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Chapter 19
Language difficulties: Healthcare
provider–migrant patient communication

Abstract: In 2020 there were 36.5 million foreign-born residents in the EU, about 8 per-
cent of the total population. With increased migration, healthcare providers in host
countries need to care more frequently for patients with whom they do not share a
language. A language barrier between migrant patients and care providers is consid-
ered a risk factor for adverse health outcomes and health disparities and is associated
with lower patient satisfaction with care, increased risks of medical errors and misdi-
agnosis, and higher hospital costs. Studies in the United States have found that profes-
sional interpreters improve clinical care for patients with limited English language
proficiency. This chapter presents an overview of the research about the effect of lan-
guage barriers on healthcare access and health outcomes of patients. We will discuss
how language barriers influence communication between healthcare providers and
patients and discuss research about the use of interpreters (trained interpreters as
well as informal interpreters such as family members) and its effects on health care
access and health outcomes. In addition, research about new technologies such as ma-
chine-based interpretation will be discussed. We will end the chapter with a short dis-
cussion about the preconditions for good communication with patients who do not
speak the language of the host country, such as having national guidelines and having
trained staff as well as some avenues for future research in the field.
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1 Introduction

The European Union (EU) is diversifying due to international migration. In 2020 there
were 36.5 million foreign-born residents in the EU, about 8 percent of the total popula-
tion (European Commission, 2021). In the last years, international migration has in-
creased rapidly due to the international armed conflict in Ukraine, and almost 8 million
refugees from Ukraine were recorded across Europe (UNHCR, 2022). Also, countries out-
side the EU diversify, for example in the United Kingdom almost 1 in 5 persons were
foreign born (Office for National Statistics, 2021) and in Australia nearly half of all Aus-
tralians were either born overseas (first generation) or had at least one parent born
overseas (second generation) (Australian Bureau of Statistics, 2017).

Many new and long-term migrants are not able to understand the language of the
host country at a level that is needed to interact with healthcare providers and to re-
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ceive good health care for their needs. Many elderly labor migrants who never had
the opportunity to learn the language of the host country still have a low proficiency
in the language of their host country (Esser, 2006; Klokgieters et al., 2018). For exam-
ple, in the Netherlands about half of the elderly Turkish and Moroccan migrants indi-
cate that they have problems with the Dutch language in a conversation (Klokgieters
et al., 2018). Also new migrant groups, such as migrants coming from Eastern Europe,
and newly arrived refugees generally do not speak the language of the host country.

Language barriers increase the risk of miscommunication between patient and
care provider and quality of care can be hampered. In short (see for more details the
next paragraphs) a language barrier is associated with lower patient satisfaction with
care (Ramirez et al., 2008) and increased risks of medical errors and misdiagnosis
(Flores et al., 2012). A language barrier between patients and care providers is there-
fore considered a risk factor for adverse health outcomes and health disparities
(Flores et al., 2012; Karliner et al., 2007; Lindholm et al., 2012).

A language barrier in healthcare is not an absolute concept (Cox & Li, 2020) and
depends on several factors. The most important factors that affect the impact of the
language barrier are, firstly, the predisposing language proficiency of the participants
in the communication (including the presence of an interpreter or the use of ma-
chine-based translation); secondly, the purpose of the communication (e.g., how spe-
cific is the information needed by the care provider from the patient or vice versa);
and thirdly, contextual national and legal factors that affect interpreter use (e.g., do
healthcare providers have guidelines and reimbursement for interpreter use). In this
chapter we will discuss these three factors and their impact on the language barrier
and, as a consequence, the impact on the quality of healthcare communication, health-
care provision, and clinical outcomes.

