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Highlights 

 

Health professionals find it difficult to decide whether an interpreter is needed 

 

Health professionals’ attitudes and goals affect their decision making about 

interpreters  

 

There is marked variability in the decision-making process individual health 

professionals use 

 

Training is needed, including a decision tool, to assist health professionals’ 

decisions 

 

 

Objective:  To examine how health professionals decide whether family members require an 

interpreter. 

Methods:  69 health professionals, doctors, nurses, and allied health, from neonatal and 

pediatric units participated.  Interviews used a verbal protocol analysis, which elicited their 

thoughts about using interpreters, including how they decided if an interpreter was needed.  

Results:  Five themes captured the decision-making process health professionals use. Of 

these, three themes described the goals and beliefs participants brought to their interactions 

with family members: Ensuring understanding, Addressing socioemotional needs, and Who 

decides.  The theme Assessing understanding was prominent within the interaction, while the 

final theme was Contextual factors influencing decision making.  No differences were found 

between mono and multilingual participants, and few differences between health professional 

groups. 

Conclusion: Health professionals find it difficult to assess whether a family member needs 

an interpreter and there is no consistency in how they make this decision, with some using 

heuristics and others a more systematic approach.  Health professionals have beliefs about the 

purpose of an interpreter that potentially limit the voice of family members. 

Practice Implications:  Health professionals need training to assist them in decisions about 

whether an interpreter is needed, including a decision tool and knowledge about policies.   

Keywords: health communication; interpreter; decision-making 
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How do health professionals decide when an interpreter is needed? 

1. Introduction 

Optimal health service delivery in hospitals depends in part on effective 

communication with patients and families, particularly in neonatal and paediatric units, where 

family-centred models of care (FCC) require collaborative relationships between staff and 

parents to care for child patients [1, 2].  Although medical care of the child is the primary 

focus, health professionals (HPs) are expected to involve parents in decision making and their 

infant’s care [1, 3]. Thus, staff use communication to empower parents, provide information 

about the child’s progress, and build relationships [2, 4, 5].  However, for HPs engaging in 

FCC with families with low host language proficiency (LHLP), language and other cultural 

differences are barriers to FCC [6-8], with implications for quality of health care, including 

culturally competent care [8]. This is an increasing problem in Australia (and other 

countries), as numbers of international tourists, immigrants, and refugees with LHLP increase 

[9]. To facilitate communication with LHLP families, HPs often rely on interpreters. 

However, little is known about how HPs decide whether a family requires an interpreter, 

which is the focus of the current study.  

1.1.Communicating with LHLP patients and families 

 HPs experience difficulties in communication with LHLP patients in general [10], and 

with LHLP families in neonatal and paediatric units specifically [8, 11-13].  Nurses describe 

having less communication, less informal communication such as chatting, more intergroup 

communication, and more focus on ensuring parents understood information with LHLP 

families [13]. This is inconsistent with parent preferences for nurse communication [4, 14], 

although LHLP families in neonatal and paediatric units’ preferences have not been 

examined, although a study in cancer care found migrant groups differed in their 

communication preferences [15].   
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To facilitate communication with LHLP patients and families, HPs may use 

interpreters.  Indeed, in many countries, including Australia [16], interpreter use is mandated, 

with policies outlining when an interpreter should be used and who can be used as an 

interpreter.  When communicating with LHLP patients, HPs may use various interpreters, 

including professional interpreter services (in-person or telephone), bilingual staff members, 

and family members, however in our country professional interpreters are mandated in most 

situations.  

The utilization of professional interpreters improves patients’ and families’ 

satisfaction with clinicians and clinical care [17-20]. A systematic review found professional 

interpreters raised the quality of care of LHLP patients to a level similar to patients without 

language barriers, and improved care more than ad-hoc (i.e., bilingual staff/family) 

interpreters [21]. Professional interpreter utilization may also reduce health service costs.  

