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Executive Summary
The objectives of this research were to analyse how Culturally and Linguistically Diverse (CALD) consumers
access and use language services – speciﬁcally interpreters - and to determine consumer views on the
effectiveness of language service provision in health settings. CEH interviewed a total of 86 people from
the Italian, Vietnamese, Iraqi and South Sudanese communities across metropolitan Melbourne. All
participants had used language services in the twelve months prior to the interviews. Four bilingual
co-researchers were employed to work with the CEH principal researcher to undertake this research.

Key ﬁndings
1. Participants believed that high quality language services enabled full communication
between the health professional and the consumer and were essential to effective healthcare.
For participants, full communication involved listening, asking questions, discussing issues, advocating for
themselves and their families, as well as communicating the very speciﬁc language used in a health setting.
Participants believed this communication was fundamental to obtaining positive health outcomes for themselves
and their families. Participants repeatedly said that when communication in a health setting was ineffective
or non-existent, either because interpreting services were not provided or because interpreting services were
of an inadequate standard, contact with the health system became confusing, ineffective and, sometimes,
dangerous and traumatic.

2. Most participants preferred to use a professional interpreter but often chose to use
family to interpret or to manage with no language assistance at all.
Participants mostly preferred to use a professional interpreter over a family member, even when they were
more comfortable with a family member, to ensure that communication was effective. This was particularly
true in situations where the participant believed the health matter to be serious, an emergency, private or
embarrassing. However, while many participants preferred to use a professional interpreter they often
chose to use a family member to interpret. Participants usually, but not always, chose to use family to
interpret because they:
•
•
•
•

were not provided with interpreting services
had to wait too long for interpreting services
felt uncomfortable asking for an interpreter
feared language services would be unreliable, delayed or inadequate.

While most participants highly valued the support of their families, they often described communication
facilitated by family as limited or compromised. For other participants, the option to use family to interpret
was not available. This was particularly the case for participants from newly arrived communities who often
had no English speaking family members and sometimes no families at all.

3. Participants believed that the current level of service provision was inadequate to meet their
needs. As a result, participants were often forced to use inadequate communication means
such as family members or ‘getting by’ without assistance.
Participants said that when they attempted to access health services they experienced prohibitively long waits
for interpreting services. When attending pre-booked appointments, participants often found language service
provision inconsistent or unreliable and health and language services often poorly coordinated. When accessing
some services, particularly emergency departments, specialist or in-patient services, participants were often
denied language services altogether.
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4. Participants believed that the current standard of language service provision was inadequate
to meet their needs. As a result participants believed that the effectiveness and quality of
healthcare that participants and their families received was often compromised.
Participants repeatedly stressed that to be effective, interpreting services needed to act as a conduit for all that
a health professional and participant said to one another. Participants said the accuracy of the interpreting,
and hence the effectiveness of communication, varied markedly from interpreter to interpreter. Participants
highly commended interpreters who meticulously interpreted everything the health professional and
participant said to one another.
Participants spoke highly of interpreters who were trained in medical interpreting, and expressed concern about
other interpreters not able to communicate the language associated with a medical setting. Participants
said that it was around medical terminology that the most inaccurate interpreting occurred.

5. Participants repeatedly said that they needed more information.
Participants said that they needed more information about when and where interpreters were available,
how to access them and what actions to take when interpreter services were denied or inadequate.
Participants also said that they needed clear information about where and how to make complaints or
give feedback about the provision of language services in a health setting.

6. The ﬁndings suggest a possible under utilisation of available language services in some
health settings, and a lack of availability of language services in other health settings.
Participants said they were often denied access to language services, particularly when accessing emergency
departments, specialist or in-patient services. However, emergency departments, specialist or in-patient
services do have access, within certain resource constraints, to interpreting services. This suggests a possible
under utilisation of language services in these settings. The excessive waiting times, overstretched services
and the varying quality of language services, described repeatedly by consumers, also suggest a lack of
availability of interpreters in general as well as a lack of appropriately skilled interpreters in particular.

7. The ﬁndings suggest some possible gaps between Victorian Government language service
policy and practice in health settings.
Participants said that health services often actively encouraged them to use family members as interpreters, a
practice discouraged in Victorian government policy regarding language services. The apparent commonplace
practice, by health services, of using family to interpret or using no interpreting assistance, even when
language services are available, also raises questions about how health professionals are ensuring that
duty of care requirements and legal obligations around informed consent are being met.
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Participants believed that high quality language
services enabled full communication between the
health professional and the consumer and were
essential to effective healthcare.

Recommendations
On the basis of these research ﬁndings, CEH makes the following recommendations:
1. That the Department of Human Services (DHS), in conjunction with the relevant Government agencies,
ensures that there is an increase in the utilisation and availability of appropriately qualiﬁed interpreters
in health settings.
2. That DHS investigates the reasons why interpreters may be under-utilised by health professionals,
particularly in emergency, specialist, in-patient and GP services.
3. That DHS undertakes consultation to determine the best way to establish a ‘language services
in health’ consumer advocacy body (or capacity in an already existing service) that:
a) Assists CALD consumers to make complaints through the relevant channels
b) Can arrange language services for consumers who want to make complaints
c) Provides culturally relevant and accessible information on how to make complaints
d) Provides consumers with advocacy support in order to make complaints
e) Provides a central point where consumers can make complaints about services who refuse
to provide interpreters
f) Monitors themes and trends in consumer complaints
g) Provides policy advice
h) Conducts a regular, state-wide review that seeks consumer perspectives on language service
provision in the health system.
4. That DHS in conjunction with Victorian Ofﬁce of Multicultural Affairs (VOMA), investigate
strategies to increase the number of interpreters (particularly female) that speak newly arrived
community languages, including Dinka, Bari, Nueir and Cholok (South Sudanese), Kildanean (Iraqi),
Sudanese Arabic and Iraqi Arabic.
5. That DHS develop and implement a system for ongoing monitoring and reporting on
interpreter utilisation that speciﬁcally identiﬁes usage in emergency departments and specialist,
GP and in-patient services.
6. That both health services and language service providers ensure internal complaints mechanisms
are more accessible and are promoted to consumers in a culturally appropriate manner.
7. That DHS and health service providers ensure that health service organisations comply with Victorian
Government policy regarding language services, particularly in relation to using family as interpreters.

]
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8. That health service providers, health professional peak bodies and key stakeholders in the private
sector improve the delivery of their language services to ensure the needs of CALD consumers are met.
This may include:
a) Providing interpreters who are of the consumer’s preferred gender and speak a language/dialect
of the consumer’s choice
b) Decreasing waiting times for access to interpreters
c) Ensuring timely, uninterrupted consultations
d) Improving coordination between health service and language service appointments
e) Improving organisational systems that indicate consumer language needs and ensuring language
service provision at all critical service points.
9. That health service providers and health professional peak bodies improve ongoing training to all staff in
relation to using interpreters in a health setting. Training should place particular emphasis on improving
the quality of communication between practitioners and consumers, duty of care requirements, and
respect for consumers’ rights in relation to language services.
10. That the Victorian Government and language service providers ensure that interpreters working in
health settings meet minimum standards, including accreditation at NAATI Level 3 and are experienced
in, or trained to develop specialist skills for, interpreting in health settings.
11. That language service providers seek and take into account consumer perspectives and complaints
when monitoring service quality.
12. That interpreter training providers and language service providers ensure that interpreter education
and training places particular emphasis on improving accuracy and working sensitively with consumers
in a health setting.
13. That DHS implement community education strategies to improve/increase consumer knowledge
in relation to language services including:
a) How to request an interpreter in a health setting
b) Where, and in what settings, interpreters are available
c) How to make the most out of using an interpreter in a health setting
d) Consumer rights and entitlements in relation to interpreting services in a health setting
e) How to give feedback or make a complaint about interpreting services
f)

Information on the professional code of conduct for interpreters.
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This report not only gives voice to the experiences of
CALD consumers, but also provides valuable insights
into those areas of language service provision that will
require further work in the years to come.

