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Abstract

Background Communication difficulties due to unmet language needs are a driver of inequality in healthcare
access. The provision of professional interpreting services should mitigate these, and their use is associated with
improved patient outcomes. However, interpreting uptake in England is suboptimal and there has been limited
research focused on understanding patient experiences and the potential impact on uptake. This multilingual study
explored patient perspectives of access to and experience of language support in general practice (primary care) in
England, including the use of professional interpreting services and informal language support (i.e. family/friends).

Method This is a qualitative study based on face-to-face semi-structured interviews with 30 participants from
South Asian backgrounds (Pakistani, Indian, Bangladeshi), with no/limited proficiency, living in England. Interviews
were analysed with inductive thematic analysis. Patient advisors were involved in all aspects of the research and
interpretation of the findings was supported by public engagement focus groups.

Results Three main themes described participants challenges related to uptake of professional interpreting services
including (1) the burden of articulating need, (2) prioritisation of different types of language support (professional/
informal), and (3) perceptions of professional interpreting services. Participants described an onus on them to arrange
interpreting themselves, whilst regular use of informal language support could inhibit offers of professional language
support. Online/digital booking systems perpetuated these challenges. Patient illness appraisal impacted decision
making, with informal language support prioritised for less serious matters. Patients highlighted the importance of
having confidence in these services, and face-to-face interpreting was preferred to remote interpreting.

Conclusions No/low English proficiency patients need additional support when booking interpreted-assisted
appointments. Increasing patient awareness of and confidence in professional language support is vital to uptake
of services. Emphasising the benefits of professional support over informal options is important, with links to patient
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safety. We provide recommendations for general practice in how to support the uptake of professional interpreting

services.

Keywords General practice, Health inequalities, Language barriers, Qualitative methods, Interpreting

Introduction

The National Healthcare Inequalities Improvement Pro-
gramme (HiQiP) was established in 2021 to help ensure
exceptional healthcare for all, equitable access and
improved patient outcomes [1]. Addressing unmet lan-
guage needs as a barrier to healthcare access and qual-
ity is a challenge in primary care in the UK and globally
[2]. Limited language proficiency is associated with
increased risk of safety incidents [3], including increased
risk of physical harm [4]. The use of informal interpret-
ers, including friends or family members, rather than
professional interpreters’, is also associated with reduced
patient safety [5], because of problems such as omitting
or altering information [6], as well as raising broader eth-
ical concerns around confidentiality and privacy [7].

General practice is often the first point of access to the
healthcare system when people are unwell or experience
symptoms. Understanding population need, uptake and
resourcing of professional interpreting services is cru-
cial but currently limited [8, 9]. A recent study on the
uptake of professional GP-provided interpreting services
amongst South Asian populations in England found that
more than one-third of participants (37%) with limited/
no English language proficiency had not previously used
them [10]. Findings from this study indicate that uptake
of GP-provided services was more likely amongst those
who had been told about the availability of professional
interpreting services and those who had been offered a
choice of language support, compared with those who
had not been told about services/offered a choice. Most
had experienced informal or other types of language
support, e.g. interpreting by family/friends or bilingual
healthcare professionals. Uptake of professional ser-
vices was less likely amongst those who had previously
had friends/family interpret for them during healthcare
consultations [10]. However, in-depth qualitative work is
required to understand how these factors may influence
uptake.

Qualitative evidence to date has used accounts from
various relevant parties to understand how consultations
change with the introduction of professional interpret-
ers [11], or how users of interpreting services, including
staff (GPs, practice nurses, receptionists) adapt services
to accommodate language need [12]. Changing migra-
tion patterns, alongside increasing complexity in health
conditions influenced how interpreting provision was

! An interpreter who is qualified and registered with a relevant regulator, as
per UK guidance for interpreting in primary care.

delivered/organised. For example there was increased
use of telephone interpreting to provide timely care and
access for a broader range of languages [11]. However,
there are a lack of studies exploring the perspectives of
patients who require the use of language support services
in general practice in England, including limited informa-
tion on the experiences of those who engage with their
GP’s professional interpreting services as well as those
who chose not to (i.e. use family/friends). Focusing on
current patient experiences of professional interpreting
services, as well as other types of language support will
help identify where improvements may optimise uptake
and patient outcomes [13-15].