While a Swiss study found utilizing interpreters meant higher short-term health costs for 

those with language barriers [22], a study of physicians in a paediatric emergency department 

(ED), found treatment was most cautious and expensive for LHLP patients when no 

interpreter was utilized [12].  Relatedly, Jacobs et al [23] found utilization of interpreters in 

ED did not increase long-term costs of patient care, because interpreter costs were offset by 

decreased costs from the subsequent reduction in ED visits for those who had an interpreter.  

However, not all studies find benefits of interpreters. For example, Ngo-Metzger et al [24] 

found utilizing interpreters for patients with language discordant providers made 

interpersonal care (e.g., respect and adequate explanation) worse.     

Despite researchers and policy-makers advocating for utilization of interpreters, there 

is extensive evidence of under-utilization of professional interpreters in health care. 

Queensland Health [25] reported nearly half of clients with LHLP did not receive an 

interpreter each time they visited a facility, despite legislation mandating utilization of 
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professional medical interpreters.  A US study similarly found in EDs only 69% of LHLP 

patients had any interpreter [26], and another US study found interpreters were utilized only 

60% of the time with physicians and 37% with nurses [27].  Nurses rarely utilize interpreters, 

even when professional interpreter services are available, and despite recognizing the benefits 

of interpreter services [28].  Instead, HPs report “making do” by utilizing ad-hoc interpreters.  

There is some utilization of bilingual staff (10% in [26]), however family members are 

utilized more frequently [26, 28-31]. Moreover, contrary to most hospital policies, one study 

found for 20% of medical residents utilizing child interpreters was not rare [31]. Doctors 

recognise they under-utilize professional interpreters, weighing the value for clinical 

decision-making against their time constraints, and the availability and poor quality of 

interpreter services, with family members or staff members seen as more convenient [18, 28].  

Doctors normalise under-utilisation, despite acknowledging it influences patients’ care [18].  

There is also evidence patients and family members may be satisfied with or even prefer 

family member interpreters [32]. 

 In summary, interpreters, particularly professional interpreters, generally improve 

clinical care, yet are under-utilized.  Some research has demonstrated reasons for this under-

utilization (e.g., time constraints, norms).  However, what has not been examined is how HPs 

decide whether an interpreter, either professional or ad hoc, is needed or not, specifically with 

families in neonatal or paediatric units, where communication extends to FCC.  Yet incorrect 

decisions are consequential - not accessing an interpreter when one is needed affects patient 

satisfaction, clinical outcomes, and financial costs, and accessing an interpreter when one is 

not needed is costly. Our study examined HPs’ decision-making processes about whether 

family members need an interpreter.   

1.2 Theoretical approach 
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Our study was informed by the Heuristic-Systematic processing model of decision 

making (HSM) [33].  HSM proposes individuals use two strategies to process information: 

heuristic and systematic processing [34]. Heuristic processing enables quick and efficient 

decisions, through reducing cognitive effort for the decision maker, by using a subset of the 

available information and simple decision rules [34]. There are multiple heuristics people 

(including HPs) may use [35, 36]: satisficing, where HPs decide when they can provide good 

enough care without an interpreter; fast and frugal evaluations, where HPs makes decisions 

quickly and with limited information, such as “Can the person answer my questions?”; the 

availability heuristic, which relies on immediate examples that come to a person when 

evaluating another person (e.g., the last occasion when a HP needed an interpreter); and the 

representativeness heuristic, where a person is similar in essential characteristics to a HP’s 

stereotype of a person with LHLP, e.g., skin colour or dress. 

In contrast, systematic processing involves people making decisions by analysing 

information, hypothesis testing, and integrating thoughts and feelings. Systematic processing 

requires more cognitive effort [37], and is used more when making decisions with major 

consequences for either yourself or others [34].  Heuristic and systematic processing are not 

mutually exclusive and may occur interdependently, whereby systematic processing may 

become biased as the decision maker gathers or interprets information selectively, based on 

beliefs or attitudes [37].  For many years, systematic processing was thought to result in more 

accurate decision making. However, emerging evidence suggests heuristics are not only 

faster than a full appraisal of information, but may be more accurate than systematic 

decision-making in some contexts, including medical decision making [33].  Research has not 

examined whether HPs use heuristics or systematic processing more in their decision-making 

about interpreter use. In summary, our research question was “how do health professionals 

decide whether family members need an interpreter?”. 
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2.0 Method 

