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Abstract

Background: Global migration has led to a sharp increase in the number of language-

discordant consultations (LDCs) in healthcare. Evidence on how healthcare providers 

(HCPs) meet migrant patients’ needs while mitigating language barriers is lacking.

Design: Using purposive and snowball sampling, we recruited 27 Dutch HCPs 

(M
age

 = 45.07, SD = 11.46) and conducted semi-structured interviews to collect 

qualitative, open-ended data for identifying the communication strategies used 

with migrant patients in LDCs. We analysed the transcripts using deductive and 

inductive approaches (e.g., constant comparative method from Grounded Theory). 

Final pattern codes (i.e., key themes) were discussed among the research team until 

mutual agreement had been achieved.

Results: Five key themes emerged from the analyses: HCPs often ‘got-by’ with 

(1) instrumental and (2) affective communication strategies used in language-

concordant consultations to start medical consultations. When some instrumental 

communication strategies were deemed ineffective (e.g., lingua franca, gesturing, 

etc.) to bridge language barriers, HCPs turned to (3) incorporating digital tools (e.g., 

Google Translate). When HCPs were unable to communicate with migrant patients 

at all, (4) informal, ad-hoc, and professional interpreters were involved. Finally, HCPs 

often (5) involved additional support to engage migrant patients to engage in 

treatment-related behaviours.

Discussion and Conclusions: Our results highlight the importance of raising 

awareness among HCPs about using various combinations of different strategies. The 

development of a guideline indicating the optimal combination of communication 

strategies for different medical consultation goals may be useful in reshaping the 

current communication behaviour of HCPs in LDCs.

Patient or Public Contribution: Healthcare providers were the study population 

involved in this qualitative study. Refugee health advisors, general practitioners, and 

linguistic specialists (i.e., members of the Right2Health consortium) with experience 

with the Dutch healthcare system were involved throughout the development of 

this research. This includes a review of the research question, participant information 

sheet, and interview topic guide as well as providing interpretations of the data and 

feedback to this manuscript.
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Introduction

In the Netherlands, approximately 10% of the migrant population does not speak 

Dutch at home (Statistics Netherlands, 2022). When healthcare providers (HCPs) 

and migrant patients do not sufȟciently share a common language, communication 

quality is negatively affected. Compared to language-concordant consultations, 

language-discordant consultations (LDCs) often result in HCPs’ incomplete 

comprehension of patients’ medical situations, incorrect and delayed diagnoses, 

and poorer patient outcomes, such as low-quality treatment, poor patient safety, 

and patient dissatisfaction (Czapka et al., 2019; Jacobs & Diamond, 2017; Kale & Syed, 

2010). Without proper ways of mitigating language barriers, medical communications 

in LDCs are likely to be ineffective, thereby negatively impacting the quality of care 

migrant patients receive, creating a burden for society due to additional costs 

incurred (Bischoff & Denhaerynck, 2010), and hampering the migrant population’s 

access to healthcare (Al Shamsi et al., 2020; Chiarenza et al., 2019; Lebano et al., 2020).

The Six Function Model of Medical Communication (De Haes & Bensing, 2009) 

outlines six goals: 1.) fostering a relationship, 2.) gathering information, 3.) 

providing information, 4.) decision-making, 5.) enabling disease and treatment-

related behaviours, and 6.) responding to emotions that guide HCPs in meeting 

patients’ cognitive and affective needs intertwiningly to reach effective medical 

communication. When HCPs successfully meet these six goals, they likely fulȟl 

patients’ needs; they can help patients understand their illnesses and what 

actions need to be taken (i.e., cognitive needs), as well as ensure patients feel 

understood, supported, and respected (i.e., affective needs). Establishing if each 

goal is met effectively is determined by observable consequences resulting from the 

instrumental and affective communication strategies used, i.e., behaviours displayed 

by HCPs to convey information (e.g., repeating/rephrasing medical jargons, etc.) 

and build a connection (e.g., engaging in small talks, etc.) (see De Haes & Bensing, 

2009; Ha Dinh et al., 2016; Riess & Kraft-Todd, 2014; Wittink & Oosterhaven, 2018 for 

other communication strategies). Using these communication strategies as stand-

alone strategies in LDCs is insufȟcient though. For instance, simply repeating and 

rephrasing information in HCPs’ language will not increase low language proȟcient 

(LLP) migrant patients’ understanding, as these instrumental communication 

strategies do not combat the main barrier – the language barrier (Czapka et al., 

2019; Landmark et al., 2017). As the current framework was developed for language-

concordant consultations, research on the communication strategies HCPs use in 

LDCs to achieve the six goals of LLP migrant patients’ needs and mitigate language 

barriers is lacking. This is problematic as HCPs currently lack clear guidance on what 

2
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combinations of communication strategies they can use to effectively communicate 

in LDCs and improve the quality of care for migrant patients (Schouten et al., 2020).