This study explores South Asian patient experiences
of language support in general practice (primary care)
in England, including the use of professional interpret-
ing services and informal language support (i.e. fam-
ily/friends) and to provide a nuanced understanding of
potential influences on uptake of professional interpret-
ing services. South Asian communities with limited Eng-
lish proficiency have lower medication adherence [16],
and this may interact with increased risk of long-term
conditions. For example, South Asians have a greater risk
of type 2 diabetes (T2DM) [17], making self-management
challenging. Furthermore, South Asian languages com-
bined are the UK’ most commonly spoken languages
after English [18].

Methods

Qualitative face-to-face interviews were undertaken to
explore participants’ experiences with professional and
informal language support with their primary care pro-
vider. This study followed the Consolidated Criteria for
Reporting Qualitative Research (COREQ) reporting
guidelines [19].

Participant selection and recruitment

Participants were recruited from respondents (#=609)
to a national survey exploring uptake and experience of
GP-provided interpreting services [10]. This subsample
was selected from survey participants who had agreed
(n=372) to participate in a follow-up interview to dis-
cuss their experiences of language support at the GP sur-
gery in more detail (n =89 did not agree, n=148 did not
respond to this question). Those in the group who agreed
to participate in a follow-up interview were more likely to
have previously used GP interpreting services (69%) than
those who did not (62%). They were also more likely to be
from Bangladeshi (40%) and Indian (33%) backgrounds
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and less likely to be from Pakistani (27%) backgrounds
than those who did not agree (Pakistani 52%, Indian 31%,
Bangladeshi 17%). Age and sex profiles of the two groups
were broadly similar. All interview participants had self-
reported limited/no English proficiency, self-identified
ethnicity (Pakistani, Indian, Bangladeshi) and had seen
or spoken to a healthcare professional from their GP sur-
gery at least once within the last 12 months before survey
completion.

Data collection

A multi-disciplinary team with expertise in interpret-
ing studies, health inequalities and qualitative methods
designed two semi-structured interview guides on par-
ticipant experiences of professional interpreting services
and informal language support in general practice (see
supplementary materials). A PPI representative also pro-
vided input on the development of the interview guides,
as well as supporting guidance documents. Open-ended
questions explored participants’ most recent experience
of a clinical consultation involving either professional
or informal language support. This included questions
about how language support is arranged; participant
decision-making between professional and informal
support; the modality (e.g. face-to-face, telephone,
video-mediated interpreting) and the role/impact of any
technology (e.g. telephone/video-link); and suggestions
for future improvements to these services.

Recruitment for interview was informed by quotas to
ensure diversity of experiences in the sample, including
20 who had previously used GP interpreting services and
10 who had not done so, across four geographic regions
in England (Greater London, Midlands, North West,
Yorkshire and the Humber) following purposive sam-
pling criteria (sex, age, and region). Of the eligible par-
ticipants (n=372), n=60 were approached for interview

Table 1 Sample characteristics
Demographics, No. (%)

Full interview sample (n=30)

Sex

Female 17 (57)
Male 13 (43)
Age in years: mean (SD) 49 (12.44)
Ethnic origin

Indian 4(13)
Pakistani 9 (30)
Bangladeshi 17 (57)
Main language

Bengali/Sylheti 17 (57)
Urdu 9(30)
Hindi 4(4)
English proficiency

Not well 10 (33)
Not well at all 20 (67)

Page 3 of 10

(a response rate of 50%). All interviews were conducted
by trained researchers employed by the sub-contrac-
tor responsible for the national survey data collection
between May- September 2023 [10]. These researchers,
who were fluent in a range of South Asian languages,
participated in a briefing session and were provided
with guidance on how to conduct interviews. The inter-
views were conducted in the language of the participants
choice. Researchers translated the contents of an infor-
mation sheet and participants gave verbal consent to par-
ticipate in the study. A phased start to the data collection
enabled detailed feedback to be provided on the initial
transcripts, including accuracy checks, and researcher
re-briefing where necessary.