Introduction
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Introduction
The research project Language Services in Victoria’s Health System: Perspectives of Culturally and
Linguistically Diverse Consumers was conducted by the Centre for Culture Ethnicity & Health (CEH)
and was funded by the Victorian Ofﬁce of Multicultural Affairs (VOMA) and the Scanlon Foundation.
VOMA provided funding for this project as part of the Language Services Strategy, which aims to improve
the delivery of language services to ensure that individuals from non-English speaking backgrounds have
fair and equitable access to all Victorian Government services. The health sector has been one of Strategy’s
primary areas of focus. Initiatives have concentrated on interpreter awareness training programs in community
health centres and hospitals around Victoria, an online translations project that consolidates translated
health information, improving structural arrangements for the purchase of language services and increasing
the number of interpreters and translators.
Thus far, the majority of discussion, review and evaluation in the ﬁeld of language service provision in
health settings have been conducted from a service provider (health and language services) perspective.
Similarly, current Government policies regarding language services are oriented toward the needs of service
providers and have a strong emphasis on risk management and minimum requirements for agencies to
avoid litigation. Little research has been undertaken that explores consumer experiences and perspectives
of using language services in a health setting or how utilisation of language services impact on effective
healthcare. CEH initiated this project in order to investigate this gap.
Existing knowledge about the needs, preferences and experiences of CALD consumers has been mainly
anecdotal. This project was established to ﬁnd out more about consumer perspectives in this area so that
policy development and service development initiatives could be informed by, and responsive to, consumer
perspectives, needs and priorities. The report’s intended audience includes health professionals and
agencies, language service providers and professionals, state Government, ethnic communities and ethnic
community organisations.
Between July and December 2005, CEH’s project team interviewed over 80 people from Italian, Vietnamese, Iraqi
and South Sudanese communities across the metropolitan area about their experiences and perspectives on
using language services in Victoria’s health system. This report presents the ﬁndings of focus group discussions.
The objectives of the research project were to analyse:
•

How CALD communities access and use language services in facilitating access to health services

•

How CALD communities perceive the effectiveness of language service provision within the health system

•

What factors assist CALD communities to access language services

•

Whether there are differences between newly arrived and established community experiences of using
language services in a health setting.

The project also aimed to develop recommendations for improving CALD communities’ access to, and
use of, language services. The project was initiated as a seed project that would inform further research.
This report emphasises the high value that consumers place on language service provision in a health
setting as well as the aspects of language service provision in a health setting that need improvement.
This report not only gives voice to the experiences of CALD consumers, but also provides valuable insights
into those areas of language service provision that will require further work in the years to come.

9
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Method

Four bilingual co-researchers were employed to
recruit participants for the focus group interviews
and to facilitate the focus group interviews in
community languages.
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Method
Selection of Communities
One of the objectives of the research project was to determine the difference, if any, between newly arrived
and established communities’ experiences of using language services in a health setting. Therefore, two
communities considered recently arrived, the South Sudanese and Iraqi communities, and two communities
considered relatively established, the Italian and Vietnamese communities, were chosen as communities
from which to recruit participants. These four communities were also selected because they differed from
each other, and were diverse within the communities themselves, in migration history, culture, religion
and/or other demographic factors. However, once research interviews began, it soon became apparent that
determining signiﬁcant differences between communities would be difﬁcult. For the most part, this was
because the responses given by participants were remarkably similar across the four communities. The
range of opinions and experiences related in a focus group were usually repeated in other focus groups
regardless of the cultural and linguistic diversity of the participants. Another reason for the difﬁculty in
ﬁnding signiﬁcant differences between communities was that the small sample size for each community
(between 19 and 24) meant that it was not possible to generalise themes about an individual community’s
experience or to make comparisons between newly arrived and established communities. Occasionally we
have included in the ﬁndings a theme we have identiﬁed in a particular community’s response. We have
only done this when a theme appeared to be consistent within that speciﬁc community.
It was not only the small sample size that made us reluctant to draw many conclusions about the differences
between newly arrived and established communities’ experiences. When we compared the dates that the
Vietnamese participants arrived in Australia with dates that the Iraqi participants arrived in Australia, the
distinction between these participants, as established and newly arrived respectively, had to be questioned.
Approximately half the Vietnamese participants had arrived in Australia in the early to mid 1990’s and
approximately half the Iraqi participants had arrived in Australia in the mid to late 1990’s. However, the
established/newly arrived distinction appeared to have some use in this situation as more recently arrived
Vietnamese participants arrived into a community that was much more established than the Iraqi community
in Australia. This difference was evidenced in that Vietnamese participants appeared to have slightly more
English speaking people in their family networks than did Iraqi participants. This point, and other differences
between newly arrived and established communities, are elaborated on page 32.

Quotes
Many quotes from the research participants are included in the body of the report. Quotes have been
included only when they are typical of a number of experiences or opinions related in the interviews.
Therefore we have chosen not to distinguish the quotes contained within the ﬁndings with an accompanying
descriptor that designates gender, region or ethnic community of the individual making the quote.

Recruiting participants and conducting interviews
In the early stages of the project four bilingual co-researchers were employed to recruit participants for the
focus group interviews, provide advice on developing culturally relevant interview questions, proof-read
translated project materials, and to facilitate the focus group interviews in community languages.

Language Services in Victoria’s Health System: Perspectives of Culturally and Linguistically Diverse Consumers
11

[

The deﬁnition of ‘language services’ was limited to interpreting
services, rather than interpreting and translating services.

Participants were recruited through a number of formal and informal networks within each community. Participants
were not recruited through health services. This was so that the responses would not be weighted towards any
particular health setting. As the research project aimed to focus on participants’ experiences of using language
services in a health setting, only people who had used language services in a health setting in the twelve months
prior to the interview were asked to participate. For the purposes of the project, the deﬁnition of ‘language services’
was limited to interpreting services, rather than interpreting and translating services. This limited deﬁnition
was made because the project was too small to meaningfully examine both aspects of language services.
Participant interviews were conducted in a focus group format. Four focus groups were conducted in each
community. Each focus group involved up to six participants and ran for three hours. Participants were
asked a range of questions about:
•

When and why they used, or did not use, language services in a health setting

•

What they liked and disliked about using language services in a health setting

•

How they perceived the role of the interpreter

•

What their opinions and experiences were of using family as interpreters in a health setting

•

Their views on how language service provision within a health setting could be improved for the
participant, their families and communities.

Each participant was also brieﬂy interviewed individually in order to gather demographic information
and a basic history of their use of health and language services. A total of 16 focus group interviews were
conducted involving a total of 86 people. The Vietnamese focus groups involved 23 people, who arrived
in Australia between 1979 and 1994 and were aged between 41 and 80. The Italian focus groups involved
20 people, who arrived between 1952 and 1981 (with 75% of people arriving before 1971) and were aged
between 52 and 87 (with 75% over 65). The Iraqi focus groups involved 24 people, who arrived between
1995 and 2004 and were aged between 19 and 66. The South Sudanese focus groups involved 19 people
who arrived between 1997 and 2005 and were aged between 26 and 59.
In each community, two of the focus groups involved men only and two of the focus groups involved women
only. Focus groups were conducted in the geographic regions where people from a particular community
mostly lived. The Italian and Iraqi focus group interviews were conducted in the northern region of Melbourne.
The South Sudanese and Vietnamese focus groups were conducted in the southern and western regions of
Melbourne. Focus groups were also structured to include some of the major religious or cultural differences
within some communities. Two of the Iraqi focus groups involved the Iraqi Muslim community and the other
two focus groups involved the Iraqi Christian-Assyrian community. Focus groups in the South Sudanese
community involved the Cholok, Nueir, Dinka and Equatorian groups. Of course, many other differences exist
within these communities that were not reﬂected within the focus group structure or were not speciﬁcally
prioritised in the recruitment strategy.
The focus group interviews were conducted by the bilingual co-researchers in Vietnamese, Italian, Iraqi
Arabic and Sudanese Arabic. The principal researcher, who spoke only English, listened in and asked
follow up questions through interpreters engaged for each session.

Veriﬁcation
The main ﬁndings were veriﬁed in a second round of focus group interviews in each community. The
veriﬁcation interviews involved a smaller number of participants who had attended the ﬁrst group of interviews.

]
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Participants who spoke little or no English, and who
did not have access to the support of English speaking
family members, said that use of a professional
interpreter was the only way that they could receive
effective healthcare.
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Introduction
In the twelve months prior to being interviewed, participants utilised a wide range of health services. These
included General Practice (GP), dental, podiatry, radiology, emergency department, ultrasound, endoscopy,
ophthalmology, cardiology, diabetes education, nutrition, optometry, audiology, oncology, radiography,
child and maternal health, paediatric, heath screening (non speciﬁed), breast screen, district nursing,
neurology, pathology, rehabilitation, orthopaedic, plastic surgery, mental health and disability services.
Participants accessed these services in community health, hospital and private settings.
When using theses services, participants communicated with health professionals who did not speak
the participant’s preferred language by:
•

using a professional interpreter

•

using a family member to interpret

•

‘getting by’ without any interpreting assistance.

When using these services, particularly when consulting a GP, participants also consulted a health
professional who spoke their ﬁrst language or who spoke a language in which the participant was
more ﬂuent than English.
Most participants had adopted all of these communication practices when using health services in
the twelve months prior to the focus group interviews.