For instance, to mitigate language barriers in LDCs, HCPs can work with interpreters 

(professional, ad-hoc, and informal) and use digital tools (Chang et al., 2021; 

Hadziabdic et al., 2014). Amongst the three types of interpreters, professional 

interpreters provide the most accurate medical interpretations, help safeguard 

migrant patients’ safety, and raise the overall quality of communication for patients in 

LDCs (Flores, 2005). Nonetheless, HCPs underuse professional interpretation services 

because of shortage of time, lack of availability, and fear of upsetting the patient if 

they have arranged their own (informal) interpreter (Chang et al., 2021; Karliner et 

al., 2007). Hence, HCPs often resort to working with families as informal interpreters 

(Kale & Syed, 2010; Meeuwesen et al., 2012). Though family members can provide 

additional medical histories about the patient, advocate on the patient’s behalf, and 

provide strong emotional support (Hadziabdic et al., 2014; Zendedel et al., 2016), family 

members are ineffective interpreters. This is because their lack of medical training 

causes them to provide inaccurate translations and sometimes, they may even ȟlter 

out information for personal agendas, thereby raising ethical concerns (Zendedel 

et al., 2016).

Besides involving interpreters, HCPs can use digital tools (e.g., Google Translate) to 

translate simple medical information into the patient’s mother tongue. Sole usage 

of digital tools often leads to clinical errors though, as HCPs are unable to fact-check 

translated texts and digital tools often provide literal translations instead of culturally 

attuned translations (Downie & Dickson, 2019; Turner et al., 2019). Digital tools may 

also hinder meeting migrant patients’ affective needs when HCPs neglect using non-

verbal cues (e.g., maintaining eye contact) due to technology usage during medical 

encounters (Vieira et al., 2021). When ad-hoc interpreters, informal interpreters, and 

digital tools are used by default as substitutions for professional interpreters, this 

decreases the chance of migrant patients’ cognitive and affective needs being met 

(Heath et al., 2023; Panayiotou et al., 2019). This translates into issues such as the 

inability to navigate the healthcare system (e.g., knowing their rights) or feelings of 

alienation and discrimination (Rocque & Leanza, 2015; Schinkel et al., 2019; Steinberg 

et al., 2016; Van den Broek, 2021).

To reach effective medical communication in LDCs, HCPs should work with 

interpreters and use digital tools in combination with instrumental and affective 

communication strategies advised by the Six Function Model of Medical 

Communication in a culturally and linguistically tailored manner. As there is a dearth 
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of research on how HCPs currently use these communication strategies, this study 

aims to identify, among a heterogeneous group of HCPs, which strategies they use 

to bridge language barriers in LDCs. Results of this study may contribute to updating 

the current Six Function Model of Medical Communication in such a way that it can 

provide HCPs with an overview of the communication strategies they can use to meet 

speciȟc communication goals they aim to achieve, thereby fulȟlling migrant patients’ 

cognitive and affective needs and promoting effective communication in LDCs. As 

a consequence, HCPs may receive better guidance on navigating LDCs and deter 

them from adopting the ‘getting-by’ approach (i.e., relying on some communication 

strategies and underutilising professional interpreting services) (Diamond et al., 

2009). This will help ensure migrant patients receive accurate medical information 

and are well-engaged in their healthcare decisions. By emphasising the importance 

of using culturally sensitive communication approaches and highlighting the 

emotional impact of language barriers on migrant patients, the updated framework 

can also help HCPs to foster trusting patient-provider relationships. In sum, this study 

aims to answer the following research question:

From the perspectives of healthcare providers, what communication strategies 

do they report using to meet the goals of the Six Function Model of Medical 

Communication while mitigating language barriers during language-discordant 

consultations?

Methods

Study Context

This study is part of a larger study, Right2Health2, funded by the Dutch Research 

Council. We employed a qualitative study design, and semi-structured interviews 

were conducted with Dutch HCPs.

Recruitment and Consent

The Amsterdam School of Communication Research (ASCoR) (2022-PC-14489) and 

the board of the Medical Ethical Committee of the Amsterdam UMC; location AMC; 

Amsterdam (W22_032 # 22.062) approved this study.

2	 Right2Health is a consortium comprised of the University of Amsterdam (UvA), Catholic Universi-

ty of Leuven (KU Leuven), Utrecht University (UU), and University of Ghent (UGhent). Right2Health 

will develop and evaluate an evidence-based decision-aid for helping HCPs and migrant patients 

to make shared decisions on the communication strategies they can use to mitigate language 

barriers and reach an effective communication.

2
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To generate a heterogeneous sample of HCPs, purposive and snowball sampling 

were used. Researchers (B. S., J. S., J. W.) contacted their respective networks of 

HCPs through email, where the researchers brieȠy stated what the project entailed. 