2.1 Context 

This study was conducted in a large tertiary hospital in Queensland, Australia with 

neonatal and paediatric units.  The hospital is located where 36% of the population were born 

overseas and 55% had one or both parents born overseas [38].  While many people born 

overseas are from English speaking countries, a significant number were born in non-English 

speaking countries, including China, Japan, India, and Philippines, and in 14.9% of 

households a non-English language is spoken [38].  The area is a significant overseas tourist 

destination.  The hospital is required to follow the Queensland Health policy regarding 

interpreter use [16], which requires an accredited interpreter when information is for 

significant health and/or health outcomes, and prohibits the use of children under 18 as 

interpreters.  In a medical emergency bilingual staff, followed by relatives or friends may be 

used.  

2.2 Participants 

Sixty-nine participants were recruited, and their demographics are presented in Table 

1.   

INSERT TABLE 1 ABOUT HERE 

2.3 Procedure 

 This study formed part of a larger study on decision making about interpreter use.  

Ethical approval was obtained from the University and the Hospital and Health Service 

Human Research Ethics Committees. The research team recruited participants directly during 

regular visits to the hospital, via flyers distributed in the units, and via email, depending on 

the process requested by each unit. Recruitment continued until the interviewers agreed 

saturation had been reached, and a representative sample from neonatal and pediatric units, 

health professions, and monolingual and multilingual staff had participated.   
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Three interviewers (the second and fourth authors, and a student, all psychology 

trained interviewers) conducted interviews in a quiet area within the hospital.  Participants 

were given consent forms and a brief demographics questionnaire. Interviews were 

approximately 20 minutes in length and digitally audio-recorded.  We used a verbal protocol 

analysis (“think aloud” method), a well-recognized technique for capturing ongoing or 

recently completed decision processes [39]. VPA elicits actual thoughts, not explanatory or 

descriptive responses [40], and avoids imposing structure on the participant’s decision-

making structure. The interview protocol is presented in Table 2 1 . Interviews were 

transcribed verbatim by research team members and a transcriber.  Two interviewers checked 

the accuracy of the transcriptions.   

INSERT TABLE 2 ABOUT HERE 

2.4 Analysis 

Analysis of the transcripts was undertaken using thematic analysis, based on Braun 

and Clarke’s [41] guidelines.  Salient themes were identified and coded inductively from the 

interview transcripts. The first and second authors (LJ and NS), psychologists with extensive 

experience in qualitative research, coded all transcripts. Initially they separately coded the 

same 5 interviews to develop a descriptive coding protocol. They then reviewed each other’s 

coding repeatedly during coding of the remaining interviews.  Grouping of themes was then 

undertaken by the first author, in consultation with the second author, until final themes were 

determined that captured the decision-making processes used by participants to decide 

whether an interpreter was needed.  The remaining authors read all transcripts and reviewed 

the final themes. After all interviews had been coded, we re-examined participants’ responses 

to the initial question (their first thoughts). We also examined whether the content of the 

                                                           
1 The terms interpreter and translator were both used in interviews, as many health professionals use the 
terms interchangeably. 

ACCEPTED M
ANUSCRIP

T



9 
 

themes differed by the unit the HP worked in, their health profession, and whether they were 

monolingual or multilingual. 

3.0 Findings 

Our analysis identified five themes, which together with the sub-themes and exemplar 

quotes are presented in Table 3.   Three themes were identified describing goals and beliefs 

participants brought to their interactions: Ensuring understanding, Addressing socioemotional 

needs and Who decides?.  Within the interaction participants stated they focused on 

Assessing understanding (fourth theme). Decision making was also influenced by the fifth 

theme, Contextual factors.  There were no differences between monolingual and multilingual 

participants, or different units for any theme. Furthermore, Assessing understanding was the 

only theme where health professional groups differed.   