Why participants used interpreter services in a health setting
Most participants said that using a competent, professional interpreter was the best way to communicate fully
with a health professional and that full communication was essential in enabling a participant to both access
health services and receive effective, quality health care. Participants said that professional interpreters enabled
both the health professional and the participant to understand the nuances of each other’s questions, answers
and explanations. Participants also said that without this mutual understanding, health consultations could be
ineffective, a waste of practitioner and participant time, or could have dangerous or traumatic consequences.
Participants stressed that professional interpreting services were particularly important in a health setting
because they enabled the participant to understand and express the complex language used in a health
setting, such as words used to describe symptoms, physiology, diagnosis, procedure and treatment.
The main reasons participants gave for both preferring and choosing to use language services in a health
setting were to:
•

ensure both basic and thorough understanding

•

ensure essential information wasn’t missed

•

reduce anxiety

•

to enable privacy and full understanding and to reduce embarrassment around private or serious
health issues.

Each of these reasons is elaborated on the following pages.
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‘To understand what is going on’
Participants who spoke little or no English, and who did not have access to the support of English
speaking family members, said that use of a professional interpreter was the only way that they could
receive effective healthcare. Participants often explained their need for an interpreter by relating the
bewildering and ineffective experiences they had had when accessing a health service without an
interpreter and without the support of family.
I went to have some blood tests. The person doing the test was asking me questions but I couldn’t
understand anything. There was no interpreter. I couldn’t ask for one because I don’t speak any English.
Some days later they called me on the mobile. He was talking in English. I tried to get someone off the
street to listen and translate but the doctor just kept talking, talking and then hung up the phone. I
don’t know how to get the results of my tests.
Participants from every community related similar experiences to the one above. These participants often:
•

did not have family members who spoke English

•

had family that spoke English but were too busy to accompany the participant to health services

•

had no adult family members at all. This was particularly the case with participants who were single
mothers and newly arrived to Australia

•

believed it inappropriate to use family members, particularly their children, as interpreters.

‘So I don’t miss important information’
Many participants, particularly those that had basic English language skills or those who could access the
support of bilingual family members, said that they preferred to use a professional interpreter to ensure that
no essential information was missed by either the health professional or the participant. These participants
repeatedly said that their English language skills were not adequate to communicate in a health setting.
Even though I speak a bit of English I need an interpreter because I don’t know the words that are
important when going to the doctor.
When I ﬁrst went to the doctor I had an interpreter but the doctor said I didn’t need it. I would prefer
one because I can’t understand medical terms.
I am asked to interpret for my uncle when he goes to the doctor. I don’t want to but I have to because
I have to show him respect. It is better if a professional does it because they do it better and they are
accountable if there are any mistakes.
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When I ﬁrst went to the doctor I had an interpreter
but the doctor said I didn’t need it. I would prefer
one because I can’t understand medical terms.

Many participants also said that their bilingual family members were not effective interpreters because
they were either emotionally involved or did not competently speak either English or the participant’s ﬁrst
language. Participants repeatedly said that when visiting a health professional without a professional
interpreter, whether with family or on their own, they felt anxious about whether they and/or the health
professional had fully understood each other. When talking about the importance of using a professional
interpreter, many participants related their experiences of situations where the health practitioner or the
participant had missed important information.
I was told that I had to wait three months for an interpreter by the... specialist’s receptionist. I couldn’t
wait that long because I was in pain so I took my son with me. At the second visit I was shocked when
they took me into the surgery rooms for an operation. I started to panic. I didn’t know what was
happening. I was in pain and I was panicking. They said they told my son last time. But he is not an
interpreter and he missed that information... It was a very scary experience for me.
I went to the dentist. I brought my family along to help me understand. I thought I was getting a ﬁlling
but they pulled my tooth out. This was against my will.
[after the baby was born] they asked me if I wanted an injection to stop having babies or something.
There was no interpreter. I didn’t really understand. I called my husband in and we decided not to have
it. We didn’t really understand what they were offering us.
Participants said that ‘missed information’ often involved ‘medical terminology’. When participants
said ‘medical terminology’ they were usually referring to the words surrounding symptoms, diagnoses,
physiology, medical procedures and treatment. Participants explained that they, or their family members,
often knew medical terminology in their own language but not in English. Conversely, participants said
that sometimes family members could understand English medical terminology but were not always able
to translate into the participant’s preferred language. A small number of participants said that their low
levels of education meant they were not able to understand medical terminology in either English or their
own language.
In 2001, my 4 year old son had anal discharge and bleeding. I took him to the hospital. No interpreter
was available at the time. It was very difﬁcult for me to explain with my poor English. I know the name
of his problem in my language but not in English... he did not get the right treatment.
Our children don’t speak good Assyrian so they can’t interpret what the doctor is saying to us,
particularly the medical terms.
I took my daughter to interpret for me when I had an eye operation. She couldn’t understand what
the doctor said. Our kids don’t have experience in a medical setting – it is much better to have an
interpreter.
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Many participants said that when family members acted as interpreters, in certain circumstances, they
edited or restricted the communication between the participant and the health professional. Participants
said that this editing or restricting of communication often occurred when a family member wanted to
protect the participant or was too embarrassed to communicate the information. Participants repeatedly
emphasised their preference to fully communicate; to be told ‘the truth’ or to tell the health professional
whatever they thought was relevant.
The doctor at the hospital explained to me that I am at high risk of getting tuberculosis. The news was
scary but I was glad the interpreter was there as a family member or friend would not have told me this
information at once.
It is embarrassing for my son or daughter to interpret. My kids say ‘Mum! You shouldn’t say all these
private things to the doctor’. So I feel embarrassed. I feel frustrated. I say to my children that I want
them to interpret what I say but they refuse. So I prefer a professional interpreter.
Children can down play the severity of our condition to prevent us from worrying, at least with an
interpreter we are told the truth.
Not all participants believed their families edited information. A small number of participants said that they
trusted their family member, more than the interpreter, to tell ‘the truth’.
A smaller group of participants were happy for their family members to protect them from information
through editing what the health professional said. However, these participants stressed that they wanted
to know ‘the truth’ eventually.

‘So I feel less anxious’
Some participants said that the anxiety caused by not being able to communicate in a health setting was
detrimental to their health. Some participants described interpreting services as beneﬁcial to their health
and well-being.
When I speak through an interpreter to the doctor I feel more relaxed. I feel less anxious. I am in a
country that is not mine. Once I have talked it is very good. The interpreter keeps the secrets I tell. We
have a proverb that says that if the person is happy psychologically this is half the treatment. Once we
communicate through an interpreter, we feel less stress. We trust them. It improves our psychology.
Without the interpreter we can’t communicate with the doctor and we feel more stressed.

‘For delicate matters and when I really need to understand’
Almost all participants, even those who routinely used family to interpret, preferred to use a professional
interpreter when the health consultation involved a matter that the participant viewed as private
or embarrassing, such as sexual, mental or serious health issues. However, a very small number of
participants, mostly from the South Sudanese community, felt more embarrassed about such issues in
the presence of the interpreter than they did in the presence of their family, although this did not always
mean that these participants chose to use a family member to interpret instead of an interpreter. Often the
need to communicate fully outweighed the embarrassment this group of participants felt in the presence
of an interpreter.
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Participants repeatedly said that the lack of interpreter services
in emergency departments, specialist services, and in-patient
hospital services led to ineffective appointments, unnecessary
confusion and anxiety and an inadequate level of care.

While most participants said that full, detailed communication in a health setting was important in every
circumstance, there were some circumstances in which participants thought communication more important
than in others. Examples include where the participant consulted a health professional in a crisis situation,
or about a matter that the participant considered particularly serious, or if the health matter concerned the
participant’s children or spouse. It was in these situations that participants believed it particularly important
to use a professional interpreter.

‘A professional interpreter is the best way to communicate, only if...’
While most participants said using a professional interpreter was the best way to communicate with a
health professional, these participants invariably added an important qualiﬁer, i.e. that the interpreter
should be highly skilled, highly professional and trained in medical interpreting. As participants placed
so much value on both the health professional and participant being able to fully understand each other,
particularly in relation to ‘medical terminology’, participants wanted interpreter services that were able to
competently facilitate thorough communication. Participants often commended interpreters they had used
in the past who appeared to be trained in health interpreting, maintained professional boundaries, and
were meticulous about interpreting everything the participant and health professional said to each other.
However, participants also related many experiences involving the confusing, frustrating and, sometimes,
traumatic consequences of what participants saw as less than competent interpreting services. These issues
are further elaborated upon on pages 24 and 25.