Data analysis

Interviews were digitally recorded and translated/tran-
scribed verbatim into English by a professional transla-
tion and transcription agency. Where further clarification
was required (e.g. terminology or explanation of mean-
ing), external validation of the transcribed interviews was
achieved by an independent multilingual researcher (an
independent university employee from a South Asian
background). Identifiable information was removed to
ensure participant anonymity.

We conducted an inductive thematic analysis sup-
ported by MAXQDA 2022 (22.8.0) analytic software. The
mean (SD) interview duration was 31 (9) minutes. Our
analytic process was guided by a six-phase process [20],
incorporating rapid qualitative analysis techniques [21].
All transcripts were repeatedly read by GH to ensure
familiarity, whilst four research team members (KLW,
GBB, CV, JY) read through all 30 transcripts between
them. Open coding conducted by GH resulted in the
identification of an initial set of themes. Multiple data
analysis meetings took place to refine the themes, involv-
ing group analysis of transcripts and production of sum-
maries reflecting the team’s evolving understanding of
the themes. Summaries incorporated direct quotations
drawn from the data to provide a more in-depth analy-
sis. Theme refinement was also informed by input from
a PPI representative [LI] and the wider research team.
This reflexive process developed our interpretation and
understanding of the findings, ensuring that final themes
were representative of the data. We also worked closely
with an external organisation, People Street (www.peo-
plestreet.net), to run three patient engagement focus
groups in Bangladeshi and Somali communities within
Tower Hamlets (London) to support the interpretation
of our findings and reflect on these findings with a group
not included as research participants. A total of 30 par-
ticipants were interviewed. Sample characteristics are
reported in Table 1.


http://www.peoplestreet.net
http://www.peoplestreet.net
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Results

Three main themes describe participants’ experience
of using language support to interact with their gen-
eral practice. These included the burden of articulating
need, prioritisation of different types of language support
(professional/informal), and perceptions of professional
interpreting services. Together these themes reveal sev-
eral factors that may explain uptake of professional inter-
preting services in this context.

The burden of articulating need

This theme explores the challenge of how to articulate
need for language support within primary care systems
and services; including difficulties using online appoint-
ment booking systems (Table 2).

Working out the way ‘in’

Participants described their experiences of articulating
their need for language support in advance of consulta-
tions. Whilst most said they either had to request an
interpreter or were routinely provided with one by their
GP, others said they had not previously requested an
interpreter or their GP practice had not asked whether
they needed one, “R [respondent]: No, they don’t do it by
themselves, I have to tell them. M [moderator]: You have
to tell it yourself, okay. R: They don’t arrange it on their
own. (528, Sylheti, M, 45). Many participants suggested
that this was because of an assumption made by their
practice that family members who accompanied partici-
pants to their consultations would also act as interpret-
ers, “lelvery time before an appointment, they don’t ask
whether bilingual services will be required, maybe because
they assume that a family member will come along..”
(108, Urdu, F, 36). Just two participants mentioned that
their language support need was coded in their medi-
cal record, however, this did not mean interpreters were

Table 2 The burden of articulating need
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booked automatically, with both relaying situations
where an interpreter had not been booked for them.

Navigating online booking systems

Language and digital systems presented additional chal-
lenges to making the first step to contact general prac-
tice for an appointment for a health concern. Even
participants who had identified their language need to
receptionists were referred to online booking systems.
Participants explained that they relied on family and
friends to make appointments for them. However, reli-
ance on family members to assist with the booking pro-
cess appeared to be problematic and presented a barrier
to accessing general practice. For instance, some patients
were unable to contact their GP surgery during its open-
ing hours as their English-speaking family members were
at school/work “[njow appointments and everything other
is done online, this is hard for me and my husband. Some-
times we get sick but cannot fill up form, then the children
do it whenever they can make time as they are busy with
their work” (121, Sylheti, F, 50). The reliance on fam-
ily members to assist with online appointment requests
also inhibited the independent care-seeking behaviour
of patients, and it sometimes led to situations where
participants had to disclose to those assisting them the
reason(s) for seeking a healthcare professional, “Yes, my
wife books it. I tell her that I have this problem and she
calls the doctor... When she goes in with me, she’ll explain
to the doctor that I have this or that problem” (274, Urdu,
M, 29).

