary was correct.

3.4 Limiting the information content

In the multidimensional and complex information context of home care, care providers saw the need of limiting the
information content to be dealt with in a single interpretation session.

According to the participants, the use of professional interpreters was too infrequent to match the need of home care
services. This resulted in a great deal of information being communicated to the patient on one occasion, i.e., when an
interpreter was present. As a consequence, these meetings could sometimes take on a different focus than that was
planned. The participants spoke of patients who had been in the hospital for weeks without being offered communication
via a professional interpreter. When an interpreter was at last commissioned, in connection with discharge-planning
conferences before being transferred to home care, the patient and sometimes family members had a large number of
guestions about medical issues such as illness and treatment, and these related to the in-hospital care. Issues related to how
to handle the situation when the patient got home became secondary. It thus occurred quite often that meetings became
confusing and disordered and misunderstandings arose.
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I’ve attended a couple of discharge-planning conferences that were confusing and disordered in terms of the
communication. There have been misunderstandings from the hospital. The care providers at the hospital have given poor
information about the patient” s condition and the discharge process from the hospital. And then you have to take all the
questions into consideration at a discharge-planning conference. There are questions directed at the physician, or at the
nurses, at the hospital. The interpreter, the patient and sometimes the family members discuss the questions, because
they’re frustrated; sometimes the patient and family members have not received information at all (Focus group 2).

The participants felt that this way of communicating information via an interpreter was against the generally accepted way
of informing patients without the need of interpretation. Limiting the information content meant more space and time for
the patient and family members to reflect over the information and ask questions.

At the meetings we have to inform quite a lot; it doesn’t matter whether you’re Swedish, Norwegian or who you are. You
don’t remember all the information you receive at a meeting. And you know this, even if you as a care provider have a lot
of information and you think you’ve been clear, you think the interpreter has done a correct translation. It might be that the
patient doesn’t remember everything (Focus group 1).

In order to be able to limit the information content per session the care providers drew the conclusion that a more frequent
use of interpreters is needed.

4 Discussion

The results reveal some suggestions for strategies when communicating via in-person interpreters as experienced by
professional home care providers and social workers. In summary, making preparations for structure and transparency
meant preparing an agenda, and keeping in mind that the conversation’s topics could be altered. Creating a flowing
conversation on multifaceted topics intended reducing the number of participants, hindering that parallel conversations
arose and strengthen the feeling of immediacy, i.e., that the conversation was between the care provider and the patient.
The use of words, pauses and language was exemplified by talking in short sentences, having pauses and being prepared to
explain words and concepts. Forming an understanding of the patient’s voice was made by listening attentively to the
interpreter. By means of the answer, the care providers could form their opinions whether the patient had received the
information or if misunderstandings had arose. Before introducing a new topic, the information could be summarized.
Limiting the information was seen as necessary in order for the patient to get a grasp of the content. The participants
concluded that an increased use of interpreters within home care services is needed.

Previous research on strategies for interpreted communication mainly relate to the access to professional interpreters B,
use of relatives or bilingual care providers as interpreters  or underutilisation of trained interpreters 2. Other studies
report organizational strategies such as recruitment of medically trained interpreters, co-operation between interpreter
agencies and health care services and interpreter service integrated in the health care organization *® ¥ or training health
care professionals in interpreted communication . In the present study, we did not estimate the use of professional
interpreters or ad hoc interpreters. However, the findings reveal a call for more use of professional interpreters in the home
care setting. Our findings show strategies for how to prepare and perform the three-way communication, from the
experiences of home care providers. The findings thus differ from previous studies that have an organizational perspective
or highlight the general lack of access to professional interpreters. One of the strategies in the present study is to make
preparations for structure and transparency, for example by prepare the patient and family members of the different roles
and functions of the care provider and interpreter. This is partly confirmed by Hsieh et al. ™! which emphasizes the need
for establishment of shared goals and how to collaborate between the care provider and interpreter. We argue that the
patient and if present, family members, are to be invited into the collaboration. It is moreover essential that the interpreter
and care provider have no agenda of their own, but rather see their role as that of being facilitators to enable proper care for
the patient, as confirmed by previous studies 233,
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Furthermore, our study shows that participants experienced the information content being limited during the conversation.
This is in line with previous studies © ® showing that non-medical issues tend to be less communicated about when using
interpreters. We did not ask the participants about if the non-medical issues were less communicated compared to medical
issues, because home care service is a multifaceted arena with the complexity of patient’s needs, quality of life, treatment
and so on. During the focus groups the participants compared the interpreted communication with non-interpreted. The
findings reveal that the participants experienced the communication in general was limited.