Why participants did not use interpreter services in a health setting
When asked why they did not use interpreting services in a health setting, participants gave the
following reasons:
•

Interpreting services were not available in a particular setting

•

Waiting times were excessive and/or lack of coordination between health services and interpreter
services made interpreter services unreliable

•

Health service providers refused to engage an interpreter and insisted the participant communicate
without assistance or use family to interpret

•

The participant preferred to consult a health professional who spoke the participant’s ﬁrst language
or a language in which the participant was more ﬂuent than English

•

The participant chose not to request an interpreter because the participant believed that communication
was not important in certain situations

•

The participant felt too embarrassed or uncomfortable to ask for an interpreter

•

The participant preferred to use a family member to interpret for them.

]
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These reasons are elaborated below.

‘They said there was no interpreter’
Participants repeatedly said that interpreting services were simply not available, or very rarely available, at
particular types of health services. Participants said that when services were not available, they were forced
to attempt to communicate without assistance or to use a family member to interpret for them. Participants
said that the two most common types of health services where interpreting services were not, or rarely,
available, were emergency departments and specialist services. Some participants also said that interpreting
services were difﬁcult to access when they were using in-patient hospital services.
Participants repeatedly said that the lack of interpreter services in emergency departments, specialist
services, and in-patient hospital services led to ineffective appointments, unnecessary confusion and
anxiety and an inadequate level of care. Participants frequently said that it was when visiting emergency
departments, specialist services or when an inpatient in hospital, that communication was particularly
important. This was because when accessing these services, participants said that they were often in crisis,
and/or highly anxious, and that an inability to communicate compounded the stress of the situation and
made a positive health outcome less likely.
When participants were informed that interpreting services were, in fact, available in many of these settings
(see conclusion) they often expressed surprise and frustration. Upon hearing this information, many participants
said they wanted detailed information on where, and under what circumstances, interpreters were available
so that they could insist that a particular service engage an interpreter. Participants also stressed the need
for this information to be made available to their particular communities.
Participants’ experiences and views about the purported lack of availability of interpreters in emergency
departments and specialist and in-patient services are outlined below.

Emergency Departments
Participants said that when they had requested an interpreter at an emergency department they were
told that interpreting services were not available at that service. Participants repeatedly echoed this
participant’s comment:
There are no interpreters in emergency. We would be much more conﬁdent if interpreters were
available. Even if the emergency department know you are coming they don’t arrange an interpreter.
Only one participant in eighty six said they had used a professional interpreter in an emergency department.
One participant said that an emergency department had used a hospital security guard to interpret for her.
The lack of professional interpreting services in emergency departments was a source of signiﬁcant concern
to participants. Participants repeatedly described situations where they, and their families, went through
triage, sat in the waiting area and saw a doctor without:
• understanding what was said to them
• being able to describe to emergency department staff why they were in emergency
• being able to ask questions about the treatment they were receiving.
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Many participants said they wanted detailed information
on where, and under what circumstances, interpreters were
available so that they could insist that a particular service
engage an interpreter.

Participants said that the inability to communicate caused them signiﬁcant distress, particularly when
they were unsure about why they were waiting or if they, or their families, had been adequately assessed.
Participants frequently said that the inability to communicate when taking a child or grandchild to emergency
was a particularly distressing experience. Participants believed that the inability to communicate whilst in
emergency departments resulted in inadequate assessments, longer waits than English speaking patients,
and inadequate treatment. The following quotes from participants highlight the dissatisfaction expressed
about their level of care in emergency departments.
My granddaughter is 4 years old. She had a big operation in her stomach and sometimes she cannot
eat. Sometimes if she eats she needs her stomach cut open again. One night she had high fever. We
took her to the hospital. We stayed there between 3am and 9am. We were just in the waiting room.
There was no interpreter. She was not seen by anyone. She was then taken to another hospital for
an operation. This was a very dangerous case - so dangerous that she needed an operation. The
doctors at the second hospital were very upset about why she wasn’t seen straight away when she
went to emergency.
I had poisoning. I went to emergency. I couldn’t communicate. They did nothing for me but gave
me Panadol. I was pregnant. They were only concerned about the foetus. They scanned to see if
the foetus was alright. They didn’t care about me. They just sent me home with Panadol. So I
asked a friend of mine and she gave me the tablets she takes and I was alright.
Some participants from the Iraqi Muslim and Vietnamese communities believed that emergency
departments discriminated against particular ethnic or religious groups. These participants believed
particular ethnic or religious groups waited longer in emergency than did the rest of the community.
I think there is racism at emergency. When my child had very bad stomach pain, I came in at 10pm.
After that time many other people came in and went out but no-one called my child. At 3am I looked
around and only two black haired people were sitting there. One was my child. Perhaps it is because
we are Muslim.
Participants said the lack of interpreting services in emergency departments meant that the participant
was forced to take family members with them, placing extra pressure on their families.
My wife fell and a night-time GP said she should go to emergency. I had to wait from 10pm to 1am,
my child had to stay there with me because there is no interpreter at emergency. My child had to work
in the morning.

]
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Specialists
Many participants said that interpreter services were rarely available when consulting a specialist. Participants
described ‘specialist’ services as cardiology, ophthalmology, radiology, health screening, oncology, neurology,
orthopaedic surgery and plastic surgery. Participants also termed ‘specialist’, any health service (excepting
GPs) that operated from a ‘private clinic’, including some physiotherapy, optometry, pathology and audiology
services. Many participants said that although they had rarely received interpreter services when consulting
a specialist in a hospital setting, they were still much more likely to receive interpreter services in this setting
than when consulting a specialist outside of a hospital setting. A small number of participants said that
when they had regularly seen a particular specialist at a particular hospital, they had mostly been provided
with an interpreter.
Participants said that not only did specialist services tell participants that interpreters were not available, but
they often explicitly told participants to bring a family member with them to interpret. Some participants
reported that some specialists said that an interpreter could be arranged but only if the participant paid
for it. Participants often expressed frustration at the lack of interpreting services available when consulting
specialists. Participants said that having access to interpreters when using specialist services was particularly
important because specialists often used technical language and were thus particularly difﬁcult for the
participant, or their family member, to understand. Participants said that having access to interpreters when
using specialist services was also important because participants often consulted specialists about serious
health issues where the participant needed to both give the specialist detailed information and clearly
understand what the specialist was asking and telling them.
When I see a specialist, there is no interpreter. I want one very much but they will not provide one.
I went to an eye doctor. He wouldn’t provide an interpreter. I was angry and frustrated because I
couldn’t explain the problem to the doctor.
I have a breast exam every two years and there is no interpreter even though they have given me the
appointment already. My relative has to come with me to help my English.

Hospital in-patients
Some participants said they were not able to access interpreters when they were ‘on wards’ when in hospital.
I was lucky when I was in hospital because there is no Vietnamese interpreter but I speak Chinese and
there was a Chinese nurse.
When I stayed in hospital there was no interpreter. I couldn’t understand any of their questions.
As was the case with specialists, some participants said that hospital staff often insisted on using
the participant’s family to interpret.
I was in hospital for ﬁve days. Every day I asked for an interpreter. Every day they did not give me an
interpreter... they told me that they don’t have one. When the doctor came for his rounds he asked me
if I had any children at home who can interpret through the telephone. My son-in-law then interpreted
through the phone. Many times my son-in-law was not home, then the doctor asked me ‘how about
other children?’ But they all were at work... Once, I had a pain in my lower abdomen. I pressed the
emergency button, later a nurse came and I told her about my pain but she didn’t understand me.
Luckily my son came to visit and could explain. They found that the urine line was twisted. If it was
too late to ﬁnd out the reason for the pain, my bladder would have broken and I would have died.
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I realise that if I don’t need an interpreter they will give me
an early appointment and if I need an interpreter they will
give me a late appointment. I have to wait for a long time.

When participants did access interpreter services when in hospital they valued the service highly.
I had malaria and I was in hospital for a week. Every day I had an interpreter with me to explain what
the doctor said. It was very important and useful. I don’t have relatives to support me in Australia other
than my children.