Those interested were then referred to the primary researcher (B. C.) who emailed 

them with an information letter and informed consent form. Interested participants 

were then forwarded to trained research assistants to schedule the interviews. Other 

participants were recruited via snowball sampling by asking participants about 

other HCPs who treat migrant patients and may be interested to participate in this 

study. These potential participants were then contacted the same way as with the 

purposive sampling method. All participants gave written informed consent.

Participants

The inclusion criteria were HCPs aged eighteen and above, based in the Netherlands, 

and actively treating migrant patients at least twice monthly. This selection was 

guided by several factors. First, a scarcity of HCPs in the Netherlands exclusively 

devoted to treating migrant patients led to the dispersion of this group’s admissions 

across healthcare institutions. Second, a prior study (Dias et al., 2012) uncovered 

limited daily interactions between nurses, doctors, and migrant patients. Finally, we 

determined that treating a couple of migrant patients monthly provided adequate 

exposure for HCPs to recall communication strategies used in LDCs, negating the 

necessity for a higher frequency to ensure reliable responses to interview questions. 

Therefore, the inclusion criterion was established for HCPs actively treating migrant 

patients at least bi-monthly.

27 HCPs from different disciplines were interviewed (M
age

 = 45.07, SD = 11.46): general 

practitioners (n = 7), nurses (n = 3), mental healthcare providers (n = 4), and medical 

specialists (e.g., paediatricians, infectious disease specialists, etc.) (n = 13). Table 1 

depicts participants’ demographic information. The sample size of this study was 

determined based on theoretical saturation (Francis et al., 2010).

Data Collection

Data collection took place between February 2022 to May 2022. None of the 

interviewers had prior relationships with the participants. Interviews were conducted 

independently by the ȟrst author (B. C.) and two trained research assistants. 

Seventeen interviews were conducted in English and ten in Dutch. All interviews were 

audiotaped and transcribed verbatim, and the Dutch transcripts were translated 

into English before analysis. BC provided background information and guidelines 

to the translator, who had previous experience with qualitative research to ensure 
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reliability. Face-to-face interviews (n = 8) were conducted at the HCPs’ ofȟce and 

online interviews (n = 19) were conducted via video call. On average, the interviews 

lasted an hour.

Table 1

Background Characteristics of Healthcare Providers (N = 27)

Characteristics n % or mean

Gender

  Female 15 55.56

  Male 12 44.44

Age (mean) 45.07 (SD = 11.46)

Religion

  Catholicism/Christianity 4 14.81

  Judaism 1 3.70

  Islam 2 7.41

  None/Prefer not to say 20 74.07

Country of birth

  Netherlands 24 88.89

  Other 3 11.11

Specialisation 

  General practitioner 7 25.93

  Specialist 13 48.15

  Nurse 3 11.11

  Mental health provider 4 14.81

Years in current practice

   0 – 5 5 18.52

   6 – 10 6 22.22

  11 – 15 5 18.52

  16 – 20 3 11.11

  21 + 8 28.57

The topic guide for the interviews consisted of two parts and Table 2 shows an 

overview of questions reported in the current paper. The questions were developed 

using the Six Function Model of Medical Communication (De Haes & Bensing, 

2009) and were revised based on discussions made with the entire Right2Health 

consortium.

2
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Table 2

Part 1 of Semi-Structured Interview Topic Guide

Meeting cognitive needs: Main questions

1 What do you do to collect medical information from your patient?

2 What do you do to provide accurate information about your patient’s illness?

3 What do you do to check if they understood all information provided?

4 What do you to do understand the patient’s treatment preference and advising them how 
to follow the treatment plan?

5 Do you think there are some communication methods that could have been useful, but you 

did not use? What do you think stopped you from using them?

Meeting affective needs: Main questions

1 What do you do to meet the affective needs of the patient at the beginning of the 

consultation?

2 When you encounter a distressed patient, what do you do to resolve this?

3 What do you do to gain an understanding of the patient’s values and beliefs that are related 
to their cultural background and/or religion?

4 What do you do to ensure that your patient feels supported after the consultation?

5 Do you think there are some communication methods that could have been useful, but you 

did not use? What do you think stopped you from using them?

Additional probing questions for all main questions

1 Do you remember any speciȟc cases where a professional or informal interpreter was 
present? Was there a difference in the communication methods you used?

2 Based on your experience, do you also think there are differences depending on:

a.  Patients’ Dutch language proȟciency?
b.  Health condition and treatment phase?

c.  Patient’s sex and age?
d.  Patients’ level of acculturation?
e.  Patients’ health literacy?

Data Analysis

All interviews were independently coded with ATLAS.ti version 22.0.2 by B. C. and one 

trained research assistant. Data were analysed employing the constant comparative 

method from Grounded Theory (Charmaz, 2014). Two out of twenty-seven interviews 

were double-coded independently, and interpretative codes were discussed until 

mutual agreement had been achieved. The ȟrst two interviews were subsequently 

re-coded with the agreed codebook. No further revisions in the codebook were 

needed and the remaining interviews were coded and analysed deductively and 

inductively. Participants’ experiences were ȟrst deductively coded by the interview 

questions (e.g., communication strategies used in meeting cognitive and affective 

needs) in the topic guide. The extracted data were then analysed inductively to 

categorise the codes further by grouping relevant responses and themes that 
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emerged together within each topic guide question. Final pattern codes (i.e., key 

themes) were discussed among the research team until mutual agreement had 

been achieved.