2 Predisposing language proficiency of healthcare
providers and patients and its impact on language
barriers

The first factor we want to discuss is how predisposing language proficiency of care
providers and patients impact the language barrier. We will discuss when care pro-
viders “get by” and keep talking in the language of the host country, also when the
patient is not sufficiently proficient in this language. We also discuss the effect of the
use of human interpreters and of machine-learning on the impact on the language
barrier.
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2.1 Healthcare provider–patient communication with no
interpreter present

Several studies pointed out that healthcare providers generally talk in their own lan-
guage (the language of the host country) to patients, even though the patient is not suffi-
ciently proficient in the language of the host country. A study in the United States
(Flores et al., 2012), for example, found that among hospitalized Spanish- and Chinese-
speaking patients with low English proficiency, in almost half of the encounters with
those patients no interpreter was present. Doctors and nurses “got by” without an inter-
preter and used simple words, pictures, or nonverbal communication to communicate
(Schenker et al., 2011). Healthcare providers underuse interpreters in their daily prac-
tice (Diamond et al., 2009; Gray et al., 2011; Kuo et al., 2007; Lee et al., 2006; Phillips &
Travaglia, 2011; Ramirez et al., 2008; Schenker et al., 2011), but variations between vari-
ous types of health care providers exist. For example, nurses in the hospital and in
nursing homes generally use interpreters even less than doctors, probably due to the
fact that nurses provide bedside care and calling for an interpreter may be more diffi-
cult for more informal and more numerous bedside encounters with the patient (De
Groot et al., 2022; Granhagen-Jungner et al., 2019).

This “getting by” without interpreters, however, has negative effects on the deliv-
ered quality of care. When healthcare providers were “getting by” in communicating
with patients who are not proficient in the language of the host country, this resulted
in significantly higher proportions of errors of potential clinical consequence in con-
sultations (Flores et al., 2012). Patients for example had poor understanding of their
diagnosis, the treatment, or reason for discharge, which led, for example, to medica-
tion complications (Divi et al., 2007; Flores, 2005; John-Baptiste et al., 2004; Ramirez
et al., 2008). When no interpreter was present, language barriers also resulted in care
providers with limited understanding of the diagnosis of a patient, thus impeding the
quality of the treatment or the selection of the right treatment. For example, a study
in the United States found that language barriers compromised timely pain medica-
tion for long bone fractures of children in a pediatric emergency department (Gaba
et al., 2021). According to the researchers, English-speaking children could more effec-
tively communicate the degree of pain to care providers in comparison to non-English
speaking children and thus received timely pain medication. Also, explaining place-
ment of an intravenous line for pain medication administration to English-speaking
children and their parents might have been easier in comparison to non-English
speaking children and parents, and care providers may simply have refrained from
discussing this option because of language barriers.

Summarized, when no interpreter is present, this results in a high proportion of
errors of potential clinical consequence, such as poor understanding of diagnosis or
suboptimal treatment. However, also when an interpreter is present, errors still
occur, as we will explain in the next paragraph.
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2.2 Healthcare provider–patient communication with informal
interpreter present

When informal (untrained) interpreters such as family members, friends, or co-workers,
were used in the communication between healthcare providers and patients this resulted
in fewer errors in the communication (Flores et al., 2012) compared to encounters where
no interpreter is used at all. While patients often bring their family members or friends
to interpret, a review found that, although some patients felt comfortable with informal
interpreters, most patients felt embarrassed, guilty, and uncomfortable when informal
interpreters rather than professional interpreters were present (Roque & Leanza, 2015).
Patients felt it was more difficult to discuss sensitive topics, such as mental health issues
or intimate information (Rocque & Leanza, 2015) in the presence of family members who
functioned as interpreters. Furthermore, working with informal interpreters still often
resulted in lower quality of diagnosis, assessment, and treatment compared to working
with professional interpreters (Flores et al., 2012). Informal interpreters are not trained to
interpret and is not always clear to what extent they are fluent in the language of the
healthcare provider and the language of the patient. In comparison with professional in-
terpreters, informal interpreters indeed made more translation errors, did not translate
all the doctor’s questions, and more often did not mention side effects of medication
(Flores et al., 2012). In addition, family members sometimes had their own agenda within
the communication between the patient and the healthcare provider. For instance, they
answered questions on the patient’s behalf to the healthcare provider and excluded the
patient from the communication process (Zendedel et al., 2018). They also more often did
not translate sensitive topics such as bad news about diagnosis and prognosis (to protect
the patient against this news or to help the patient to keep up good hope for recovery).
This resulted in patients who had limited understanding about a serious diagnosis and
prognosis (e.g., that they were diagnosed with terminal cancer) (Silva et al., 2016).