‘Too long to wait’ / ‘Sometimes an interpreter and no doctor and sometimes
a doctor and no interpreter’
Many participants said that they often chose not to ask for an interpreter because the waiting time
to receive interpreting services was excessive. Rather than wait, many participants said they ‘made do’
without assistance or relied upon, what they often saw as the inadequate interpreting skills of family
members. In fact, waiting time was the most common reason participants said they did not use interpreters.
I prefer to have an interpreter but I usually take my husband because the waiting times are so long.
But I feel more at ease with the interpreter but sometimes I just can’t wait. There is no choice if you
want an early appointment.
When participants talked about waiting times they were usually talking about two different kinds of
waiting times.
1) If participants wanted to arrange a medical appointment, and have interpreting services at that
appointment, participants said they had to wait much longer for a medical appointment than if
they booked the appointment without an interpreter.
In a public hospital we had to wait for one month until an interpreter was available.
I was told I had to wait three months for an interpreter by the specialist’s receptionist so I took my son.
I realise that if I don’t need an interpreter they will give me an early appointment and if I need an
interpreter they will give me a late appointment. I have to wait for a long time.
I had a bad back pain and needed access to physiotherapy. Because I had to wait so long to see
the physiotherapist with an interpreter, I decided it wasn’t worth it. I just stayed at home and put
up with the illness.
2) Participants said they often had to wait many hours when they had booked an interpreter for a speciﬁc
appointment because the interpreter was late. Participants said interpreters were often delayed at other
appointments at the same service or had been delayed at another service.
I had an eye operation and I asked for an interpreter. We waited for a long time, myself and my
husband, and the interpreter did not come. So my husband just managed to interpret for me and
then I went for the operation.
I accompanied my wife to the doctor when she suffered strong period pain. I only went to support her.
We waited 6 hours for an interpreter. It was very difﬁcult.
I often go to the hospital outpatients. I always book an interpreter in advance. However, many times
the interpreter is not there. Once my appointment was booked at 10am. I had to wait until 2pm. I
asked the doctor why I had to wait so long. He said there was a shortage of interpreters. Afterwards
I took my child for interpreting then we saw the doctor very quickly.

]
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Participants also said that when an interpreter did show up on time to their appointments, the health
professional was often running late. When this happened the interpreter sometimes had to leave for
another appointment before the health professional was available. Participants, who had access to bilingual
family members, said that they often brought family members with them just in case this occurred.

‘The doctor said no. They told me to use my family’
Participants said that some health professionals refused a participant’s request for an interpreter and
insisted that the participant manage on their own or use a family member to interpret. Participants said
that this was most common amongst specialists (see pages 21 and 22) and GPs. While most participants
regularly consulted GPs who spoke their language of choice, when they consulted a GP who did not speak
their language of choice, participants said they were rarely provided with an interpreter. Some participants
said that this was because some health professionals thought a participant’s English was ‘good enough’
or the health professional did not want to provide interpreting services due to inconvenience or cost.
Some doctors don’t believe that you need an interpreter. They say you speak good enough...
if you say ‘hello-good morning’, they say you don’t need an interpreter.
I have asked for an interpreter but my GP won’t get an interpreter. She uses a dictionary. She
wants to encourage me to speak English. I would understand her better with an interpreter.
When I know (that a GP won’t get an interpreter) I book a double appointment so I can try and
understand. They prefer me to have a double appointment than booking an interpreter for me.
They don’t do it because it would take time and time is money. They don’t want to pay.

‘I like a doctor who understands me’
Most participants did not use an interpreter when they consulted a GP because participants mostly consulted
GPs who spoke their preferred language, or a language they understood better than English. Over 90% of
Italian and Vietnamese participants consulted a GP who spoke Italian or Vietnamese. Approximately 80%
of Iraqi participants visited Arabic speaking GPs, although long waits for these GPs meant that sometimes
Iraqi participants said they were forced to consult a non-Arabic speaking GP. The Sudanese participants
said that they would prefer to consult a GP who spoke their languages of choice but there were no GPs
who spoke their ﬁrst languages (Dinka, Bari, Chulok and Nuier). Sudanese participants also said there very
few GPs who spoke Sudanese Arabic. About 60% of Sudanese participants saw an Arabic speaking GP
but some described communication problems due either to the participant’s poor Arabic language skills
or difﬁculties understanding the GP’s particular dialect of Arabic.
Most participants said that they preferred to consult a health professional who spoke their preferred
language. Some said they preferred to consult a health professional who spoke their language of choice
rather than consult a health professional with an interpreter.
I can express everything and the doctor can understand everything immediately. Using an interpreter
it is not always correct.
Others said that they preferred to consult a health professional who spoke their language of choice only
because they were not always able to access interpreters when consulting health professionals who did
not speak their preferred language.
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Some doctors don’t believe that you need an interpreter.
They say you speak good enough... if you say ‘hello-good
morning’, they say you don’t need an interpreter.

‘I didn’t need one’
Some participants chose not to request an interpreter because they believed that communication was
not important in certain situations. Situations where participants believed communication unimportant
usually involved routine and regular appointments, such as having a dressing changed or a long term
prescription renewed.

‘I don’t like to ask’
Some participants said they felt uncomfortable asking for interpreting services. These participants said they
were much more likely to use interpreting services if the services were offered to them rather than if they
had to request interpreting services. Some of these participants said they felt uncomfortable asking for
interpreting services because they didn’t want to be, or appear to be, a drain on government resources.
I worry about it being too much money for the government. I feel embarrassed to ask all the time.
My husband has chronic asthma and needs a lot of medical help. I feel embarrassed asking for an
interpreter all the time.

‘My family is better’
Participants said that on some occasions they didn’t use an interpreter, when interpreters were available
at a particular service, because they preferred family to interpret for them. As discussed above, this was
usually because the participant did not want to wait for an interpreter or they feared that an interpreter
would not be able to attend the appointment at the last minute.
However, a minority of participants (approximately a quarter of Italian participants, a third of the Sudanese
participants and a quarter of Iraqi participants) preferred a family member to interpret for them because they
felt more comfortable with family members than they did with an interpreter. These participants valued the
emotional and material support (transport to appointments, assistance ﬁlling out forms etc) that family
members provided when they came to interpret. These participants also highly valued a family member’s
involvement in their healthcare, particularly when family members could advocate for participants or assist
participants in making decisions. These participants also said they felt uncomfortable talking about their
private health concerns in front of an interpreter. This was either because they did not trust that the
interpreter would keep their conﬁdentiality or that they did not want the interpreter hearing their private
concerns, even if the interpreter kept conﬁdentiality. Some participants also believed that family members
made better interpreters because family had the participant’s welfare at heart. Most of these participants still
used interpreter services but usually as a last resort when family were unavailable. However, this group of
participants did also occasionally use interpreting services as a ﬁrst choice. This was usually when the health
matter was something they wished to keep private from family or they thought the consultation particularly
important and did not want to risk family members misinterpreting.
For some participants, a preference for family members did not mean they used them. As this participant explains:
I prefer a family member over an interpreter. Health is a family affair. It is only because our families
don’t speak English that we use interpreters. We like to take the ones we trust.

]

Language Services in Victoria’s Health System: Perspectives of Culturally and Linguistically Diverse Consumers
24

The Findings
Participant views on the effectiveness of existing interpreting services in a health setting
Participants said that the effectiveness of existing interpreting services in a health setting were compromised
by the following factors:
•

Pressure on existing interpreting services and lack of coordination between health and interpreting services

•

Varying levels of accuracy in interpreting services

•

Provision of interpreting services in languages, or dialects, other than the participant’s preferred language

•

Provision of interpreting services by interpreters who were of a different gender than the participant

•

Varying standards of professional conduct.

Each of these factors is elaborated below.

Pressure on existing interpreting services and lack of coordination between health and
interpreting services
Many participants said that interpreting services appeared over-stretched and interpreters appeared
over-committed. Participants said that this impacted negatively on the quality of communication that the
participant had with the health professional and, hence, the effectiveness of the health service. Participants
said that interpreters often left appointments before the appointment was ﬁnished, walked in and out of
appointments, interrupted appointments by responding to pagers and phones, arrived late to appointments,
or simply didn’t arrive at all. Participants also said that when the interpreter was present at the appointment
they often appeared hurried and stressed. Participants said that when this occurred they felt uncomfortable
asking questions of the health professional because they didn’t want to delay the interpreter. Others said
that they thought the interpreter could not interpret accurately due to a lack of concentration. Participants
also said that when the interpreter interrupted their appointments the participant found it difﬁcult to focus
on the communication with the health professional.
They seem too busy... when they are interpreting, suddenly, their machine rings, ‘bip bip’, then they
have to use the desk telephone, then they sit down to continue the interpreting... then bip bip again...
there are up to three interruptions in each appointment. Many times this happens... then sometimes
the conversation hasn’t ﬁnished and they say sorry, then leave in a hurry. This makes me lose my trust.
I am worried whether they interpret accurately.
Many times I want to ask more questions but they [the interpreter] show they are in a hurry. This
stops me from asking more questions... I am going to ask a question and she is already at the door.
Participants said that they thought these problems were caused by the demand for interpreter services
outweighing supply, but also because interpreting services and health services were poorly coordinated.
Many participants said that either the interpreter or the health professional was running late, making it
very difﬁcult for the two services to synchronise. As one participant commented, ‘sometimes there is a
doctor and no interpreter and sometimes there is an interpreter but no doctor’.
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Many participants said that either the interpreter or
the health professional was running late, making it
very difﬁcult for the two services to synchronise.

