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Abstract
Objective: This paper explores physician perceptions of the ways professional and family interpreters affect their performance of doctor-

communication tasks described in the Calgary-Cambridge Framework.

Methods: Physicians’ (19) encounters with patients (24) accompanied by an interpreter were videotaped. Stimulated recall was used to elicit each

of the participants’ perceptions of the clinical encounter. We analyzed transcriptions of the physician interviews using Atlas-ti software.

Results: Physicians perceived all communication tasks to be more difficult using an interpreter than when one was not needed. Physicians

perceived family interpreters to be less skilled translators than professional interpreters. Physicians expected professional interpreters to serve as

culture brokers at least some of the time. Although only some family interpreters were also caregivers, physicians assumed that all of them fulfilled

caregiver roles.

Conclusion: With professional interpreters, physicians follow communication rules they were taught. In contrast, physicians act as though these

rules are not relevant with family interpreters who they treat as caregivers.

Practice implications: Guidelines to working with an interpreter should include directives on working with both professional and family

interpreters, describing the similarities and differences with each type, and modifying the clinical encounter process to correspond to those

attributes.

# 2007 Elsevier Ireland Ltd. All rights reserved.
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1. Introduction

In contemporary North American and European urban

settings, physicians and patients are often of different national

origins and do not speak the same language. It is estimated that

17% of Canadians have a mother tongue other than English or

French. On arrival in Canada 42% of immigrants speak neither

French nor English [1]. In Montreal, where the present study

was conducted, 27% of the population is of immigrant origin,

and two-thirds of them immigrated within the past 15 years

[2,3]. Thus, the insertion of an interpreter into the clinical

encounter becomes a common feature. It transforms the

medical dialogue into a three-way interaction [4–6]. Most

models of the medical interview used to train physicians,
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including the one chosen for the analytical framework used in

this paper [7,8], are based on a dyadic interaction between

patient and professional and draw on certain assumptions

regarding the roles of the patient and the physician in the

encounter [8,9]. Only a few authors of teaching manuals have

considered a third presence in the medical encounter [10–12].

Even when patient particularities are accounted for in the

clinical encounter, the dyadic model of interaction persists [13–

17], and training for work with interpreters often emphasises

the ‘conduit’ model or metaphor, which depict the interpreter as

invisible, i.e. not involved in the interactions [18]. Attention to

family members in care plans usually occurs in instances where

the patient is incompetent in some way or requires continual at-

home care [19–23]. The dynamics of triadic interaction has

implications for clinical interview practices [24].

In comparing use of professional and lay interpreters, the

literature generally recommends professional interpreters, as

they are trained, have knowledge of medical terms and the
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Table 1

Interpreter characteristics

Professional Non-professional

Punjabi 10 2

Bengali 2

Chinese 1

Vietnamese 1

Tamil 2

Farsi 1 2

Greek 1

Tchiluba 1
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medical system, and are thought to be more certain to interpret

what both the patient and physician say [25,26], do so more

accurately [27] and ensure confidentiality [28]. In fact, several

studies of informal interpreters advise against using family or

ad hoc interpreters due to inaccuracy, omissions, etc. [29,30].

However, the role of the professional interpreter is not that

clear-cut: studies have shown that the interpreter as conduit is far

from reality [31–33]. Based on a linguistic analysis of

interpreters’ behaviors, Meyer describes two kinds of roles

played by interpreters: (1) supporter of interaction of the primary

interlocutors (reproducing speech actions in the target language

and organization of turn-taking) and (2) primary interlocutor

(answering a question addressed to someone else, explaining

cultural differences and commenting on what another inter-

locutor has said [34]. Over 80% of health workers surveyed by

Pöchhacker expected interpreters to act as a primary interlocutor

in order to explain technical language and to alert parties to

misunderstandings. More than 60% also expected interpreters to

explain foreign cultural references and meanings [17].