In summary, when informal interpreters are present in the consultation, this re-
sults in fewer errors in communication when compared with no interpreter at all,
but – because informal interpreters are generally untrained – there still are errors in
the translation, which may result in an incomplete or wrong diagnosis and subopti-
mal treatment. To address this problem, trained professional interpreters are increas-
ingly being asked to interpret in medical consultations.

2.3 Healthcare provider–patient communication with
professional interpreter present

Given these difficulties with untrained interpreters, it is not surprising that many stud-
ies found that professional interpreters generally improved clinical care for patients
with limited proficiency in the language of the host country. Working with trained pro-
fessional interpreters is generally seen as the golden standard, and is advised in inter-
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national guidelines for example by the Joint Commission International to improve pa-
tient safety (JCI, 2021). In healthcare, two types of interpreters are being used: inter-
preters by telephone and in-person interpreters. Research generally does not find any
large differences between the two modes of delivery, and the decision to use either in-
terpreter by telephone or in-person is often based on guidelines, preference, and avail-
ability within a country or healthcare organization (Boylen et al., 2020).

Working with professional interpreters (both by telephone and in-person) re-
sulted both in a significantly lower likelihood of errors of potential clinical conse-
quence than working with informal or no interpreters, and also in better diagnosis
and treatment. Clinical outcomes and higher patient satisfaction improved (Flores
et al., 2012; Karliner et al., 2007). For example, a Swiss study found that the use of pro-
fessional interpreters was associated with increased disclosure of traumatic events
and psychological symptoms by asylum seekers, compared with the use of informal
interpreters or no interpreters (Eytan et al., 2002). Asylum seekers were also more
likely to be referred for psychiatric care when professional interpreters were used,
compared to when informal or no interpreters were used (Bischoff et al., 2003; Eytan
et al., 2002).

Even though trained interpreters are the golden standard, they are not always
available, for example because there is no training for interpreters or there is no bud-
get in a care organization to call trained interpreters (MacFarlane et al., 2020). An-
other drawback is that, even with trained interpreters, the consultation may be still of
less quality when compared to a consultation between a patient and healthcare pro-
vider who speak the same language. An Australian study for instance found that can-
cer patients with interpreters experienced worse interactions with their oncologist
than patients who spoke English with their oncologist (Butow et al., 2011). One reason
is that when an interpreter translates all the information in a consultation between a
patient and a care provider, everything needs to be said twice. This means that there
is less time to exchange information between healthcare provider and patient (unless
in case of a double consultation). In the Australian study, patients in interpreted con-
sultations therefore received less cancer-related information and support from their
oncologists.

To summarize, trained interpreters make hardly any errors, which results in bet-
ter clinical outcomes and patient satisfaction, but patients still may receive less infor-
mation and support due to time-constraints. In addition, trained interpreters are not
always available. To address the lack of trained interpreters in the medical consulta-
tion, machine translation is developed, which we will discuss in the next paragraph.
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2.4 Healthcare provider–patient communication
with machine-translating