Results

Themes

Five key themes emerged: 1) Getting-by with instrumental communication strategies 

in dyadic and triadic LDCs, 2) Getting-by with affective communication strategies in 

dyadic and triadic LDCs, 3) Using digital tools together with other communication 

strategies, 4) Working with various types of interpreters, 5) Involving additional 

support. HCPs spoke most about the communication strategies used to respond 

to emotions, and least about decision-making (see Figure 1 for the graph and the 

Appendix A for supplementary information).

Figure 1

Relative Frequency of Quotations Coded from All HCPs in Each Medical Goal

Relative frequency of quotations in each medical goal

Fostering the relationship

Gathering information

Providing information

Decision-making

Enabling disease & 

treatment related behaviour

Responding to emotions

18%

13%

16%

16%

11%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

26%

HCPs generally used communication strategies, digital tools, and interpreters in 

a sequential manner (Figure 2). HCPs often used instrumental communication 

strategies (e.g., gestures and lingua franca) and digital tools (e.g., Google Translate) to 

communicate with migrant patients who visited the consultation alone. When HCPs 

could not communicate with patients and their Dutch-speaking family members were 

2
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present, HCPs would involve them as informal interpreters. If informal interpreters had 

low Dutch- or English-language speaking proȟciencies, HCPs would involve ad-hoc or 

professional phone interpreters. Professional in-person interpreters were only involved 

in consultations requiring the discussion of complex medical issues.

Figure 2

HCPs Using Instrumental Communication Strategies and Interpreters Sequentially

Is migrant patient

able to use lingua

franca?

Use other

communication

strategies and digital

tools to support

Can the

family/acquaintances

be used as informal

interpreters?

Does the consultation

require discussing

complex medical

issues?

Is there

family/acquaintances

present at the

consultation?

Use ad-hoc or

professional phone

interpreters

Use

family/acquaintances

as interpreter

Use

professional

on-site interpreters

NO

YES

NO

YES

NO

YES

NO

YES

Sequence of HCPs using different types of interpreters

The key themes will be discussed under each medical goal from the Six Function 

Model of Medical Communication (De Haes & Bensing, 2009) (see Table 3 for an 

overview).
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Table 3

Linkage Between the Six Goals and Five Sub-Themes Emerged

Sub-themes 
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1 Getting-by with instrumental 

communication strategies

x x x x x

2 Getting-by with affective 

communication strategies

x x

3 Using digital tools together 

with other communication 

strategies*

x x x x

4 Working with different types of 

interpreters

x x x x x x

5 Involving additional support* x x x x

Note. This shows an overview of how the themes are related to the six goals in answer to our 

research question.

Fostering a Relationship

At the beginning of the consultation, HCPs described using some affective 

communication strategies to foster a relationship with migrant patients. Most HCPs 

said they engaged in informal chats with existing and new migrant patients in dyadic 

and triadic LDCs. The informal chats included speaking in the patient’s mother 

tongue and/or asking about their day. In dyadic LDCs with new migrant patients, 

HCPs used these chats as an assessment of whether or not to use a lingua franca:

“Once you know that they cannot speak or understand Dutch, I would 

propose a different language like English, and see if both our levels of 

English are suf˶cient to do the conversation.” (Female, 41, Internist)

HCPs attempted to increase migrant patients’ sense of trust too with informal chats, 

such as via expressing empathy. HCPs also informed patients that they prioritised 

their comfort, by reinstating that the consultation room was a safe environment. A 

few HCPs also mentioned asking for migrant patients’ expectations before gathering 

medical information:

2
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“[I] ask carefully what someone wants, […] how do you envision the treatment, 

what would you like?” (Male, 50, Practice Assistant Mental Healthcare)

HCPs reported using non-verbal affective communication strategies to build rapport 

and prioritise patients’ comfort in dyadic and triadic LDCs. More than half of the HCPs 

said they emphasised maintaining eye contact to ‘search’ for contact and to express 

concern. A few mentioned that they would maintain less eye contact with female 

migrant patients compared to male migrant patients. Sometimes, maintaining 

open body language was mentioned. Most HCPs described expressing friendliness, 

leaning backwards, or pointing towards the chair to invite migrant patients into the 

consultation space.

In LDCs where migrant patients were unable to communicate in a lingua franca, 

HCPs reported working with family members as informal interpreters frequently. 