As well, patients requiring interpreters may welcome the

presence of a family member or close friend over a professional

or other non-professional interpreter, feeling that they are more

trustworthy [35] and helpful [28]. Orr notes that these

preferences are based on differences in perception (according

to the cultural values specific to each group) of the clinical

interaction [36].

In order to understand what occurs in such a triadic

encounter and to delineate differences regarding each type of

interpreter, we undertook a study of actual encounters in

primary care between physicians and patients accompanied by

either a professional or a family interpreter. We elicited

physician perceptions of the ways in which interpreters affect

the performance of the principal communication tasks of the

Calgary-Cambridge Framework [8]. We also asked physicians

to describe the roles they expected professional and family

interpreters to play.

2. Methods

We used the stimulated recall method to elicit participants’

perceptions of events during the clinical encounter [37–40]. We

videotaped one encounter per patient. Each participant

independently reviewed the videotape during a semi-structured

interview. The study was qualitative and adopted an emic

approach, which elicits the subject’s perspective. The research

team included an experienced family physician teacher of

communication skills (ER), a research psychologist specialized

in intercultural communication (YL) and an anthropologist

(RS). ER has extensive clinical experience with immigrants.

Interviews were transcribed and analyzed using qualitative

analysis software. For this paper, we analyzed only the

physician interviews.

2.1. Participants

We recruited 19 physicians (14 women and 5 men)

practising in neighbourhoods with high concentrations of
recent immigrants. Physicians all spoke French and English.

Eight visits were conducted in a language the physicians spoke

less well than their mother tongue (six in English and two in

French). We obtained informed consent from participating

physicians, 24 of their regular patients and the patients’

interpreters. There were 12 encounters with a lay interpreter (10

with a relative and 2 with a stranger) and 12 with a professional

interpreter. All professional interpreters were assigned through

the Quebec Agence de la Santé et des Services Sociaux and had

received 45 h of training and passed formal competence testing.

The languages spoken are listed in Table 1. All participants

were 18 years or older. The patients were all adults attending a

visit with their regular family physician. We reviewed

appointment lists with participating physicians and asked

them to identify all adult patients who attended with an

interpreter who was also an adult. We telephoned all of these

patients inviting them to arrive 30 min before their appointment

to receive information about the project. The telephone call to

those who used a professional interpreter was made by this

interpreter. For those who used a family interpreter, the

telephone call was made by the research associate who spoke to

the family interpreter. Before the appointment, the research

associate explained the project to the patient through the

interpreter. We enrolled participants when both the patient and

the interpreter consented. The Institutional Review Boards of

McGill University Faculty of Medicine and all of the

participating clinics approved the project.

2.2. Data gathering

We videotaped one clinical encounter for each patient. All

interpreters were present in the office with the patient and

physician. The team reviewed the videotapes in order to

identify ‘key moments’. Key moments were all interactions that

deviated from the model of the interpreter serving solely as a

conduit. Examples are sequences different from physician–

interpreter–patient or patient–interpreter–physician, informa-

tion being provided by or requested of the interpreter and any

direct information exchange between patient and physician

without translation. We then interviewed each of the physicians

in the language of their preference (English or French) while

viewing the tape, stopping to discuss key moments of the

encounter. Physicians could also stop the video to discuss

moments they thought important. These interviews involved

open questions used to elicit physicians’ thoughts and feelings
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about the key moments of the taped clinical encounter and

about interactions with interpreters in general. The questions

were guided by the literature on clinical encounters with

interpreters [17,18,31–33] and on the communication tasks

described in the Calgary-Cambridge Framework [8]. Interviews

were recorded and transcribed.

2.3. Data analysis

We conducted a thematic analysis of the physician

interviews using a qualitative data analysis programme [41].

The coding scheme was developed on the basis of interview

questions and actual interview content. The analytic framework

we used is the Calgary-Cambridge Framework of the clinical

encounter [8]. We examined the two transversal tasks

(providing structure to the encounter and building a relationship

with the patient) and the two main communication tasks

(information gathering and explanation and planning) to show

physicians’ opinions as to whether these are effectively carried

out or not [7]. We report on the physicians’ perceptions of the

roles, the agendas and the communication strategies of all three

participants in the encounter.