Prioritisation of other options of Language support

This theme discusses how other types of language sup-
port were prioritised, depending on factors such as
perceived benefits of using informal interpreters and
interpretation of the presenting symptom/issue (Table 3).

Theme: The burden Example quotations
of articulating need

Working out the way

“...my daughter used to make the appointment, she used to talk about getting Dr. [doctor's name] appointment. As he was

“in” Bengali, | didn't need an interpreter. But on the previous visit, my daughter told me to do it as | have an appointment and
go there. When | went there, | saw that there was an English doctor. Then | said that | don't understand English, so I need an
interpreter. Then they managed through the phone! (144, Sylheti, F, 60)
M: Does the surgery you frequently visit provide information about their interpreter service? R: No. M Okay. R We never
inquired about it, nor did they provide any information. We didn't feel the need since there has always been someone ac-
companying us, so the need didn't arise. (190, Urdu, F)
“M: So, when you set an appointment for yourself, didn't they know that your English wasn't good? R: They knew. That is writ-
ten in our file. M: Did you ask for an interpreter? R: Yes. Firstly, they didn't call for an interpreter and when they called for one, |
didn't like the interpreter that much..." (121, Sylheti, F, 50)

Navigating online
booking systems

“Now appointments and everything other is done online, this is hard for me and my husband. Sometimes we get sick but
cannot fill up form, then the children do it whenever they can make time as they are busy with their work! (121, Sylheti, F, 50)

“M: Don't you have anyone to help you with the online stuff? R: Yes, | have, but they are busy. And there are many problems
which I cannot tell my relatives about. M: Okay. R: | want to talk to the doctor directly. The people at the reception should
help me but they don't, they ask me to get an online appointment” (528, Sylheti, M, 45)

“| don't call because if I call them, | don't understand if | have to make an appointment, what do I have to say, sometimes |
don't understand, so my husband calls them and takes an appointment” (209, Hindi, F, 38)
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Theme: Prioritisation of Example quotations
other options of language
support

Perceived benefits of using

family/ friends as interpreters  back home! (139, Sylheti, M, 67)

‘| liked when my children came with me. If | didn't understand the whole thing at the GP, they could explain it to me

“when I'm with my wife | feel very comfortable because what | want to say, my wife will say it in English. And what the
doctor says in English, | know she'll tell me properly. So | know that the appointment will go well. (274, Urdu, M, 29)
“[t]here are certain physical ailments where conveying it through someone from your family becomes very hard, there
is an embarrassment. There are many things like that which you cannot say” (8 Sylheti, M, 63).

Symptom/ illness appraisal
impacts choice of language
support

“Sometimes | take my sister. Sometimes | understand... it depends on what the problem is. If it's a small matter then |
don't need it [an interpreter]. But if something is more important or at a point where it's a matter of concern, then in-
terpreter. So, | understand what's going to happen, what they'll do. But not every time. Maybe if it's a small headache

then | can talk about it myself” (84, Urdu, F, 35).
“we have mostly gotten an interpreter. However, we don't get it all the time, if there are trivial problems, | can under-
stand them myself. But if the problem is too difficult then we must use an interpreter. | need it then” (445, Sylheti, F, 39)

Perceived benefits of using family members/friends as
interpreters

Many participants mentioned family and friends who
were often seen as a better source of language support
than professional interpreters due to alignment with dia-
lect, trust and comfort, ‘conversations with the interpret-
ers are okay but they have regional dialects. Therefore,
I take the children with me to the GP surgery instead of
using the interpreters. As I can understand them better
than the interpreters.” (8 Sylheti, M, 63). Others acknowl-
edged their reservations about disclosing or discuss-
ing certain issues in front of family members, especially
children, “[sJo when it comes to female problems, there is
no need to involve the child..” (188, Hindi, F, 46). Several
participants mentioned concerns about confidential-
ity and embarrassment when needing to disclose infor-
mation about health conditions to family and friends.
One participant also cited concerns about the ability of
informal interpreters to interpret accurately, “/t/he infor-
mal ones that I used are not good for me, there are con-
fidential things which I have to talk about in front of my
friends. It's embarrassing for me; I get the feeling that he
will talk about it to someone else. Then there is doubt
about whether he can properly explain the problem or
not” (113 Sylheti, M, 56). GP practices seemed to influ-
ence this decision, with some mandating that use of fam-
ily and friends as interpreters should be avoided, “they
[GP practices] say that a family member can’t come with
you because they won’t tell you what will happen, what
won'’t. They will keep some things to themselves because
they think you'll get worried.” (84, Urdu, F, 35).