However, before discussing medical concerns, HCPs indicated seeking migrant 

patients’ consent to use family as interpreters ȟrst. HCPs indicated doing so to show 

respect and eliminate potential conȟdentiality issues. Most HCPs said they engaged 

in informal chats with family interpreters too. While doing so, some HCPs explicitly 

explained that they would maintain eye-contact mainly with the migrant patient:

“I tell the daughter, OK, I’m gonna just look at your mom when I’m explaining 

things, even though I’m actually talking via you […] because I want to make 

the mother feel heard.” (Female, 29, Practice Assistant Mental Healthcare)

When family interpreters were unavailable, HCPs would arrange either an ad-hoc or 

professional phone interpreter. When HCPs said they used professional in-person 

interpreters, they were usually arranged beforehand with existing migrant patients, 

or arranged for rescheduled appointments with new migrant patients.

Gathering Information

After becoming acquainted, HCPs would move on to gather medical information 

from migrant patients. HCPs often adopted the ‘getting-by’ approach, mainly 

getting-by with lingua franca and gestures (i.e., asking migrant patients to point 

at body parts to indicate discomfort/pain) in LDCs to understand the patient’s 

illness. Due to limited linguistic understanding by using lingua franca and gestures 

only, HCPs said they usually asked close-ended questions instead of open-ended 

questions. Open-ended questions were only asked when migrant patients could 

adequately converse in a lingua franca.
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When HCPs faced circumstances where using lingua franca and gestures insufȟciently 

helped with the communication, HCPs said they used digital tools, namely, Google 

Translate. Sometimes, visuals were used, such as the digital Visual Analogue Scale3 and 

Google Images for gathering information about migrant patients’ physical wellbeing 

and emotional state. Only two HCPs mentioned using other digital tools (e.g., apps, 

patient portals, etc.) to gather information. One HCP said she would ȟll out an online 

questionnaire together with the migrant patient during the consultation to help the 

patient with understanding what was being asked:

“If it’s not possible, then I will just do it by hand and let them ˶ll out [the 

questionnaire] in session.” (Female, 29, Practice Assistant Mental Healthcare)

When professional and ad-hoc interpreters were involved, HCPs described using 

instrumental communication strategies, such as asking questions, in a ‘normal’ 

way, i.e., similar to language-concordant consultations. However, professional in-

person interpreters were only used when HCPs needed to gather information about 

complex and difȟcult medical situations. When family interpreters were involved, 

HCPs mentioned avoiding asking relatively ‘private’ questions (e.g., about sexual 

health). If required, HCPs would reschedule the appointment:

“Sometimes I say, listen, we need to [make] another appointment because 

[it is] not OK to discuss [this] with your family member here.” (Female, 63, 

General Practitioner)

Providing Information

After gaining an understanding of migrant patients’ illnesses, HCPs moved on to 

providing information about their diagnoses. When HCPs could use lingua franca in 

dyadic LDCs, they continuously use it in combination with the following instrumental 

communication strategies: simplifying the information and providing information 

in small chunks. As providing simpliȟed information in small chunks required more 

time than available in one consultation, almost all HCPs said they would schedule 

multiple consultations. More than half of HCPs also provided written information 

in Dutch or English to migrant patients who understood these languages. Few 

provided written information in migrant patients’ mother tongue. For HCPs who 

did not provide written information, they noted most migrant patients had low 

3 For measuring migrant patients’ acute and chronic pain levels.

2
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reading literacy based on their personal experiences. To ensure that they could still 

get medical information across, these HCPs would use visuals instead – by making 

drawings to demonstrate the medical procedure.

HCPs frequently described asking migrant patients multiple times in dyadic LDCs 

for veriȟcation of understanding all medical information:

“I ask, ‘Did you understand?’ I’ll ask it two or three times if necessary.” 

(Female, 64, Mental Healthcare Provider)

Few HCPs indicated using the teach-back method (i.e., asking patients to make 

summaries of information provided) with patients who spoke a lingua franca. 

However, when asked about how the teach-back method was used, HCPs only 

described asking migrant patients if they understood the information provided.

When lingua franca and gestures insufȟciently helped with information exchange, 

HCPs mentioned using Google Translate to translate common languages (e.g., 

Turkish, etc.), or translation websites for rarer languages (e.g., dialects, etc.). Both 

tools were used to translate short sentences when they faced time constraints and 

the inability to ȟnd interpreters specialising in languages of lesser/limited diffusions. 

If educational videos were available, few HCPs would provide links to such videos to 

their migrant patients.

When HCPs worked with different types of interpreters, they worked with them in 

combination with all the instrumental communication strategies mentioned above. 

The main difference though, was that visuals (e.g., drawings) were not used.

Additionally, when professional in-person interpreters were involved, all HCPs 

described that they would provide medical information in the same way as they do in 

language-concordant consultations. Ad-hoc interpreters were also involved in a similar 

manner. When informal interpreters were present, all HCPs still described simplifying, 

providing medical information in small chunks, and asking for veriȟcations on patients’ 

understanding. Many HCPs said they would provide written information in English or 

Dutch for migrant patients’ families acting as interpreters to take home.