Varying levels of accuracy in interpreting services
Participants repeatedly stressed that to be effective, interpreting services needed to act as a conduit for
all that a health professional and participant said to one another. Participants, without exception, said
that to accurately interpret was the most important aspect of an interpreter’s role.
[An interpreter] should interpret everything that the doctor says, not what they think we need to know.
An interpreter should never summarise.
Participants said that inaccurate interpreting led to misunderstandings, mistakes and, often, a reduced
quality of healthcare.
Participants said the accuracy of the interpreting, and hence the effectiveness of communication, varied markedly
from interpreter to interpreter. Participants highly commended interpreters who meticulously interpreted
everything the health professional and participant said to one another. Participants also spoke particularly
highly of interpreters who were trained in medical interpreting. On the other hand, participants were very
concerned about what they perceived to be the inaccurate interpreting practiced by other interpreters.
When I ﬁrst arrived in Australia my language was very poor and I had to rely entirely on interpreters
and I had complete faith the interpreter would convey all that I was saying. After being in Australia
for a few years my English language improved and I realised that not all the information you and the
doctor say gets through the interpreter. We need accurate information.
I talk a lot to express exactly what I think and feel, but the interpreter interprets this very short.
Sometimes I talk very short and the interpreter interprets this very long.
Participants said they believed that when interpreters interpreted inaccurately it was either due to a lack
of skill or because the interpreter wanted to edit or simplify what the health professional or participants
said to each other.
Some participants said that some interpreters actively tried to restrict what the participant was saying to
the health professional by either not interpreting everything or reprimanding the participant for what the
interpreter perceived as inappropriate talk for a health setting.
I know one interpreter in particular who, when we try to get an explanation from the doctor or add
something he says, ‘I won’t interpret this part’.
I had one interpreter who didn’t interpret everything I say and then yelled at me ‘why do you speak
too much?’
I don’t like it when the doctor says a lot, but then the interpreter just says one short sentence like
‘generally he is going to die soon’.

]
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Participants found inaccurate interpreting very frustrating and anxiety - provoking. Participants said that when
they observed an interpreter inaccurately interpreting they were concerned that the interpreter would edit out
something that was of importance to the participant’s healthcare. Some participants were so concerned about
this issue that they had asked interpreters, who they thought were interpreting inaccurately, to leave the
appointment or requested that a particular interpreter not be engaged in the future. Participants said that
inaccurate interpreting impacted negatively on their conﬁdence in interpreting services in general.
When we realised that this [the interpreter was not interpreting accurately] was happening, I insisted
that they were never booked for my family again. We need the interpreting service but we fear they
will not convey the message.
I have used interpreters for many years because of a work cover injury. I must say that only once I
found myself in the situation where the interpreter interpreted incorrectly what I was saying to the
doctor. Fortunately I understood sufﬁcient English to realise that he misinterpreted me. I immediately
informed the doctor that what [the interpreter] told him was incorrect and because of that I would
prefer to speak to the doctor without the interpreter. Ever since I have been suspicious of interpreters
and listened carefully.
Many participants said that it was around medical terminology that the most inaccurate interpreting
occurred. Many participants also said that the effectiveness of the health consultation was vastly
improved when an interpreter was trained in medical interpreting.
Most of the time even Dinka or other Sudanese Arabic interpreters would never know the medical
terminology to describe to the doctor. When you try and explain the pain and the issue the interpreter
doesn’t know how to describe the name of the condition or the symptoms in English. So the interpreter
tries to explain it to the doctor in simple English and this results in most cases in the doctor not
understanding.
I fear mistakes being made. When interpreters don’t know terminology it doesn’t inspire conﬁdence.
Medical terminology is very important, often we know other words but we need interpreters in a
health setting because we can’t understand the terminology the doctor uses.
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When we have a Nueir interpreter it is very good. It is
harder with Sudanese Arabic. I can understand about
70% if I concentrate hard. I can’t really understand...
Egyptian Arabic at all.

Provision of interpreting services in languages, or dialects, other than the participant’s
preferred language
Participants said that the effectiveness of interpreting services was reduced when participants were unable to
access an interpreter who spoke their preferred language or dialect. Some participants, particularly the South
Sudanese and Iraqi participants, said they were often provided with interpreters where they understood little
of what the interpreter said. These participants said the level of understanding they had in these instances
was inadequate for them to communicate effectively with the health professional concerned.

South Sudanese participants
South Sudanese participants said it was rare that they were able to access an interpreter who spoke their
native languages (Nueir, Dinka, Cholok and Bari). Participants said that there are very few interpreters who
speak these languages and that the few that are available are much in demand. Participants repeatedly
stressed the importance of an increase in the number of interpreters (men and women) who spoke Nueir,
Dinka, Cholok and Bari.
South Sudanese participants said they were often provided with Arabic interpreters as a second option.
Participants said that the provision of Arabic interpreters to their community presented some problems.
Most people said that when the interpreter spoke anything other than the Sudanese dialect of Arabic,
understanding was very difﬁcult, if not impossible.
When I went to the hospital I asked for a Dinka interpreter. They didn’t have one and brought me
someone from Egypt. I didn’t understand him. I had to guess. There is a very big gap between
Sudanese Arabic and Egyptian Arabic.
Participants said that even with Sudanese Arabic it was difﬁcult for some people in their community
to understand because not all of the South Sudanese community were ﬂuent in Sudanese Arabic.
I accompany my mother-in-law to hospital. She is diabetic. They brought us an Iraqi interpreter. It
was very difﬁcult to understand. The doctor would speak to the interpreter in English, The interpreter
would speak to me in Arabic - I didn’t understand him very well - and I then interpreted for my motherin-law [who doesn’t speak Arabic] in Nueir. The next time they arranged a Nueir interpreter for us. It
was much better. We could understand.
When we have a Nueir interpreter it is very good. It is harder with Sudanese Arabic. I can understand
about 70% if I concentrate hard. I can’t really understand... Egyptian Arabic at all.

Iraqi participants
The Iraqi Muslim participants also stressed the need for interpreters to speak a dialect of Arabic they
understood. These participants repeatedly said that appointments were a waste of time when they
were provided with an interpreter who spoke a dialect of Arabic that they couldn’t understand.
The Iraqi Christian participants echoed these statements, but like the South Sudanese, many participants
spoke Arabic as a second language. Some of these participants found Arabic difﬁcult to understand and
preferred an interpreter who spoke Kildanean.

]
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Italian participants
Some of the Italian participants also experienced some problems with dialects. Some Italian participants
said that they could understand the Italian that most interpreters spoke but they couldn’t always speak
it. This meant that unless the interpreter understood the participant’s particular dialect, the interpreter
sometimes misunderstood, and misinterpreted, what the participant was trying to communicate to the
health professional.

Provision of interpreting services by interpreters who were not of the same gender as
the participant.
Many participants, both men and women, said that the effectiveness of the health consultations could
be compromised when the interpreter was not of the same gender as the participant. Many participants
said they felt uncomfortable talking about heath in the presence of an interpreter who was not of the
same gender. Participants repeatedly said that when they had used an interpreter who was not of the
same gender, they had often refrained from telling the health professional some symptoms or from asking
particular questions. This was particularly the case for health issues that the participant considered
sensitive, such as sexual health issues.
Before my prostate operation they got a female interpreter. It was a little embarrassing.
The interpreter was embarrassed too.
When a man interprets, there are some things I am too embarrassed to say.
Some participants felt less concerned about the gender of the interpreter when they were consulting a
health professional about health issues that they considered less sensitive. However other participants,
particularly those participants from the Iraqi Muslim community, had a strong preference for always
having an interpreter of the same gender.
Participants from the South Sudanese and Iraqi communities said there were very few female interpreters
available in their preferred dialect/language. This meant that female participants from these communities
did not communicate certain health issues to health professionals.
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Participants most valued interpreters who
were respectful, maintained their professional
boundaries and were compassionate.