Symptoml/illness appraisal impacts choice of Language
support

The presenting symptom/issue also impacted decision-
making about language support. For example, partici-
pants reported being willing to attempt to communicate
without a professional interpreter for problems they per-
ceived to be less serious, “if there are trivial problems, I

can understand them myself. But if the problem is too dif-
ficult then we must use an interpreter. I need it then” (445,
Sylheti, F, 39).

Perceptions of professional interpreting services

The final theme presents participants’ perceptions of pro-
fessional interpreting services including the relationship
to care and preferences about the type of service offered
(Table 4).

Perceived variation of service quality and impact on care

Challenges finding interpreters led to appointment delays
and was a source of frustration. A limited number of par-
ticipants also reported challenges during consultations
involving interpreters, such as feeling unable to elaborate
or express themselves, “[yJou cannot talk a lot. I answered
what the doctor asked. Then he asked something else and I
answered back” (139, Sylheti, M, 67), or that interpreters
“cannot convey what we say to the doctor” (121, Sylheti, F,
50). Whilst there was evidence that quality of the inter-
preting could vary, several participants spoke about the
benefits of using professional interpreting services. These
included interpreters helping patients to explain and have
their issues understood by staff, as well as alleviating the
emotional response to seeking help, “..[t/hey are making
me understand that there is nothing to fear when I got to
the doctors..” (145, Sylheti, E, 35). Some highlighted ben-
efits including privacy and confidentiality, “when using a
professional interpreter, the privacy is maintained, no one
will know, I can openly talk to him about my problem and
he can explain my confidential issues to the doctor. That
is what I think is good.” (113 Sylheti, M, 56). Participants
reported a tension between recognising the benefits of
using professional interpreters (e.g. comprehension), “/t/
he advantage is that she [the professional interpreter] can
explain everything well about what the problem is, what'’s
going to happen. So, the understanding is good..”, with
concerns about disclosing information about their health
to a third party i.e., the interpreter, “..[bJut obviously
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Table 4 Perceptions of professional interpreting services

Theme: Perceptions of profes-
sional interpreting services

Example quotations

Perceived variation of service qual-
ity and impact on care

Preference for face-to-face
interpreting

“You are not able to communicate, so in the meantime the illness you had always goes away. Because they call
you after three or four days, and by that time you would have already done a home remedy, or taken medicine
from the pharmacist” (372, Hindi, F, 73)

“Sometimes | get some interpreters who make the GP understand properly. In detail. And there are some who
can't make them understand in detail” (2, Sylheti, M, 61)

“I don't know English and they are helping, it's a big matter. They are respecting that | came from Bangladesh, and
I know English and they are helping me. They are not letting me understand that | don't know. | don't know it's
not a matter, they are helping me. They are making me understand that there is nothing to fear when | go to the
doctor’s as | don't know English, they will help me. It feels good (145, Sylheti, F, 35)

“| like that they give me an interpreter. It helps me. | get the medicine, | am able to speak properly, | am not scared
of anything like saying something wrong or being taking the wrong medicine! (415, Hindi, F, 60)

“| feel hesitant about how to speak, there is a third person who will know about my health issue. But as | cannot
speak English, | have to tell them. Otherwise, | won't get proper treatment or won't get medicines. For this | have
to tell them (154, Sylheti, F, 65)

“[tlhe problems can be broken down and explained in a face-to-face interpretation. It cannot be done over the
phone... over the phone, they talk in English at first and then they translate it in Bengali, you know. Therefore, it is
hard to understand. If it is a face-to-face conversation, | can easily explain my problem in a face-to-face conversa-
tion, one can clearly explain one’s problem, and it is easier to express what that person feels” (134, Sylheti, M, 47).