Decision-Making

After exchanging information, the next step for HCPs is to engage patients in 

decision-making. However, only a few HCPs who communicated with migrant 

patients in a lingua franca asked questions about patients’ beliefs and values. HCPs 
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who explored migrant patients’ (spiritual) beliefs and values were those who treated 

complicated medical cases:

“I do operations where they have tumors, it’s very important [to know] what 

you want, what values and wishes you have.” (Male, 59, Internist)

Some HCPs said they asked general questions to gain some knowledge about their 

patients’ preferences, but often, these questions remain trivial:

“What do you fear when you take this medication? Are there other ideas 

you have about your disease which make you uncomfortable taking the 

medication?”( Female, 41, Internist)

When HCPs asked about how they came to a ȟnal treatment decision, most said 

they made joint decisions with migrant patients. A few said that they took the lead 

and made the decision for them. One HCP said that he left it to the migrant patient 

to make the decision.

When interpreters were involved, the instrumental communication strategies used 

differed depending on the type of interpreter. When professional phone interpreters 

were used, few HCPs asked about migrant patients’ backgrounds and beliefs. When 

professional in-person interpreters were used, HCPs would ask questions about both 

topics. Similarly, when ad-hoc interpreters were used, both topics were explored too. 

However, HCPs said they would ask more about the migrant patients’ values instead 

of their personal background. On the contrary, when informal interpreters were used, 

only questions about migrant patients’ beliefs were asked.

Enabling Disease and Treatment-Related Behaviours

When enabling disease and treatment-related behaviours, HCPs got-by with the 

same instrumental communication strategies mentioned under gathering and 

providing information: lingua franca, simplifying information, providing information 

in small chunks, providing additional written information, and asking questions 

to discuss, explain, and check patients’ understanding of the treatment process. 

However, in addition to those, they also often involved additional support – especially 

if migrant patients have visited the clinic alone. Most HCPs asked about their living 

situation and their social circles to explore who can support and promote their 

treatment-related behaviours:

2
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“I explore what their social environment is. When relevant, ask them who 

do you have [as] your friend, do you have family, what kind of work do you 

do, whom do you meet, whom do you trust?” (Male, 48, Internist)

When HCPs treated migrant patients who described having no available network, 

they often said they would involve additional support from nurses, professional 

caregivers, and/or the migrant patients’ general practitioners and neighbours after 

the consultations.

When professional phone interpreters were used, all HCPs said they enabled migrant 

patients’ treatment-related behaviours the same way as they would in dyadic LDCs. 

When professional in-person and ad-hoc interpreters were present, HCPs said that 

they would also focus on asking migrant patients about their living situation and 

social context. However, with family interpreters, all HCPs said they would ensure 

migrant patients’ family understood the treatment by using the teach-back method. 

To improve understanding, HCPs also provided written information in Dutch or 

English, depending on the language they have been communicating in, for family 

members to take home:

“I let them read it back; sometimes I also give them a note, I write it down 

and I’ll give the most important information on the paper.” (Male, 33, Internist)

Responding to Emotions

Through the consultation, HCPs should respond to migrant patients’ emotions. In 

dyadic and triadic LDCs, HCPs described using silences and maintaining eye contact 

the most to comfort migrant patients experiencing negative emotions. Few HCPs 

mentioned paying attention to responses that were questions to gauge migrant 

patients’ concerns. Additionally, only few HCPs said that they would verbally ask 

their migrant patients about their emotions, as most HCPs said they used silence to 

provide migrant patients space to express their (negative) emotions and to observe 

their emotions. Similar to how HCPs maintain eye contact at the beginning of the 

consultation, HCPs also use it towards the end of the consultation to ‘search’ for 

emotional cues with migrant patients.

In consultations where HCPs felt the need to gauge migrant patients’ emotional 

wellbeing, they expressed using Google Translate or translation websites to ask 

them about it, especially if they had predominantly been communicating with it. 

Some HCPs mentioned using Google Images to gauge migrant patients’ emotional 
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wellbeing. Such strategy was often used with migrant patients who could not 

converse in a lingua franca.

HCPs expressed using the same set of affective communication strategies when 

different types of interpreters were involved. The only difference lied in working 

with professional phone interpreters. While almost all HCPs said to put an emphasis 

on maintaining eye contact with the patient, some HCPs said they would avoid 

remaining silent, as that makes the consultation ‘awkward’ as the professional phone 

interpreter is unaware of the situation. Some HCPs also said that they would avoid 

asking migrant patients about their negative emotions explicitly with a professional 

phone interpreter. Instead, they focused on discussing remaining treatment concerns 

or explored migrant patients’ social environment to see how they can cope with 

negative emotions.

When professional in-person interpreters were involved, they would verbally 

respond to migrant patients’ emotions just as they would in language-concordant 

consultations. If HCPs detected an amicable relationship between the migrant 

patient and family member in the beginning, they would not explore the need for 

involving others as HCPs saw them as sufȟcient support.