Varying standards of professional conduct
Many participants said it was very important that interpreter services ensured that their interpreters
maintained a high standard of professional conduct. These participants appeared to derive the benchmark
for these standards from their more positive experiences of using interpreters. Participants thought it
important that interpreters refrain from saying things to the participant that was outside their role as a
conduit between participant and health professional. In particular participants believed it was important
that interpreters refrain from making any comments or judgements about the participant. Participants most
valued interpreters who were respectful, maintained their professional boundaries and were compassionate.
Interpreters need to have good will, they shouldn’t think they are bestowing their clients a favour.
Interpreters should have the same respect and courtesy for the patient as they show the doctor.
They should be impartial and not look down on us.
Participants gave examples of times that they thought interpreters had not maintained their professional
conduct. The following three examples are typical:
Sometimes they want to tell you about their life story - about how they came to Australia rather than
interpret for you.
Sometimes their behaviour is very authoritarian. When I took my child for an operation, the female
interpreter said to me with a slowly talking voice ‘How long have you been in Australia? 7 or 8 years?
Why can’t you speak English!’ She spoke to me like I was simple.
The specialist told me I needed a hysterectomy... When the specialist left the cubicle the interpreter
said my condition was due to ‘too much sex’. I was embarrassed and outraged and told him to mind
his own business.
Participants stressed that instances, such as those described above, were the exception rather than the
rule. Yet most participants had one or two anecdotes of this sort where they described feeling humiliated
or angry at the unprofessional conduct of an interpreter.
Some participants wanted to be able to complain about such experiences but did not know how.
We need to be able to complain if an interpreter has bad manners - we don’t know which company
employs them so we don’t know where to complain.

Language Services in Victoria’s Health System: Perspectives of Culturally and Linguistically Diverse Consumers
30

The Findings
Factors that assist or deter CALD consumers in accessing language services
Participants described many factors that assisted them to, or deterred them from, accessing language
services. Participants, also spoke about factors that they believed would assist or deter other members
of their communities in accessing language services. These factors are summarised below.

Factors that assist CALD consumers in accessing language services
•

Readily available interpreting services (minimal waiting times)

•

Punctual and reliable interpreting services

•

Well coordinated and integrated health and interpreting services

•

Readily available interpreting services in the participant’s preferred language and preferred gender

•

Interpreters who can interpret accurately, particularly medical terminology

•

Being provided with an interpreter who can speak the participant’s language and dialect well

•

Health services offering a participant an interpreter, rather than a participant having to request one

•

Administrative systems that ‘ﬂag’ a participant’s language needs every time they make an appointment

•

Health services that encourage family involvement in a participant’s health
(in support role not interpreting role)

•

Participant being able to assess when they need an interpreter rather than a health professional assessing
whether a participant needs an interpreter (this was raised only in relation to a health professional assessing
a participant as not needing an interpreter when the participant believed they did need an interpreter not
a health professional insisting they use an interpreter when a participant did not think they needed one)

•

High professional standards amongst interpreters, particularly in the areas of impartiality, accuracy,
conﬁdentiality, respect and compassion

•

Knowledge about how to access interpreter services and in what settings they are available

•

Knowledge about the role of interpreting services and how to effectively use them.

Factors that deter CALD consumers from accessing language services
•

Long waiting times for interpreting services

•

Unreliable and late interpreting services

•

Poorly coordinated health and interpreting services

•

Inaccurate interpreting services

•

Lack of availability of interpreters in the participant’s language of choice

•

Lack of availability of interpreters in the participant’s gender of choice

•

Being provided with an interpreter who does not speak a language well or speaks a different dialect

•

Lack of availability in particular settings: specialists, emergency departments and in-patient hospital services

•

Health services refusing to arrange interpreting services

•

Health professionals overriding consumer’s requests for interpreting service eg. on the basis that
the participant’s English is good enough

•

Lack of information about the interpreter’s role, their professional boundaries and codes of conduct

•

Bad experiences with interpreting services in a health setting

•

Fear that the interpreting services are not accurate or conﬁdential

•

Lack of information about how to access an interpreter, where interpreters are available and
consumer rights in relation to interpreters.
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Ensure interpreters are trained in health interpreting
if they are working in a health setting.

Participants’ priorities for change
Participants were asked about their views on how interpreting services in a health setting could be
improved. The following participant suggestions are not in order of priority:
•

Increase the number of interpreters (particularly ‘in-house’ interpreters)

•

Increase the number of interpreters who speak:
-

Dinka, Bari, Nueir and Cholok (South Sudanese)

-

Kildanean (Iraqi)

•

Ensure that there enough male and female interpreters so that consumers are able to use an interpreter
they are comfortable with

•

Provide interpreting services in emergency departments and specialist services

•

Provide more interpreting services at GP and hospital in-patient services

•

Decrease waiting times associated with interpreting

•

Ensure interpreters are trained in health interpreting if they are working in a health setting

•

Better coordinate health and interpreting services

•

Ensure that health services always ask about a consumer’s language needs (Do they need an interpreter?
If so, which language, which dialect, which gender?)

•

All health services should adopt the system (seen in some services) where a participant’s language needs
are ﬂagged on their ﬁle for future bookings

•

Implement a way in which participants can give feedback or complain about interpreting services in
a health setting

•

Implement a community education campaign that includes:

•

-

How to request an interpreter in a health setting

-

Where, and in what settings, interpreters are available

-

How to make the most out of using an interpreter in a health setting (eg. what you do if you
don’t understand, how to get assistance ﬁlling out forms)

-

Participant rights and entitlements in relation to interpreting services in a health setting

-

How to give feedback or make a complaint about an interpreting service

Provide scholarships and actively recruit interpreters from the communities.

]
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The Findings
Differences between newly arrived and established communities
As discussed in the method section of this report, participant responses were remarkably similar across
the four communities. However, the most signiﬁcant difference between participants who were from
more recently arrived communities and those from more established communities was that newly arrived
participants had little or no English speaking networks or no family networks at all. This meant that when
language services weren’t provided to these participants, these participants often utilised health services
without being able to communicate at all. Newly arrived participants frequently described situations where
they were relying on family members to interpret who had only marginally better English than the participant
had themselves. Participants said this led to ineffective and confusing encounters with the health system.
Many of the male participants from the South Sudanese and Iraqi communities said they were often
pressured by language services to interpret for their wives and children. These participants said that their
English language skills were only marginally better than those of their wives or children and were not
adequate for interpreting in a health setting. These participants described the experience of interpreting
for their families as extremely stressful and frustrating.
However, while the lack of English speaking networks was consistently raised as an issue with the Iraqi
and South Sudanese communities, it was also raised as an issue with many of the older Vietnamese
participants. Some older Vietnamese participants also said they had no English speakers in their families.
Other Vietnamese participants had English speaking family members but these family members were
often too busy to accompany participants to appointments.
The other major difference between newly arrived and more established communities concerned access to
GPs who spoke the participant’s language of choice. For the Italian and Vietnamese communities, bilingual
GPs were an important link with the rest of the health system, forming a major role in referring and orienting
consumers to the health system as well as assisting consumers to understand their interactions with the rest
of the health system. Bilingual GPs played a similar role for South Sudanese and Iraqi participants but these
GPs were much in demand, difﬁcult to access and often did not speak the participant’s language of choice.
For example, the Sudanese participants saw Arabic speaking GPs because there were no GPs who spoke
their preferred languages. As discussed in the report, the Sudanese spoke Arabic as a second language,
with some participants only speaking Arabic marginally better than English. In these cases, bilingual GPs
were less effective in providing a health setting where participants could communicate easily.
Another major difference between newly arrived and more established participants was that newly arrived
communities were often provided with interpreters who did not speak their preferred language/dialect. This
meant that participants were often trying to communicate through an interpreter who spoke a language
they could only partially understand or communicate in. Newly arrived participants said that there were
very few interpreters available who spoke their language/dialect of choice. Newly arrived communities also
reported a lack of female interpreters who spoke their preferred language/dialect. This meant that women
participants often felt unable to discuss certain issues with health professionals.
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Conclusion

One of the most consistent themes that
emerged from the ﬁndings was the
high value that participants placed on
communication in a health setting.
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Conclusion
One of the most consistent themes that emerged from the ﬁndings was the high value that participants
placed on communication in a health setting and the clear and direct connection participants made
between communication, effective healthcare and positive health outcomes. Participants said that language
services, when of a high standard, provided participants with the means to fully communicate with health
professionals. For participants, full communication involved listening, asking questions, discussing issues,
advocating for themselves and their families, as well as communicating in the very speciﬁc language used
in a health setting. Participants believed this communication was fundamental to obtaining positive health
outcomes for themselves and their families. Participants repeatedly said that when communication in a
health setting was ineffective or non existent, either because interpreting services were not provided or
because interpreting services were of an inadequate standard, contact with the health system became
confusing, ineffective and, sometimes, dangerous and traumatic.
Understanding the value that participants placed on communication is pivotal to understanding participants’
preferences, actions and choices surrounding language services in a health setting. Participants mostly
preferred to use a professional interpreter over a family member, even when they were more comfortable
with a family member, to ensure that communication was effective. This was particularly true in situations
where the participant believed the health matter to be serious, an emergency, private or embarrassing.
However, while many participants preferred to use a professional interpreter they often chose to use a family
member to interpret. Participants usually, but not always, chose to use family to interpret because they:
•

were not provided with interpreting services

•

had to wait too long for interpreting services

•

felt uncomfortable asking for an interpreter

•

feared language services would be unreliable, delayed or inadequate.