“[slometimes when | am speaking, the interpreter’s connection crashes, and then he is not available anymore.
Then it is said that one has left, then another one is brought, it happens a lot” (408, Sylheti, M, 54).

the problem is with me. I feel that my problem should be
known only to me. So I don't like that someone else knows.
Of course, it’s confidential, that’s their job and we do need
them, but for us it’s just the fact that it's someone else” (84,
Urdu, F, 35).

Preference of face-to-face interpreting

Participants demonstrated a preference towards face-
to-face interpreting rather than remote (e.g. telephone)
solutions; this was largely due to a better ability to under-
stand each other. “[i/t seems to me that if you talk face-
to-face, you can understand better. On the telephone, it
cannot be understood often” (359, Sylheti, F, 42). People
also described experiencing technical challenges with
telephone interpreting, leading to inconsistency (e.g.
issues re-connecting the same interpreter). Other par-
ticipants perceived benefits from the anonymity of tele-
phone interpreting; “That would be more comfortable
because she can’t see you. What if you go shopping and she
saw you; she knows everything about you. Someone who's
on the phone can’t see your face.” (84, Urdu, F, 35).

Patient engagement focus groups

We discussed our findings with Bangladeshi and Somali
members of the public (#=28). Their responses pre-
sented four main ideas, which resonated strongly with
our research findings and helped develop our implica-
tions for practice (Table 5) [22]. The first covered the
role played by GP reception staff in raising awareness
and signposting of GP interpreting services. The second
was related to concerns about the quality, accessibility
and availability of services, where participants discussed
the issue of community languages with multiple dialects

and how online booking systems could impede access to
healthcare. The third concerned professional interpret-
ers who were deemed important when discussing pri-
vate health matters that could not be disclosed to family
members. Finally, there was discussion about how family
members provide a valued and trusted source of emo-
tional/communicative support. Yet where GPs excluded
family members from consultations (e.g. privacy con-
cerns during sexual health discussions), the reasons were
not always explained, leading to patient confusion.

Discussion

By focusing on participant experiences, this study pro-
vides new insight into individual influences on uptake
of professional interpreting service in general practice
and helps us to move beyond “the language problem”
[23] to understand how people’s experiences and atti-
tudes impact their decisions to engage with services (or
not). We found that while most participants had previ-
ously been asked about their language support needs by
their GP practice, they often had to advocate for language
support. This was particularly relevant when request-
ing an appointment, where the move to online booking
systems introduced additional challenges. Participants
chose different types of language support due to the per-
ceived benefits of involving family and friends, as well as
their own appraisal of the seriousness of the presenting
symptom/issue. Lack of confidence in professional inter-
preting services in GP practices resulted in examples of
participants choosing alternative solutions (e.g. home
remedies or seeking help elsewhere). The modality of
interpreting was important to participants, who over-
all described a preference for face-to-face interpreting.
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Table 5 Implications for practice based on existing commissioning guidance [33]