Discussion

The current study explored the communication strategies used by HCPs in LDCs 

to achieve the six goals of meeting the cognitive and affective needs of migrant 

patients while mitigating language barriers. HCPs predominantly used instrumental 

and affective communication strategies as suggested by the Six Function Model of 

Medical Communication with migrant patients, when there was a language barrier. 

They also relied on Google Translate and other translation websites, although other 

types of digital tools (e.g., digital question-prompt lists) are available. Although free 

professional interpreting services are available in some healthcare settings in the 

Netherlands, HCPs made minimal use of them. They often saw it as a last resort, 

citing time constraints and the lack of immediately available interpreters as the 

main barriers (Schouten et al., 2020). Therefore, although working with professional 

interpreters may be ȟnancially feasible, they are still underutilised; HCPs mainly rely 

on ‘getting-by’ in both dyadic and triadic LDCs (Diamond et al., 2009; Hsieh, 2015; 

Jones et al., 2019).

Some possible explanations for why HCPs in LDCs often ‘got-by’ may be their high 

perceived conȟdence in overcoming the language barrier, an overestimation of 
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their own and migrant patients’ language skills, and the perceived simplicity of 

the topic of the consultation (Lion et al., 2021; MacFarlane et al., 2020; Steinberg 

et al., 2016). Although it is unclear whether the HCPs in this study were aware of 

the Dutch guidelines for interpreting in healthcare (Kwaliteitsnorm Tolkgebruik 

Bij Anderstaligen in de Zorg, n.d.), they implicitly followed them. That is, HCPs are 

less likely to use interpreting services if they think that the consultation will be 

straightforward (i.e., the conversation can remain at a superȟcial level) and believe 

that the (migrant) patient will be able to understand them without additional help. 

Some HCPs argued that when interpreters are present, conversations become 

indirect and this interferes with their ability to achieve certain goals, such as 

gathering information (MacFarlane et al., 2020). They would therefore resort to using 

instrumental communication strategies (e.g., minimal lingua franca), rather than 

using professional interpreters. However, the extent to which these communicative 

behaviours are useful in LDCs is questionable. When HCPs persistently repeat and 

rephrase medical information to migrant patients, patients often respond minimally, 

suggesting that migrant patients have little to no understanding (Czapka et al., 2019; 

Landmark et al., 2017).

Although this study showed that HCPs in LDCs were mainly ‘getting-by’, this study 

is able to extend the Six Function Model of Medical Communication with two key 

ȟndings. First, digital tools, namely Google Translate and translation websites, were 

most commonly used. This is likely because it is free, easy to access and use, and 

reduces the length of the consultation compared to using interpreting services 

(Albrecht et al., 2013). Another possible reason is that HCPs may perceive interpreters 

as unreliable due to previous negative experiences (Bischoff & Denhaerynck, 2010). 

In this study, HCPs described professional interpreters as being unprofessional 

because they provide poor quality of interpreting and introduce new communication 

problems. Therefore, HCPs may opt for the more ‘convenient’ option – of using 

online translation tools. As the use of online translation tools is commonly observed 

in existing research (e.g., Albrecht et al., 2013), we propose to extend the current 

framework by adding the use of digital tools with instrumental communication 

strategies as an additional strategy to gather information, provide information, 

enable disease and treatment-related behaviours, and respond to emotions.

The second key ȟnding that emerged was the reliance of HCPs on others to achieve 

the goals of gathering and providing information and enabling treatment and 

disease-related behaviours. In dyadic LDCs, HCPs would seek additional support 

from migrant patients’ general practitioners or mental health providers. In triadic 

LDCs, although HCPs expressed concerns about the language skills of informal 
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interpreters, they still relied on informal interpreters to achieve these goals. This 

may be because HCPs are aware that some migrant patients have a high level 

of trust in family members (Parial et al., 2022). Therefore, HCPs often ensure that 

informal interpreters understand treatment plans, rather than ensuring that the 

migrant patient fully understands. When HCPs cannot rely on informal interpreters, 

they turn to migrant patients’ GPs or try to explore their social networks, such as 

patients’ neighbours. Therefore, we propose to add ‘involving additional support’ as 

an extension under ‘gathering and providing information’, and ‘enabling disease- and 

treatment-related behaviours’ in the framework.