INSERT TABLE 3 ABOUT HERE 

3.1 Ensuring understanding 

A key goal influencing decision making for most participants was Ensuring understanding.  

This theme had three sub-themes describing participants’ beliefs about: Whose 

understanding, Understanding what, and How much understanding.   

3.1.1 Whose understanding?:  

In describing who needed to understand, most HPs stated parents need to understand 

the HP’s message, suggesting they focused on the 1-way transmission of their information to 

the parent. A small number of HPs talked about parents being able to communicate with HPs, 

or HPs being able to understand parents.  However, these responses were often to the 

question about the pros and cons of using an interpreter, rather than to earlier interview 

questions, suggesting that while two-way communication was beneficial, it was not the most 

salient reason for engaging an interpreter.  
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In general, it was agreed the need for an interpreter did not extend to family members 

beyond the parents.  Many HPs also spoke about which parent needed to understand.  For 

some an interpreter was unnecessary if one parent was fluent in English, whereas for others 

an interpreter was important if one parent did not speak English fluently.  The decision that 

both parents needed to understand was motivated by two different beliefs.  Some HPs 

expressed the importance of both parents understanding.  Others were motivated by 

perceptions of whether the parent proficient in English could be trusted to interpret for the 

other parent.  The latter concern was mostly about fathers, and often referred to the cultural 

background of the father.   

Finally, a few participants spoke about interpreters only being necessary for doctors, 

rather than for other health professions.  

3.1.2  Understanding what?  

For many HPs understanding was mostly about parents understanding important or 

serious information, which was compared to “simple” or “small” information.   There were a 

variety of descriptions of what was important information, including prognosis, end of life, 

discharge, medical history, and acute medical crises.  Understanding was particularly 

important for parents being able to give informed consent.  However, for nearly all HPs, 

important or serious information did not include non-medical information, discussions about 

how parents provided care, such as breastfeeding, or shared decision making.  A minority of 

HPs also spoke about interpreters enabling understanding of culturally appropriate medical 

practices. 

3.1.2 How much understanding?:  

HPs varied as to what level of understanding was needed.  Some HPs stated complete 

or full understanding was important. In contrast, others stated parents needed to understand 

“enough”.  There was little description about how someone could determine what “enough” 
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understanding was, except that it included parents being able to consent and “important” 

information.   

3.2 Addressing socioemotional needs  

A goal for a smaller number of HPs was needing an interpreter to ensure parents felt 

heard; so that parents could raise concerns, discuss emotions, and feel comforted.  This, in 

turn, was related to reducing parental distress.  For example, one health professional 

described the comfort of hearing someone speak in their own language, and a small number 

talked about an interpreter allowing cultural sensitivity, and this being important for 

providing culturally appropriate communication.   

3.3 Who decides? 

Queensland Health policy states any health professional, or a patient or family member 

can request an interpreter. The majority of HPs believed the health professional should decide 

if an interpreter was needed.  However, while most allied health and nursing participants 

believed they should make the decision, others talked about the decision being the 

responsibility of the doctor or a manager.  Moreover, most participants spoke about 

individual HPs making the decision.  However, a small number of nurses, and some allied 

health participants, regarded the decision as one based on the assessment of two or more 

staff.  

Very few participants described asking parents if they wanted or needed an interpreter.  

Indeed, some HPs did not believe the request by some parents for an interpreter was 

legitimate.  It appeared parents’ preferences were mainly considered when they refused the 

offer of an interpreter.   

3.4 Assessing understanding 

The next theme, Assessing understanding, describes how within interactions HPs 

needed to assess a person’s understanding.  This is in addition to information in the patient’s 
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notes or from other HPs.  Many HPs spoke about it being difficult to assess understanding. 

HPs detailed a range of factors affecting assessments of understanding, including: people 

may say they understand but they don’t, stress reduces a person’s competency in both 

comprehension and expression, and people may not admit they don’t understand.   

In assessing a person’s understanding some HPs used a heuristic decision-making 

approach, whereas others engaged in more systematic decision making, and some used both.  