Rather than human interpreters, neural machine translation can be used and nowa-
days there is a wide range of free apps like Google Translate or iTranslate Voice that
can be used to provide instant language translation. Google Translate (or other ma-
chine translating methods) is often seen by healthcare providers as an easily available
and free mode of communication to bridge language barriers with patients (Taira
et al., 2021). However, there are serious concerns about the ethics and quality of such
digital methods in interpreting the communication between care providers and pa-
tients. Using machine-translation such as Google Translate may raise ethical ques-
tions. If confidential information is translated using Google Translate, this could lead
to a breach of privacy. Using machine-translation may also compromise the quality of
the information. Studies found that dependent on the language that was translated,
Google Translate was not sufficiently accurate. Generally, it was found that Google
Translate was most accurate for Western European languages and least accurate for
Asian or African languages (Patil & Davies, 2014, Taira et al., 2021). Using Google Trans-
late resulted in hilarious but also potentially life-threatening translations:

An instruction for a patient taking the blood-thinning medication Coumadin read
“Your Coumadin level was too high today. Do not take any more Coumadin until your
doctor reviews the results.” It was translated into Chinese as “Your soybean level was
too high today. Do not take any more soybean until your doctor reviews the results.”
(Taira et al., 2021, p. 3364).

One of the main problems with machine translation is that it does not account for
context, and does not, for example, recognize Coumadin as a word that is the name of
a medication, as shown in the example above. In high-stakes contexts when health-
care providers need to be absolutely sure that information is translated accurately,
working with human interpreters should be the norm for now. A promising way for-
ward may be machine-translation combined with professionally translated phrases
(Mehandru et al., 2022). In the communication between care provider and patient
often common and relatively standardized topics of conversation (e.g., medical his-
tory, current symptoms) are used. These topics may be translated by professional in-
terpreters into fixed phrases which then may be added to the machine-translation.

To summarize, while trained professional interpreters improve the quality of the
communication between patient and healthcare provider, they are generally underused.
Due to lack of trained professional interpreters or financial constraints, healthcare pro-
viders “get by” with no interpreter or ask an ad hoc interpreter. This compromises clini-
cal outcomes and patient satisfaction. While machine translation can solve the lack of
trained interpreters and is readily available, there is still a lot of concern about the accu-
racy of the translated information.
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3 The different purposes of the communication
and its impact on the language barrier

Apart from the predisposing language proficiency of healthcare providers and pa-
tients, the language barrier is also impacted by the different purposes a healthcare
provider has with communication, which we will discuss here. Communication be-
tween healthcare provider and patient, generally serves different purposes. Two key
purposes that healthcare providers aim for in their communication with patients, are
1) the exchange of information and 2) fostering a relationship with the patient. Ex-
change of information involves healthcare providers needing information from pa-
tients about symptoms and experiences to establish a diagnosis and treatment plan. It
also involves patients who need information from their healthcare provider to under-
stand their illness and treatment and to make decisions (De Haes & Bensing, 2009).
Fostering a relationship comes with respect, trust, and rapport as necessary compo-
nents (see Chapter 2). Language barriers arise differently, depending on the purpose
of communication. When the purpose of communication is the exchange of informa-
tion different language barriers arise from when the purpose is fostering of the rela-
tionship with the patient.

3.1 Exchange of information is simplified

Studies found that physicians tended to simplify communication with the patient
when no interpreter was present. A Swiss study that reviewed medical records from
health screenings of refugees seeking asylum showed that patients felt less invited
during the health screening and reported fewer physical or psychological symptoms
to the physician in consultations without an interpreter (Bischoff et al., 2003; Eytan
et al., 2002) when compared to consultations with an interpreter present, thus biasing
the assessment of physical and mental health. One explanation was that physicians
altered their communication style and rather discouraged lengthy replies from pa-
tients than encouraging patients to open up. In addition, patients tended to simplify
their communication about their mental health because they had to explain their
symptoms in a language in which they were not fluent and confident. As a conse-
quence, physicians understood short replies of patients as an expression of mental
disability (e.g., as a hostile or guarded mental state, intellectual impairment, impover-
ished thoughts, or withdrawal) rather than aspects of the language barrier (Bauer &
Alegría, 2010).