Our ȟnal ȟnding indicated that HCPs tended to focus on migrant patients’ 

understanding by simplifying medical information in dyadic and triadic LDCs 

by asking close-ended questions. HCPs often simply sought migrant patients’ 

conȟrmation of understanding rather than using the teach-back method (i.e., asking 

them to summarise the information provided), and almost none explored migrant 

patients’ personal backgrounds or value systems to engage in shared decision-

making. These communicative behaviours suggest that HCPs do not engage in a 

true two-way interaction, but instead treat the consultation as more of a technical 

task (Jones et al., 2019). This may be because HCPs assume that migrant patients 

would not understand the information or be able to explain their situation well. This 

lack of interaction raises ethical concerns, as the HCPs in this study were unable to 

provide evidence that their migrant patients would struggle to communicate. This 

means that HCPs treat migrant patients differently from non-migrant patients. These 

differences in communication are considered to be a form of indirect discrimination, 

as they may impede access to and quality of healthcare for migrant populations 

(Al Shamsi et al., 2020; Chiarenza et al., 2019; Lebano et al., 2020). It is possible that 

these assumptions are being used as an (unconscious) rationalisation to keep the 

conversation at a superȟcial level and avoid in-depth conversations, which can be 

tedious and slow. As a result, migrant patients may feel alienated, helpless, frustrated, 

and discriminated against (Rocque & Leanza, 2015; Schinkel et al., 2019; Steinberg et 

al., 2016). This highlights the need to work with professional interpreters to ensure 

that both the cognitive and affective needs of migrant patients are met.

Study Strengths, Limitations, and Suggestions for Further Research

The results of our study have helped extend the Six Function Model of Medical 

Communication by identifying the communication strategies used by HCPs to 

mitigate language barriers in LDCs. By collecting qualitative, open data from 

HCPs of various specialisations, we have also gathered evidence on the variety of 
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communication strategies that HCPs use to meet speciȟc medical goals across 

different types of consultations. Simultaneously, our data also highlight that many 

communication strategies (e.g., digital tools, professional interpreters, etc.) are 

underutilised. Such ȟndings can inform policymakers on updating existing guidelines 

for tackling language barriers. This will help shift HCPs’ current approach—the 

‘getting-by’ approach—to an approach that will allow migrant populations to receive 

better standards of care and improve their health outcomes overall.

However, this study is not without limitations. First, the HCPs interviewed did not 

differentiate the communication strategies they used between different types of 

patients. They did not describe tailoring the choice of communication strategies to 

the speciȟcs of the patient’s cultural and linguistic background. This means that, 

although we were able to provide an overview of how HCPs deal with migrant 

patients in general, observations on how HCPs deal with language barriers arising 

from the variability of languages, such as languages with limited distribution and the 

difȟculty of ȟnding appropriate translation tools, are limited. Second, we attempted 

to explore potential differences in the communication strategies used based on 

migrant patients’ sociodemographics. However, it was difȟcult for HCPs to recall 

all the nuances in retrospective interviews. Therefore, we subsequently dropped 

the probing questions. Finally, as our research question focused on uncovering 

which communication strategies were used in LDCs, this study lacked in-depth 

observations on HCPs’ reasoning for choosing certain communication strategies 

over others.

To address these limitations, future research should attempt to broaden the 

participant demographics and interview HCPs working in medical settings that 

treat migrants with asylum-seeking or refugee backgrounds. In addition, conducting 

interviews with a diverse range of migrant populations will help to identify and verify 

the communication strategies that HCPs use to interact with them. Finally, we also 

suggest conducting observational analyses to systematically examine how HCPs 

use communication strategies in practice with different migrant patient groups. 

Such future studies will help highlight the speciȟc communication challenges 

faced by different migrant groups, thereby identifying the many layers (e.g., indirect 

discrimination, power differentials, trust issues, etc.) that further complicate the 

communication (Schouten et al., 2023). Doing so will enable the development of 

multi-layered interventions to improve the quality of communication and healthcare 

for LLP migrant patients.
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Practical Implications

HCPs’ getting-by approach reȠects that they do not tailor the communication 

strategies used in LDCs to the needs of migrant patients. As they cited time and 

lack of immediate availability of professional interpreters as the main barriers, this 

shows the choice of communication strategies used was driven by pragmatism. 

To ensure HCPs prioritise involving professional interpreters and are aware of the 

beneȟts of using multiple communication strategies together, more awareness 

about the positive impact of tailoring communication strategies according to the 

patient’s cultural and linguistic background is needed. Guidelines should also be 

developed to equip HCPs with knowledge of what combinations of communication 

strategies are best used during different consultations, thereby reshaping their 

current communicative habits.

Conclusion

The choice of communication strategies used by HCPs in LDCs is largely driven by 

pragmatism, rather than ensuring that language barriers are mitigated as much as 

possible. They mainly ‘get-by’ in LDCs, using communication strategies, digital tools, 

and interpreters sequentially. Although digital tools and professional interpreters can 

be good solutions for reducing language barriers, both remain underused. Guidelines 

and interventions need to be developed to improve HCPs’ existing knowledge and 

skills about the variety of communication strategies, digital tools and interpreters 

available. This will help HCPs identify optimal ways to use all available resources 

to overcome language barriers arising in different medical scenarios. This will also 

safeguard effective medical communication in LDCs, thereby bringing about 

a positive change in the quality of communication for LLP migrant patients and 

enhance their quality of care.
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