3. Results

All physicians expected both professional and family

interpreters to act as translators, i.e. to render the meanings

of statements by physicians and patients into the language of

the other person. They perceived family interpreters to be less

skilled translators than professional interpreters. Most physi-

cians expected all interpreters to play another role as well:

professional interpreters were expected to serve as culture

brokers at least some of the time while family interpreters were

expected (or assumed) to function as caregivers.

The authors have translated all physician statements made in

French.

3.1. Providing a structure to the encounter

In order to accomplish their other tasks within the time frame

allotted to the encounter, physicians must work throughout the

encounter to provide structure. They must set the agenda for the

encounter on the basis of the patient’s needs as perceived by the

patient and the physician. Most physicians found time manage-

ment and the setting of an agenda more difficult with both types

of interpreters than in encounters without interpreters because

they have less control over what is being said. Physicians felt that

the rhythm of the encounter was slower, and that it was more

difficult to keep the encounter on track:

I find it difficult to set your agenda whenever you have an

interpreter, even if the interpreter is really really good. You

can spend more time talking about other things, and not get

answers to your questions or know why they are coming.

(MD 10, Case 11)

Most physicians found working with professionals less

difficult than with family interpreters, because the former were
perceived to rarely have their own agenda. As the professional

interpreter was almost exclusively transmitting information, the

physician was able to maintain more control over the encounter

process. Some family interpreters also performed caregiver

functions. It was in their role as caregivers that they brought

their own agendas to the encounter. The competition between

the agendas of the family interpreter, the physician and the

patient rendered the communication task more complex.

The [professional] interpreter has no agenda. He is there for

his job. This one [the family interpreter] has an agenda

because he is involved. If I ignore his agenda do you think he

will be compliant with the treatment and she will come?

(MD 16, Case 20)
I’m letting him speak not to offend him because I know that

he really has at heart his wife’s health. Maybe it’s a mistake.

Maybe her agenda is totally different from his. (MD 1, Case

24)
3.2. Building a relationship

Most physicians felt it was more difficult to develop a

relationship with the patient with either type of interpreter than

in a simple doctor–patient interaction. The need to commu-

nicate through a third person made understanding the patient’s

life-world [42] and feelings harder. Professional interpreters

were noted to attempt to remain within the limits of their role of

interpreter and not to become an interlocutor. However, patients

did not perceive interpreters as inanimate conduits. At times,

physicians felt excluded from the interaction because the

patient and the professional interpreter were in the process of

building a relationship:

Perhaps a distance develops because the patient does not see

the doctor as his best buddy. The role of listener and

sympathizer has been transferred to the interpreter . . .
Patients don’t understand that the interpreter’s role is to

permit the doctor and the patient to communicate. They see

interpreters as their personal agent. (MD 1, Case 1).

For some patients, the interpreter is their only friend. For

refugees, the interpreter is like an anchor. (MD 10, Case 12)

Physicians who complained about working with a family

interpreter saw the patient as an autonomous individual. They

believed their job was to deal only with the patient.

She had her say in what happened. So that’s important. (MD

1, Case 24)
I felt that the brother was so dominant and he was answering

and I wasn’t sure that he was doing the interpretation as he

should for her. (MD 16, Case 20)

Other physicians established a relationship with both people.

A strong tie is created when it’s a family member, because at

that moment, everyone is connected. At times the relation is

established even more intensely. You don’t create ties, in the
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end, with just the patient; you also create ties with the

translator. (MD 2, Case 7)

With professional interpreters,

It’s better to continue with the same interpreter. There is

already a relation created and it’s better than starting over

again. (MD 2, Case 4)

One physician also noted that the professional interpreter

could be a partner in the therapeutic relationship.

The interpreter and I are like a therapy for her. (MD 7, Case

8)

The ability of the interpreter to transmit the physician’s

expressions of emotion, empathy etc. through paralinguistic

cues, such as tone of voice, gestures, and encouragement was

seen as uncommon, but when it occurred, as beneficial to the

creation of a good patient–physician relationship.