Nurses were more likely than other health professions to use heuristics, although many nurses 

also used a systematic approach.   

The first way of assessing understanding was the person’s membership of particular 

social categories. Those using this heuristic typically used one or more terms such as born 

overseas (or immigrant, refugee, tourist) or their appearance (skin colour, headwear, or 

dress).  Some HPs noted this could be combined with a second demographic factor, such as 

their education level or gender (where women were assumed to be less fluent).  Other HPs 

simplistically based their assessment of who needed an interpreter on did the person speak 

English or did they understand.  Some went on to say that they would also find out how long 

the parent had been in Australia or what language they spoke at home. 

Alternatively, or sometimes in addition, HPs engaged in a more systematic process of 

assessing the verbal and/or nonverbal behavior of the parent/s.  This assessment could 

involve a small range of behaviors or could be quite complex.  For example, a number of 

participants spoke about how the family members responded to questions.  Some combined 

social categories with a verbal assessment based on missing words. A complex assessment 

could involve multiple steps and indicators of understanding, including facial expressions, 

verbal and non-verbal responses, expressive and receptive language skills, and use of simple 

to complex questions and answers.  Some HPs talked about the importance of specifically 
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assessing fluency in understanding medical jargon, as a person might reasonably understand 

English for everyday situations, but need medical information translated.  

3.5 Contextual factors  

The final theme describes a range of Contextual factors that influenced participants. 

Participants’ beliefs about the excessive cost and lack of availability of interpreters 

influenced their decision making.  Time also influenced their decisions.  Participants talked 

about both being unable to wait due to the urgency of providing care, and whether their 

workload allowed time to organise an interpreter. It is noteworthy participants rarely 

described hospital policies and procedures about interpreter use informing their decision 

making.  Indeed, most participants expressed no knowledge of hospital policies, despite 

mandatory training, and multiple online policy and procedures documents within the hospital. 

Only 15 participants demonstrated clear knowledge of the content of these policies, with 42 

participants instead describing, in varying depth, how to access an interpreter, and ten having 

no knowledge at all. This did not differ across profession.  Those who had recently used an 

interpreter were more like to know about procedures, but no more likely to know about the 

policy. A typical comment was “I’m sure there are policies and procedures on translator use 

to begin with uhm…but I haven’t actually seen them myself or reviewed them”. 

4. Discussion and conclusions 

4.1 Discussion 

Our study examined factors influencing HPs’ decision making about whether family 

members need an interpreter. We found the goals and beliefs HPs brought to the interactions 

with family members, as well as their assessment within the interaction of a family member’s 

level of understanding, influenced their decision. Importantly, our study focussed on factors 

influencing whether they thought an interpreter was needed, not whether the family member 

received an interpreter.  However, situational constraints, such as time, availability, and cost, 
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that impact accessing an interpreter [18, 28], also influenced HPs’ decision-making 

processes.   

Underpinning HPs’ decision making was their beliefs about the purpose of having an 

interpreter, which HPs stated was to enable them to communicate their serious or important 

information, so that family members understood.  Their frame was a model of addressing the 

deficit of family members’ understanding, rather than a frame of ensuring they dialogue with 

family members. Understanding was for most HPs a one-way process, where family members 

needed to understand HPs’ messages, with few mentioning understanding what family 

members wanted to communicate to the health professional.  Very few HPs reported an 

interpreter was needed to communicate regarding non-medical aspects of patient care or 

socioemotional needs, with both mostly not considered serious or important information. This 

did not differ by health profession.  Thus, family-centred care was not a focus for HPs.  This 

is consistent with Diamond et al [18] and also Jones et al [13], whose neonatal nurses 

described interactions with a culturally and linguistically diverse parent as focused on 

ensuring understanding, rather than a 2-way interaction, development of a shared identity, or 

a more interpersonal interaction.  Moreover, while culturally competent care is a premise of 

family centred care [8], there was limited evidence in our study of HPs focusing on using 

interpreters to provide culturally competent care, with potential implications for parental 

well-being and patient care. Future research needs to consider both how LHLP parents 

perceive HPs focusing on the parent’s understanding, the impact on parents, and the impact 

on quality of care. Finally, despite the focus on ensuring understanding, how much 

information needed to be understood differed across HPs.  Future research should consider 

the implications for families where HPs focus on enough or complete understanding.  