Healthcare providers sometimes also deliberately withhold information to pa-
tients because they feel that patients with limited skills in the host country’s language
would not understand this information anyway. For example, in an interview study
physicians stated that shared-decision-making across language barriers was more dif-
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ficult, and they did not share all information with patients (Suurmond & Seeleman,
2006, p. 255). One physician said:

With migrant patients I’m more directive. I always ask them what they want, or whether they
themselves have any idea about the cause of the disease or about what should happen now, but
after that I’m more directive and I say I’m going to arrange this, and I’m going to do that. I think
this has to do with communication. The fact is that I can’t discuss all the details with them.

A Dutch study also found that midwives withheld information about prenatal screen-
ing in case of language barriers, or made decisions for pregnant women. For example,
midwives would not offer prenatal screening tests because they felt that women, due
to religious reasons, would not want a prenatal screening test anyway (Koopman-
schap et al., 2022).

In summary, not only predisposing language proficiency of healthcare providers
and patients impact the language barrier. The language barrier is also impacted by
the different purposes a healthcare provider has with communication. One of the two
key purposes of the communication between healthcare providers and their patients
is the exchange of information. When no interpreter is present, the exchange of infor-
mation is simplified either because healthcare providers and patients used short and
more simple language or because healthcare providers assumed that a patient would
not understand the information and left it out. As a result, patients have less informa-
tion to for example make an informed decision; and doctors have less information to
decide on a correct diagnosis.

3.2 Fostering of relationship is neglected

When an interpreter was present in the communication between healthcare provider,
communication also tended to be simplified. Patients in interpreted consultations
were for example found to be less active and ask fewer questions (Aranguri et al.,
2006). The key problem may be that efforts of healthcare providers to foster a rela-
tionship with the patient across a language barrier were not translated to the patient
by the interpreter. Interpreters, both professional and informal, tend to focus on
translating only medically relevant information and ignore affective talk, small talk
and other informal conversation talk that is designed to foster relationships rather
than to establish facts (Aranguri et al., 2006). At the same time, healthcare providers
also may use simplified language as a way to help interpreters with their translating
tasks. This is steered by various guidelines for professional interpreter use in health-
care, for example in one guideline healthcare providers were advised to use simpli-
fied speech, shorten phrases, and avoid humor (Juckett & Unger, 2014).

Several studies established that interpreted consultations in comparison with
same-language consultations, not only had less of this affective talk, but also less dis-
cussion of the patient’s personal circumstances or “lifeworlds” and less eliciting of pa-
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tients’ individual knowledge or beliefs about their disease by healthcare providers
(Schouten & Meeuwesen, 2006). In their study about conversations between diabetes
nurses and patients about self-management of diabetes, Seale and colleagues (2013)
found that in interpreted consultations, discussion of the patient’s concerns, events,
and experienced problems in everyday life relevant for diabetes management were
not always translated. This negatively affected treatment; in the interpreted consulta-
tions patients were less assisted in their self-management by the nurses who could
not connect their advice about adequate self-management to the specific context and
lifeworld of the patients.

While both professional and informal interpreters may not interpret the personal
circumstances of the patient, because they deem these as irrelevant for the consulta-
tion, informal interpreters may help the healthcare provider to better understand
these in comparison to professional interpreters. Informal interpreters, particularly
when they are friends or relatives, often have a wide understanding of the patients’
everyday experiences, which professional interpreters have not. They may provide
extra biomedical information and information about the lifeworld of the patient to
the physician that may be important to understand the health and illness of the pa-
tient (Greenhalgh et al., 2006).

To summarize, the other key purpose of healthcare providers’ communication is
the fostering of a relationship with the patient to build trust but also to connect to the
patients’ “lifeworld.” However, even when trained interpreters were present not all
efforts by the healthcare provider to foster a relationship and build trust were trans-
lated. There was also less discussion of the patient’s personal circumstances and less
eliciting of patients’ individual knowledge or beliefs. Informal interpreters may actu-
ally provide useful information about the patient, because they know about the pa-
tient’s life and generally have a good relationship with the patient.