I always appreciate it when the interpreter is able to adjust a

little to my emotions. If we talk about something sad, take a

softer, empathetic tone. (MD 2, Case 7).
3.3. Gathering information

Physicians described two kinds of difficulties in gathering

information via interpreters performing consecutive translation.

The delays incurred because the translation process affected

their train of thought and thus their ability to test hypotheses.

Understanding non-verbal information was also difficult.

Because of the delay between the time at which the patient

spoke and the translation, physicians could not link non-verbal

cues to the verbal context of what the patient said.

Many physicians expected professional interpreters to act as

cultural interpreters because of their participation in both the

physician’s and the patient’s worlds.

Patients describe their symptoms in the terms of their

culture. Interpreters translate into terms the North American

physician will understand. (MD10, Case 12)

Physicians did not expect family interpreters to have the

skills needed to perform this interpretive task.

He’s not a cultural broker because he’s from the same culture

as she is. (MD1, Case 24)

Many physicians believed that patients were prepared to

disclose aspects of their life to professional interpreters

(obliged to maintain confidentiality) that they were reluctant

to reveal to a family member. However, one physician used a

professional interpreter to establish the patient’s preference.

The patient said that she would rather have her brother than to

have a professional interpreter. No I want him. I don’t hide

anything from him. (MD 16, Case 20). Patients from very small

immigrant communities where most people know each other

preferred to divulge health information to a family member.

Physicians had concerns about the completeness and

accuracy of information received from both kinds of

interpreters.
I ask a question expecting a ‘yes’ or ‘no’ answer. They speak

to each other for 5 min. Then the interpreter looks at me and

answers only ‘yes’ or ‘no’. There, you don’t know what they

said. (MD 10, Case 12)

Physicians had several concerns, detailed below, about

information transmission by family interpreters as opposed to

professionals.

Family interpreters’ knowledge of the language of com-

munication, medical terms and the expectations of the clinical

encounter was more limited than that of professionals.

Family don’t have a perfect vocabulary. (MD 11, Case 13)

Most physicians assumed that information provided by

family interpreters was filtered and less accurate than

information from professional interpreters.

The danger with the family is that the family member filters

the information that he wants to give to the patient or the

doctor. Maybe sometimes he doesn’t want to scare them.

(MD 10, Case 12)

Physicians were particularly concerned about the accuracy

of the information they might obtain via a family interpreter

concerning sensitive and/or taboo subjects.

Sometimes, when we take the history of the patient’s sexual

life, it’s really delicate. Sometimes we have to wait to have a

professional interpreter. (MD 10, Case 12)

Some also stated that having a male interpreter with female

patient, or vice versa could be a deterrent for some patients to

discuss sexuality or domestic violence.

If I have female patients with whom I know I have to ask

several questions regarding sexuality, fertility, pregnancy,

abuse, etc., maybe I would ask for a female interpreter so

there would be no discomfort. (MD 2, Case 7)

Physicians were also uncomfortable asking questions

regarding sexuality and abuse via a family interpreter

because the feelings of the family interpreter come into

play, whereas the feelings of a professional do not. For the

physician, the family interpreter appears as an interlocutor in

his own right.

When you have a professional interpreter you don’t really

care about the interpreter’s feelings because their role

is not to be involved. You don’t have to think of the impact

of the question you’re going to be asking on the interpreter

as much as when it’s a family interpreter. (MD 1,

Case 24)

Physicians commonly complained that the family interpreter

answered for the patient without translating the physician’s

question, transmitting his or her own perceptions, as

interlocutor, and not transmitting the patient’s perceptions.

It was the husband who translated and I found sometimes,

when I asked something, he didn’t even ask his wife what

she wanted to do. He just answered me, without asking the

patient. (MD 6, Case 4)
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With the professional interpreter I feel more confident that
the information that I’m getting is coming from the patient

and not the husband’s interpretation of what’s going on. The

husband will answer for the wife. He’s not basing his answer

on what she’s telling him, he’s basing it on what he is living.