There was some evidence of racial or ethnic stereotypes influencing HPs’ decision 

making.  Although there is no research evidence to confirm their beliefs, some HPs expressed 
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distrust of fathers from particular, mostly unnamed, racial or ethnic backgrounds.  These 

stereotypes, consistent with community attitudes in Australia [42], were about fathers who 

were controlling of the mothers, and suggested a lack of trust in certain men as interpreters. 

Interestingly, a Dutch study found women trusted their children more than their husbands to 

interpret, suggesting HPs’ perceptions may concur with some mothers’ preferences, though 

more research is needed [43]. 

 A further part of decision making was that within an interaction, HPs engaged in a 

process to assess the family member’s understanding.  Some HPs used a heuristic approach to 

their assessment, whereas others used more systematic processes.  For those using a more 

heuristic approach, there was evidence of the representativeness heuristic, whereby family 

members with a particular physical appearance were assumed to be non-English-speaking. 

HPs also used fast and frugal evaluations, describing using a first impression of English-

speaking ability, to make the decision.  This is unsurprising given HPs are time poor and 

health systems have constrained budgets.  

Our HPs described finding it hard to decide if an interpreter is needed.  This may 

explain in part the variability between HPs in how they were making this assessment.  

Research on interpreter use has previously found HPs acknowledge under-utilizing 

interpreters, and instead are often “getting by” without an interpreter [18].  Our study 

demonstrates a number of HPs are also “getting by” in the process they use to assess whether 

an interpreter is needed, through the use of heuristics that met a given threshold for 

acceptability [35], and seeking enough rather than complete understanding.  

Other HPs used more systematic processing, either alone or in combination with 

heuristics.  These HPs demonstrated heightened awareness of the verbal and nonverbal cues 

of family members and used a range of techniques to test a family member’s understanding. 
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Future research should examine which techniques are most accurate at predicting whether a 

person needs an interpreter. 

 Surprisingly, there were few differences between health professions, as well as 

between monolingual and bilingual staff.  There were suggestions interpreters are more for 

doctors than other HPs, and doctors were more often seen as both the person who could 

decide if an interpreter was needed and could decide as an individual rather than as a team.  

While not mentioned frequently these beliefs are contrary to hospital policies, although 

consistent with doctors having higher status and responsibility [44], or perhaps it is seen as 

part of their role.  Some nurses perceiving themselves as having less responsibility for the 

decision may in part explain why nurses used heuristics more. 

Limitations 

Our study, while using the think aloud technique to mimic real-life decision making, 

is nonetheless still self-report.  We have not examined what HPs do in practice, including 

whether those using a more heuristic vs systematic approach are more or less accurate in 

deciding when an interpreter is needed (acknowledging we know little about what is accuracy 

in interpreter utilisation decision-making). Future research could examine what happens 

when health professionals frame the decision as “when not to use an interpreter”.  In our 

study we also only examined how HPs decide if an interpreter is needed, not whether they 

use an interpreter.  The decision to get an interpreter implicates other factors including their 

knowledge about how to get an interpreter. We did not gather specific details about their 

frequency and recency of interpreter use, to systematically examine their influence decision 

making.  We also had a limited range of allied health professions and a small sample of 

doctors.   

4.2 Conclusion 
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There is strong evidence use of interpreters improves the healthcare delivery for 

patients and families.  However, our study demonstrates the decision about whether an 

interpreter is needed is one HPs find difficult, and there is no consistency in how they make 

this decision, with some using heuristics and others a more systematic approach.  Moreover, 

HPs have beliefs about interpreter use (the focus on 1-way communication and HPs deciding 

when interpreter needed) that potentially limit the voice of family members, with 

implications for both family members and patients. 