While most participants highly valued the support of their families, they often described communication
facilitated by family as limited or compromised. For other participants the option to use family to interpret
was not available. This was particularly the case for participants from newly arrived communities who often
had no English speaking family members and sometimes no families at all.
Participants’ value of, and preference for, full communication also appears to be at the heart of the strong
preference participants expressed for using bilingual health professionals. Most participants believed that
full communication with a bilingual health professional was both reliable and effective.
Participants believed that the current level and standard of language service provision appeared to
compromise the effectiveness and quality of healthcare that participants and their families received.
Participants said that when they attempted to access health services they experienced prohibitively long
waits for interpreting services. When attending pre-booked appointments, participants often found
language service provision inconsistent or unreliable and health and language services often poorly
coordinated. Participants also found interpreting services varied in quality and sometimes the interpreter was
unable to effectively interpret in a health setting. When accessing some services, particularly emergency
departments, specialist or in-patient services, participants were often denied language services altogether.
These barriers often forced participants to use what they saw as inadequate communication means such
as family members or ‘getting by’ without assistance. This led to confusing, ineffective and traumatic
interactions with the health system. This aspect of the ﬁndings raises some pressing questions about the
quality of health care being delivered to Victoria’s diverse community.
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It appears that participants have been
denied access to interpreter services even
when interpreter services may actually
have been available.

Perhaps one of the most concerning and puzzling issues that arose from the ﬁndings is that it appears that
participants have been denied access to interpreter services even when interpreter services may actually
have been available. For example, many emergency, specialist, inpatient and GP services do have access,
within certain resource constraints, to interpreters. However, participants consistently said that when
using these services they were often either actively discouraged from using language services or informed
that interpreting services were simply not available. If participants were actually informed that interpreter
services were simply not available, then they were not only denied access to interpreting services but were
explicitly misinformed about the availability of these services. Further, in these situations, participants said
that health services often actively encouraged them to use family members as interpreters, a practice
discouraged in Victorian government policy regarding language services. The apparent commonplace
practice of using family to interpret or using no interpreting assistance at all also raises questions about
how, in the absence of communication, health professionals are ensuring that duty of care requirements
and legal obligations around informed consent are being met. This aspect of the ﬁndings, amongst others,
suggests a gap between Victorian government policy regarding language services and language service
provision in a health setting. This gap needs further investigation and intervention in order to ensure that
consumers are receiving the full beneﬁt of available services and to ensure that all health services are
complying with government policy.
While the research raises some urgent issues concerning the under utilisation of available language services
in some health settings, the research ﬁndings also suggest a lack of availability of language services in other
settings. The excessive waiting times, overstretched services and the varying quality of language services
described repeatedly by consumers suggest a lack of availability of appropriately skilled interpreters. The
ﬁndings suggest that both the quantity and quality of existing services are not always adequate to meet
the needs of CALD consumers. This appeared to particularly be the case with regard to language services
in newly arrived communities.
As well as raising concerns about the gap between Victorian government policy regarding language
services and issues of supply and utilisation, the ﬁndings also highlighted a lack of information available
to consumers. Participants repeatedly said that they needed more information about when and where
interpreters were available, how to access them and what actions to take when interpreter services were
denied or inadequate. Participants said they needed this information so that they could better advocate
for themselves and their families. Participants also said that they were willing to make complaints but
needed clear information about where and how to make complaints or give health and language services
feedback about the provision of language services in a health setting.

]
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Understanding the value that participants placed
on communication is pivotal to understanding
participants’ preferences, actions and choices
surrounding language services in a health
setting.
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Recommendations
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Recommendations
On the basis of these research ﬁndings, CEH makes the following recommendations:
1. That DHS, in conjunction with the relevant Government agencies, ensures that there is an increase in
the utilisation and availability of appropriately qualiﬁed interpreters in health settings.
2. That DHS investigates the reasons why interpreters may be under-utilised by health professionals,
particularly in emergency, specialist, in-patient and GP services.
3. That DHS undertakes consultation to determine the best way to establish a ‘language services
in health’ consumer advocacy body (or capacity in an already existing service) that:
a) Assists CALD consumers to make complaints through the relevant channels
b) Can arrange language services for consumers who want to make complaints
c) Provides culturally relevant and accessible information on how to make complaints
d) Provides consumers with advocacy support in order to make complaints
e) Provides a central point where consumers can make complaints about services who refuse to
provide interpreters
f) Monitors themes and trends in consumer complaints
g) Provides policy advice
h) Conducts a regular, state-wide review that seeks consumer perspectives on language service
provision in the health system.
4. That DHS in conjunction with Victorian Ofﬁce of Multicultural Affairs (VOMA), investigate
strategies to increase the number of interpreters (particularly female) that speak newly arrived
community languages, including Dinka, Bari, Nueir and Cholok (South Sudanese), Kildanean (Iraqi),
Sudanese Arabic and Iraqi Arabic.
5. That DHS develop and implement a system for ongoing monitoring and reporting on
interpreter utilisation that speciﬁcally identiﬁes usage in emergency departments and specialist,
GP and in-patient services.
6. That both health services and language services providers ensure internal complaints mechanisms
are more accessible and are promoted to consumers.
7. That DHS and health providers ensure that health service provision complies with Victorian Government
policy regarding language services, particularly in relation to using family as interpreters.
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Recommendations
8. That health service providers, health professional peak bodies and key stakeholders in the private
sector improve the delivery of their language services to ensure the needs of CALD consumers are met.
This may include:
a) Providing interpreters who are of a gender and speak a language/ dialect of the consumer’s choice
b) Decreasing waiting times for access to interpreters
c) Ensuring timely, uninterrupted consultations
d) Improving coordination between health service and language service appointments
e) Improving organisational systems that indicate consumer language needs and ensuring language
service provision at all critical service points
9. That health service providers and health professional peak bodies improve ongoing training to all staff in
relation to using interpreters in a health setting. Training should place particular emphasis on improving
the quality of communication between practitioners and consumers, duty of care requirements, and
respect for consumers’ rights in relation to language services.
10. That the Victorian Government and language service providers ensure that interpreters working in
health settings meet minimum standards, including accreditation at NAATI Level 3 and are experienced
in, or trained to develop specialist skills for, interpreting in health settings.
11. That language service providers seek and take into account consumer perspectives and complaints
when monitoring service quality.
12. That interpreter training providers and language service providers ensure that interpreter education
and training places particular emphasis on improving accuracy and working sensitively with consumers
in a health setting.
13. That DHS implement community education strategies to improve/increase consumer knowledge
in relation to language services including:
a) How to arrange for an interpreter in a health setting
b) Where, and in what settings, interpreters are available
c) How to make the most out of using an interpreter in a health setting
d) Participant rights and entitlements in relation to interpreting services in a health setting
e) How to give feedback or make a complaint about interpreting services
f) Information on the professional code of conduct for interpreters
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Appendices - Summary of
Project Findings in Italian,
Vietnamese and Arabic

40

Italian

41

42

43

44

Vietnamese

45

46

•
•
•
•
•
•
•
•
•

•

•
•

•

47

48

49

50

51

Arabic

Other resources available from the Centre for Culture Ethnicity & Health include:

Reports
•

Language Services: Good Practice in the Victorian Health and Community Sector

•

Consumer Participation and Culturally and Linguistically Diverse Communities

Resources
•

Assessing the Need for an Interpreter

•

Bilingual Staff Roles and Organisational Supports

•

Communicating with Clients with Low English Proﬁciency

•

Culturally Inclusive Health Assessment

•

Recruiting Bilingual Staff

•

Reviewing Existing Translated Materials - Checklist

•

Translating Health Promotion Materials into Community Languages

•

A Practical Guide to CALD Consumer Participation

•

Making Focus Groups Culturally and Linguistically Appropriate

To access electronic copies of any of these resources,
please visit www.ceh.org.au/resources/resbyceh.html

Training Workshops
We also offer organisational training workshops in the following areas:
•

Consumer Participation and Culturally and Linguistically Diverse Communities

•

Cross Cultural Communication

•

Culturally Inclusive Health Promotion

•

Inclusive Health Assessment

•

Palliative Care and Cultural Diversity

•

Valuing Cultural Diversity

For further information on our training program, including our annual calendar of training,
please visit www.ceh.org.au/education
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Ph: 03 9427 8766
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