Principle Summary of principle Key recommendations Insights/actions from current study
1.Accessto  Patients should be able to ac- -Services are free at point of -Patients to be provided with accessible information about the
services cess primary care servicesina  delivery availability of professional services to raise awareness, alongside
way that ensures their language -Services are high quality and improving patient confidence in quality of professional services.
and communication require- accessible -Emphasise the difference between professional services and
ments do not prevent them -Patients should not be asked to other types of language support (e.g. family members).
receiving the same quality of bring their own interpreter -Reassure patients that their family can come even when a
healthcare as others. -Provide additional time (e.g. professional interpreter is present.
double appointments) -Highlight challenges and risks associated with relying on
-Record language/ communication informal language support.
preferences in patient’s records -Support practices to identify language needs and get this right
from the first time a patient is registered.
-National guidance to support consistent recording of inter-
preting use in electronic health records.
2.Booking  Staff working in primary care -Primary care provider is -Staff to offer professional interpreters proactively and on a
interpreters  provider services should be responsible regular basis.
aware of how to book interpret-  -Should provide name and gender  -Practice to mitigate inaccessibility of online booking systems
ers across all languages, includ-  of interpreter for patients with language needs.
ing BSL, and book them when  -Interpreters should be regulated
required. -Staff training
3. Timeliness Patients requiring an interpreter  -Raise awareness (e.g. on registra- ~ -Support practices to raise awareness of professional interpret-
of access should not be disadvantaged in  tion and through advertising ing services (e.g. through electronic screens in waiting rooms,
terms of the timeliness of their  services) community events).
access. -Prioritise timeliness -Resource allocation formulas should take language need into
account.
4. Per- Patients should expect a Account for: -Where possible, patients should be given a choice in the
sonalised personalised approach to their  -Preferences (e.g. gender, cultural  type of language support they are offered (e.g. face-to-face/
approach language and communication  identity) telephone).
requirements recognising that ~ -Choice of modality -Provide practical steps for clinicians/interpreters to improve
“one size does not fit all” -Limits of other frontline staff skills  communication within the encounter [34]. For example, use
to assist patients the teach-back method to check understanding.
5.0p- Patients and clinicians should -Enable feedback opportunities -Use existing survey tools to capture patient experience [10].
portunities  be able to express their views -Produce service satisfaction -Optimise mechanisms for patients/clinicians to provide
to express about the quality of the inter- reports feedback on the quality of interpreting services and in various
views (i.e. preting service they have re- -Ongoing monitoring formats (e.g. not relying on written feedback).
compli- ceived, in their first or preferred
ments, language and formats (written,
comments,  spoken, signed etc.)
concerns
and
complaints)

Mirroring findings from a large-scale national survey [10]
from which this sub-sample is drawn, translation apps
(e.g. Google Translate) were discussed infrequently.
Challenges with service impermeability are well
described in the literature [24] and our results support
growing concerns about how remote (e.g. telephone
interpreting) and digital systems (e.g. online booking
tools) exacerbate access issues by creating another layer
that requires family/ friends’ support [25]. These issues
are more pronounced for people with limited English
proficiency because of the assumptions made about
people using services, the inflexibility of systems in sup-
porting articulation and the role of others (e.g. family)
in digitally representing the person as well as the nature,
seriousness and course of presenting issue. The concept
of “digital precarity” captures the experience of access-
ing a digitalised healthcare service, and emphasises

intersecting influences on access, including age, migra-
tion status, gender and socioeconomic status [26]. A
previous study focused on understanding South Asian
and Middle Eastern patients’ perspectives on medicine-
related problems emphasised the role of family and
friends in adjudicating for medicine use (e.g. providing
written and spoken translation) [27]. Although in our
study we found GP practices sometimes discouraged
friends and families as interpreters, the use of informal
interpreters was commonplace. Despite concerns about
confidentiality and the disclosure of certain health condi-
tions, patients supported their use and showed a general
lack of awareness of the potential implications of involv-
ing family and friends both for the patient themselves
(e.g. accuracy, safeguarding) and the other party (e.g.
hearing bad news first). The inadvertent negative impact
of relying on informal interpreters has been previously
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highlighted [26, 28] and it will be important in future
guidance to highlight the different roles that professional
interpreters and family and friends play. For example, by
emphasising the difference between professional services
and other types of language support (e.g. family mem-
bers) and reassuring patients that their family can come
even when a professional interpreter is present.

Preferences for language support depended on partici-
pants’ appraisal of their symptoms or presenting prob-
lem, with people willing to “get by” without interpreting
when issues were perceived as less serious. This may
result in harm, as psychological research has shown that
people are not always able to accurately appraise their
symptoms [29]. This needs to be accounted for when pro-
moting services to patients.

We also identified that coding of language need in the
medical records could help practice staff know when to
book interpreters, but staff may need additional support
or training to ensure offers of interpreting services are
made. Poor coding of language needs has been previously
noted. For example, a US hospital-based study reported
that, although electronic records included a language
field, these data were only accurately populated 30% of
the time, precluding the identification of patients with
limited English language proficiency [30].