4 National legal and political context and impact
on interpreter use

A last factor that influences the language barrier is the national legal and political
context that healthcare providers work in. This context offers the preconditions for
good communication with patients who do not speak the language of the host country,
such as having national guidelines and having trained staff and influences whether it
is easy for an individual health care provider to call for a professional interpreter for
example. Here we discuss two ways that the legal and political context impacts lan-
guage barriers. Firstly, there are large differences between countries in access to pro-
fessional interpretation services. Healthcare providers thus work under different
preconditions for good communication with patients who do not speak the language
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of the host country. Second, there are large differences in the competencies that
healthcare providers have in working across language barriers.

4.1 Differences between countries in access to professional
interpretation services

To overcome language barriers, international professional interpretation services
have been recommended by, for example, the Joint Commission International (JCI)
standards for quality of care (JCI, 2021). There is, however, no international or Euro-
pean legislation on interpreter provision in healthcare. Therefore, patients are depen-
dent on national laws and policies whether professional interpreters are provided
and there are large differences between countries concerning the legal and political
conditions about working with interpreters. For example, in Ireland there are not in-
terpreter services in all areas and most interpreters do not have an official training
(MacFarlane et al., 2020). In contrast in Australia, the government provides free inter-
preter services to most healthcare providers and their patients and interpreters can
only work for these services if they have required credentials for the language they
want to interpret.

Decisions about funding for interpreting are often shaped by broader political
changes, including anti-immigration sentiments (O’Donnell et al., 2016). Legal condi-
tions about interpretation services within a country therefore can easily change, thus
changing the way language barriers are addressed. For example, in the Netherlands,
due to a policy change in 2012, payments by the government for the use of trained
interpreters were withdrawn (Teunissen et al., 2017), making hospitals and individual
health care providers responsible for interpreter costs. A lack of reimbursement for
interpreter services is generally a large barrier for healthcare providers to work with
trained interpreters. Recently, however, policy again changed in the Netherlands, and
for several healthcare provider groups in the Netherlands, including midwives and
mental healthcare providers, the costs of the interpreter service are now reimbursed
by the government.

4.2 Differences in competencies of healthcare providers to work
across language barriers

Even when interpreters are free of use for healthcare providers, as in Australia, pro-
fessional interpreters are underutilized (Phillips & Travaglia, 2011). An important rea-
son for this is lack of training for care providers on how to work with interpreters
effectively and lack of leadership support to organize these trainings (Gerchow et al.,
2021; Thompson et al., 2013). Care providers who received training on language bar-
riers and interpreter use were more likely to utilize interpretation services (Jacobs
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et al., 2010; Rodriguez et al., 2011). Training could focus not only on the practical issue
on how to call an interpreter, but also on working with interpreters (both informal
and professional) during the consultation, raising awareness of the effect of different
types of interpreters on the communication process. For example, healthcare pro-
viders can be made aware of how information is simplified during interpreted consul-
tations and what the effect is on the understanding of diagnosis and treatment
options. This can be done by providing case-studies, but also by providing transcripts
of a consultation to analyze and reflect on the communication (Cox & Li, 2020).
Healthcare providers could also be trained in working with interpreters effectively,
however without simplifying their information, so that even under time-constraint
they may communicate adequately with patients.

In summary, language barriers are not only impacted by predisposing language
skills or by the specific purposes of the communication, but also whether there are
means available to individual healthcare providers to manage the language barrier
and work with professional interpretation services. There are large differences be-
tween healthcare organizations and countries in access to professional interpretation
services. Even when access is free, these services are underused, suggesting that
healthcare providers are insufficiently trained in working with interpreters.