At the same time as the participants express important suggestions for strategies, valuable for the use of interpreters within
home care services with its complex information exchange necessary to provide good care, we also need to critically
discuss the fact that they express a traditional view of interpreter use — i.e., the two-way dialogue. It is essential for the
participants in the study when imitating a two-way dialogue to give the patient the impression that s/he is the focus of the
professional’s attention and hence that the interpreter is more or less “invisible”. However, the interpreter did not appear to
be as invisible as the participants implied s/he was and in an earlier study in the same context the interpreter was expected
to explain medical concepts etc. to the patient (even if not done by the care provider) &.

However, since there are problems involved with trying to imitate a two-way dialogue when it is in fact a three-way
communication B* %, we need to discuss whether it is possible to have the patient in focus even within the framework of a
three-way dialogue. Comparisons can be made with the way care providers relate to patients when a family member is
present, and when the parties share a common language. It is possible to keep the patient in focus, in such a three-way
dialogue, even when the family member is involved in the communication. This is dependent on aspects such as which
person the care provider mainly turns to, seek eye contact with, etc. It is important to avoid always turning to the family
member, even in cases in which s/he is the more communicative one.

A further important aspect of the two-way dialogue ideology is the aim for verbatim translation. This is supposed to
achieve an information exchange in which no information is lost on the way 1. The care providers in the present study,
however, obviously limited the information content as well as lost information during the communication, for example,
concerning the patient’s reactions, and there was information that needs to be further explained to the patient. If we look at
the communication situation from a perspective of it being an information complex, consisting of verbal and non-verbal
information that should be communicated between the patient and the care provider, this could provide us with reasons to
abandon the aim for verbatim translation 3,

Methodological considerations
This small-scale study addresses the problem of interpreted communication and strategies in achieving a successful
communication using interpreters. The study is limited to a context of home care services in Sweden.

Strength of the study is the authors’ different theoretical perspectives and scientific backgrounds B¢ %71,

Formal as well as informal hierarchies in the groups might constitute a risk for biased information. As recommended by
Kitzinger ® we strived for, but could not achieve, homogenous focus groups, due to geographical location and working
hours. To some extent it might be possible to avoid imbalance in the groups, with regard to gender, educational
background et cetera. However, the participants’ individual experiences of the topic of interest will most likely differ, even
if there were no or very limited differences in for example educational background. In our study, the participants told about
situations of communicating via interpreters, which referred to their diverse professional experiences. In fact, their
different experiences facilitated the discussion. A negative side-effect of the interaction in the groups was the implied
norms within a profession. In some of the groups, the more outspoken participants opened up the discussion, and paved the
way for the more modest participators. Different methods for data collection, such as observation of clinical encounters or
recording of clinical encounters, might have provided additional information to this study. However, we argue that the
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participants in the focus groups provided rich and interesting data, which highlight different aspects of their experiences on
communicating via in-person interpreters.

By means of quotations in the findings, the discussions and interactions between the participants are illustrated. Moreover,
the quotations illustrate how the categories are connected to the data and representing all focus groups in the study, and
therefore strengthens the study’s validity. The quotations might contribute to an understanding of how the interaction was
like in the focus groups 2,

5 Conclusions

In order to provide successful three-way communication in situations using an interpreter within home care services, the
home care providers and social workers need to be prepared for communication via an interpreter about complex
phenomena. Communicating information via an interpreter requires preparation prior to the meeting, as well as being an
active part in the conversation. Infrequent use of professional interpreters could threaten the possibilities for care providers
and social workers to communicate with linguistic diverse patients in an optimal way. In a three-way dialogue it is
essential to give the patient the impression that s/he is in the focus of the care provider’s attention. We need to develop
knowledge about if and how interpreters should translate the patient’s non-verbal expressions as well as the verbal content
of what s/he says.
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