4.3 Practice Implications 

HPs find the decision about whether an interpreter is needed difficult, and one for which they 

rarely received training or other assistance.  There is also much variance in how they are 

making decisions, and what they consider to be ‘enough’ understanding.  Thus, there is a 

need to provide skills training in working with LHLP families. As a part of this, it may be 

useful to develop a decision tool to assist hospital HPs in their decision making about 

whether an interpreter is needed, building on the tool developed for general practitioners in 

NZ [45].  At the same time, it is also important to ensure that HPs are aware of policies 

regarding interpreter use, including who is responsible for organising an interpreter, whether 

it should be a team decision, and for which health professionals and what information. 
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Table 1. Participant demographic information  

Demographics Value 

Age M = 38.3 (SD = 10.3)  

Sex  

 M 14.5% (n = 10) 

 F 85.5% (n = 59) 

Profession  

Doctors 16% 16% (n = 11) 

Nurses/midwives 74% (n = 51) 

Allied Health 10% (n = 7) 

Ward  

 NICU 37.7% (n = 26) 

 SCN 23.2% (n = 16) 

 PICU 23.2% (n = 16) 

 Pediatric Inpatient 5.8% (n = 4) 

 Pediatric Outpatient 10.1% (n = 7) 

Country of birth  

 Australia 61% (n= 42) 

 United Kingdom  7.2 % (n = 5) 

 South Africa 5.8% (n = 4) 

 New Zealand, Malaysia, Philippines 2.9% each (n = 2 each) 
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United States, Singapore, Netherlands, India, Hong 

Kong, Malta, Sri Lanka, Vietnam, Canada, South 

Korea, Norway, Finland 1.4% each (n = 1 each) 

Languages spoken   

 Monolingual 73% (n = 50) 

 Bilingual or multilingual 27% (n = 19) 

Recent interpreter use   

 Yes 46.4% (n = 32) 

 No 53.6% (n = 37) 

Note: NICU = Neonatal intensive care unit, SCN = Special Care Nursery, PICU = pediatric 

intensive care unit 
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Table 2. Interview protocol 

1. What have you thought about when deciding whether or not a patient or patient’s 

family member needs an interpreter/translator? 

2. What do you think contributes to whether a person with LEP can understand what 

is said? 

3. What do you think determines whether an interpreter is necessary? 

4. What have you thought about when deciding who the most appropriate person to 

translate information is? 

5. What contributes to whether a person is a suitable interpreter? 

6. What do you think determines whether a person should not be used as an 

interpreter? 

7. When you think of a person who needs an interpreter, what sort/kind/type of person 

or people do you think of? 

8. What do you know about the pros and cons of using an interpreter? 

9. Can you think of any issues in real life that could be obstacles and get in the way of 

accessing interpreters?  

Specific probes: 

10. Can you tell me your thoughts on using formal interpreters? 

11. Can you tell me your thoughts on using a bilingual staff member as an interpreter?  

12. Can you tell me your thoughts on using family members as interpreters?   

13. Can you tell me your thoughts on using children as interpreters?  
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Table 3.  Themes and exemplar quotes. 

 

(i) Whose understanding? 

Parents understanding HP’s 

message 

“the parents, particularly the mum, should be able to understand what we’re telling her” (110) 

“their level of understanding uhmm if they're a language other than English” (109) 

“I guess yeah how well I think they’re understanding” (008) 

HPs understanding parents’ 

message 

“that the person feels maybe more welcomed and understood their voices may be heard” (010) 

“pros are definitely increased understanding for both of us uhm because she can understand me and I can 

understand her and yeah much greater level of understanding” (008) 

Which parent/s “we need to ensure that in the NICU environment for example both parents need to know what’s going on” (108) 

“in some ethnic origins you will get the partner he may be, the partner takes control and so he want’s everything to 

go through him and you don’t know what he is telling her, so that it is important that both the parents get the 

correct information, so that might sometimes determine why a husband can understand and speak English but his 

wife only partly understands we may need to get an interpreter involved.” (108) 

Which health professional “In the past it has seemed that if they needed medical translating it would be done by, for, the medical team for 

their rounds but we haven’t been having translators to assist the nurses communicate with the patients” (124) 

(ii) Understanding what? 