Participants described significant challenges with
access and perceived variation of service quality. These
beliefs could impact whether and how people accessed
care for their health problems. Alhomoud et al. (2015)
also showed that when patients were unable to access a
professional interpreter, they managed their own care
and made decisions without consulting other sources
[27]. An interview study with asylum seekers and refu-
gees reported that patients who could not access inter-
preters would avoid seeking help in primary care [28].
However, our study participants also reported emotional
reassurance from engaging with professional interpret-
ing services, emphasising “there is nothing to fear” These
positive accounts could be useful to build engagement in
those who may have given up on services.

Participant preference for face-to-face interpreting
is mirrored in the literature with healthcare profession-
als. For example, in one study, primary care profession-
als also described their reticence in using interpreting
in telephone consultations due to concerns about confi-
dentiality and the ability to detect cues [31] and practi-
cal challenges including long waits and mobile phone
signal problems [32]. Limited availability of face-to-face
interpreting, alongside poor-quality and hard to access
telephone interpreting led some clinicians to use risky
workarounds (e.g. Google Translate) [32].
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Implications for practice

Table 5 summarises how the themes can amplify existing
guidance for commissioning and delivering professional
interpreting services [33]. These have been organised
according to five (of eight) key principles related to pro-
viding equitable access to services, awareness of booking
interpreters, ensuring timeliness of access, providing a
personalised approach and providing opportunities for
patient and clinician feedback on services. These addi-
tional insights, from our findings and our public and
patient engagement work, help operationalise the current
guidance, by giving concrete examples of how to ensure
their implementation. However, some of these actions are
likely to be more feasible to implement in practice (e.g.
raising awareness of services) than others (e.g. chang-
ing attitudes towards using friends/ family as interpret-
ers; consistent recording of language need in electronic
records). Given the pressures on general practice, this
also includes a recognition that resource allocation for-
mulas should take language provision need into account.
Adopting these actions in general practice is essential to
ensuring equitable healthcare.

Strengths and limitations

Our study focused on understanding individual influ-
ences on uptake of professional services. However, imple-
mentation theory, such as the Consolidated Framework
for Implementation Research (CFIR) [35] acknowledges
that there are multiple spheres of influence not neces-
sarily captured by focusing on participants’ experiences.
Optimising uptake and experience of services will require
work across domains of influence, including individual
(lived experience), inner setting (context such as GP
practice) and outer setting (health policies/ laws). Other
examples of areas that need attention to ensure effective
implementation, include establishing how interpreting
services are monitored/evaluated and how technologi-
cal infrastructure within GP practices is made compat-
ible with services [36]. Conducting multilingual research
presents unique challenges. For example, our partici-
pants were not recruited and interviewed by the research
team which could limit our analysis; however, this work
was carried out by linguistically and culturally-concor-
dant, trained researchers. We worked closely with the
researchers to ensure the interviews were conducted
in line with our robust methodological approach and
mitigate potential inconsistencies in quality. Difficulties
recruiting participants from Indian and Pakistani back-
grounds within certain age, sex, and region categories
led to an oversampling of participants from Bangladeshi
backgrounds. Our study focusses on one specific ser-
vice area (primary care), and the broader applicability to
other stages of healthcare may vary. While we concen-
trated on participants from South Asian backgrounds,
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through our community engagement work, our findings
resonated strongly with people from Somali backgrounds
and therefore are likely to be translatable to other ethnic
groups.

Conclusions

Participants from South Asian backgrounds with no/
limited English proficiency face several challenges when
accessing primary care, often needing to advocate for lan-
guage support themselves. Several participants reported
that they had been directed to use online booking tools
to make appointments. Patients’ unmet language needs
often led to the need to involve family members during
the booking process. Family members were seen as val-
ued and trusted sources of support, however it remains
vital that the benefits of using professional trained inter-
preters are relayed to patients, for example to avoid situa-
tions where patients forgo using professional interpreters
for matters self-assessed as less serious. Whilst partici-
pants suggested the quality of language support could
vary between consultations, there was a clear preference
for face-to-face interpreting.
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