5 Conclusion

In this chapter we have discussed how different factors may influence the impact of
the language barriers on health communication, quality of healthcare provision, and
clinical outcomes. In this last part we want to highlight two common themes that
arose across this chapter, and will finish with some suggestions for further research.

5.1 Neglect of rapport and relationships

In the previous paragraphs we saw that in case of language barriers, both with and
without interpreters, there was neglect of rapport and relationships, either because
the healthcare provider simplified the communication and left small talk and empa-
thy out of the conversation or because the interpreter did not translate this. This ne-
glect of rapport and relationships may be one reason why patients in the United
States experienced interpreted consultations not only as undermining their relation-
ship with the healthcare provider, but also in terms of betrayal, humiliation, and dis-
crimination (Hsueh et al., 2021). In the Netherlands, a study also found that Turkish-
Dutch patients in case of a language barrier with their physician, felt neglected and
being treated indifferently, and experienced this also as discrimination (Schinkel
et al., 2019). There is thus evidence suggesting that adequately bridging language bar-
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riers, thereby improving the interpersonal processes of communication and care,
may be one of the most important mechanisms to improve patient health outcomes. It
also could mean that simply by improving the relationship and investing in rapport,
healthcare provider and patient are less impeded by the language barrier, for exam-
ple, because they will make more effort to understand each other.

5.2 Conduit metaphor or not?

In the previous paragraphs we generally described the work of interpreters as being
able to serve as an excellent language conduit and to transmit language clearly and
effectively. Most guidelines frame the interpreter as an impartial conduit for the
transfer of information, with no role as an interactive participant in constructing a
shared meaning between healthcare provider and patient. However, this conduit met-
aphor (Reddy, 1979) of communication can also be seen as reducing the complex role
of the interpreter. There is a growing body of literature that shows that interpreters
perform many roles, such as the role of cultural mediator or emotional supporter,
rather than simply serving as a conduit for the transfer of information (e.g., Zendedel
et al., 2016; Zendedel et al., 2018). Interpreters who can manage the flow of an encoun-
ter, are able to facilitate relationships between patients and providers, and can serve
as a cultural insider, may also be more valuable as interpreter than merely playing a
conduit role. This means that healthcare providers could be more aware of the differ-
ent roles of the interpreter, and also of the situations in which a certain role may be
preferred. More attention could be paid in training to how interpreters may get cul-
tural or social information about the patient’s perspectives and experiences to the
physician across, so that the physician gains a more complete understanding of the
health and illness of the patient (Greenhalgh et al., 2006). Also, in training more atten-
tion could be paid to how interpreters can increase the rapport and relationship
building between patient and healthcare provider.

5.3 Further avenues for research

Looking to the future, we expect that innovative tools such as a machine translating
will improve but probably never fully replace human interpreters as contextual and
non-verbal elements will be very difficult to automatically translate. However, their
value may lie in the combination with the use of human interpreters. For research
this would mean that guidelines need to be developed to support healthcare providers
deciding about when best to use human interpreters or when a combination with ma-
chine-translating can be used (Schinkel et al., 2019). Also, research is needed that can
provide better insight into when best a professional interpreter and when best an in-
formal interpreter can be used and what their preferred roles could be. For example,
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research can give more insight and provide guidelines to improve bedside communi-
cation in the hospital in case of language barriers, and, specifically, on what is consid-
ered more or less acceptable for basic communication since an interpreter cannot be
present for nurses at all times (Gerchow et al., 2021).

Such new studies may contribute to better quality of health care for migrant pa-
tients with low language proficiency in the host country’s dominant language(s). When
care providers choose the best way of interpretation for a specific occasion, this will
enhance the chances that communication with patients in language-discordant consul-
tations will be improved. Furthermore, when we have more insight in how language
barriers may intersect with the quality of interpersonal care, the development of health
policies and services may be more adequately addressing multiple factors in healthcare
and developing wellbeing to increasingly diverse populations.
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