Simple versus important or serious  “it’s mainly those really…big decisions uhm kind of conversations like…you know obviously end of life stuff you 

would definitely have a translator involved in that kind of stuff or…but all the small decisions that you make bed 

bedside you probably couldn’t continually call on a translator for those kind of judgements, work around it and use 

your hand and…other communication ways” (012) 

“Get an informed consent which is very important in our work.  Um to make things legal” (208) 

Medical care vs non-medical care “Depending on the type of situation and the acuity of the patient, so if the baby is pretty much healthy and just 

needs to learn to breastfeed or something like that, a lot of those things can be shown without words or with just a 

little bit of translation” (002) 

What is culturally appropriate care  “When the medical situation gets even more complicated and which also involve any cultural preferences and 

considerations, because sometimes we might not know or how to explain to them and let them understand, so 

maybe if they have the relevant language person that can speak to them, maybe they can make them understand 

better and we can get the idea better. That’s what I think. Yeah cultural is quite different” (017) 

(iii) How much understanding?  

Complete vs enough “the family will…completely understand the situation” (002) 
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“There’s enough understanding” (001) 

“Anyone that can’t speak English needs a translator for ANY condition.  If a doctor’s going to say, I’ll take you 

temperature and they don’t understand …the thermometer shoving in their mouth” (212) 

1. Addressing socioemotional needs   

 “I think when we call in a translator it’s often for the comfort for the family as well so someone whose going to be 

able to, because these people they’ve got lots of emotions about what’s going on and I’m sure it’s a big relief when 

they can speak to someone on the phone or in person in their own language so someone who is going to be 

understanding and supportive of…who is able to validate the feelings of the clients of the family sorry or the 

patient themselves” (126) 

2. Who decides (whether an Interpreter is needed)?  

Medical Professionals or Manager “Normally it’s the medical team” (211) 

“So if your boss thinks oh no that’s fine you don’t need to do that, then you don’t.” (208) 

Not the patient “maybe staff .. not believing that they need it when they ask for it…that’s often a discussion that happens, ‘they're 

asking for a translator but they’ve understood me perfectly she could tell me where they lived or how they were 

going today so I don’t know why they're requesting that’, I’ve heard that a few times” (119) 

3. Assessing understanding 

It is hard “sometimes when you’ve spent a little bit of time with someone and they …lead you to believe a little bit that they do 

understand, they’ll keep up with you but you will realise that they don’t actually know what you’re…actually saying” 

(002) 

Heuristics “I guess…the really obvious … look at the demographic so sometimes African populations with very dark skin 

you can kind of get a thing.” (217) 

“whether it is their second language” (003) 

Heuristic and systematic “usually when I’ve noticed a family from a different country, different ethnicity… I just say “oh are you from 

Australia or recently from overseas.  Sometimes when they speak to you, you’ll notice they’ll be missing words 

when they speak English …um well that’s a good indicator they need a translator”. (218) 

Systematic “I suppose whether or not they can hear what I’m saying and if my accent is an issue, the way that I’m explaining 

things is an issue, and then if I give them a written form or a diagram, they can read that or if they can understand 

what the diagram is, so …I go mainly by their body language and by what their responses are. And if they’re 

showing no interest or no understanding and just look puzzled and then can’t communicate much more than yes or 

no then that sort of triggers me to um…ok…I don’t think this person gets what I’m trying to say to them.  So 

whether or not they can take in what I’m saying, weigh things up and explain it back to me or explain their 

decision back to me.” (006) 

ACCEPTED M
ANUSCRIP

T



25 
 

4. Contextual factors  

Time, Availability, Cost,  

Knowledge of policies and 

procedures 

“Have we got time to wait”  “The time it takes to organise an interpreter” (114) 

“Difficult to organise” (220) 

“They can be expensive to the organisation” (108) 
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