(MD 14, Case 16)

Physicians, assuming that family interpreters had a care-

giving function, saw the family interpreter as a source of useful

information.

I rely heavily upon a child who accompanies an elderly

person. They’re my eyes and ears. Their information is

usually quite accurate. (MD 15, Case 17)
I’m assuming that the family members accompanying them

would tell me if there was a problem. It’s an assumption.

(MD 15, Case 17)

He gives another point of view on the problem. It’s

interesting to have the view of a family member on a

patient’s problem. (MD1, Case 24)

One physician remarked that by simply observing interac-

tions between patient and family member interpreter, much

could be learned regarding the patient’s lifeworld:

What is interesting with the family member is you learn

about the family dynamics. You learn more about the natural

setting of the patient; you cannot learn this from the

[professional] interpreter. You see him with her and how

they are reacting and you have his input and you see how

he’s thinking. (MD 16, Case 20)
3.4. Explanation and planning

Often the family interpreter did not translate the treatment

plan to the patient. In general, physicians did not establish what

role the interpreter played in the patient’s care outside the

office. However, several counted on the interpreter to perform

certain tasks, stating that they assumed the patient and the

interpreter would interact outside the context of the encounter.

I’m not giving her a chance to translate all that. I’m

assuming that once the patient leaves the office that the

patient still has a lot of questions to ask her family member

interpreter—what went on in there, what else did he say?

(MD15, Case 17)

According to one physician, it is important to address the

family interpreter’s concerns in order to successfully negotiate

treatment.

If I ignore him and I don’t address his agenda the interview

cannot be done. You have the patient and you have his family

and you have to negotiate if you want the interview to reach

the goal. (MD 16, Case 20)

Physicians felt it was difficult to negotiate a treatment plan

involving behaviour change by the patient through any kind of
interpreter. The physician has little control over how his or her

message is transmitted, as paralinguistic and non-verbal aspects

of are often lost.

It is harder to help someone to stop smoking. I have my ways

of conveying the information, but the interpreter may not

translate my message with the same intensity. (MD 4,

Case 4)

Physicians felt the loss of what makes them healers, their

symbolic power, as the information went through a third person

and into another language.

4. Discussion and conclusion

4.1. Discussion

Family physicians reported that family interpreters were less

accurate and complete in their translations than professionals,

making data gathering difficult. They were also a separate

source of data useful to the diagnostic process.

Many family interpreters also play care-giving roles

comparable to those played by persons who accompany

patients even when there is no language barrier. We can look to

the literature on this kind of three-way communication in order

to assess similarities and differences and to look for guidance to

improve triadic communication [10,11,19–23,43]. Some

physicians in our study relied on family interpreters to report

symptoms the patient does not mention, to arrange further

contacts with health care services and to translate/explain their

statements to the patient after the visit. However, few made

their expectations clear to the family interpreters. In their role

as caregiver, family interpreters make the task of providing a

structure difficult by bringing their own agenda to the

encounter. However, family interpreters can act as an ally of

the physician in the achievement of the treatment plan.

When the professional interpreter develops a relationship

with the patient it fosters trust, important for the therapeutic

alliance [36,44]. Nonetheless, this relationship can also be seen

as detrimental, undermining the physician–patient relationship

and the physician’s ‘symbolic power’ [45] by attributing to the

interpreter some of the physician’s role as healer.

Most physicians use professional and family interpreters in

distinct ways to successfully establish a relationship with the

patient. Professional interpreters are called upon to act as a

bridge, rendering culturally acceptable certain questions for

patients and making their statements culturally comprehensible

for the physician [46]. This can be carried out by the

construction of a ‘third culture’: a mutually beneficial

interactive environment. The professional interpreter, ideally

a bicultural person, can bring an understanding of the

generalities of the cultural worlds of the Canadian physician

the immigrant patient to one another.

The connections made by the family interpreter, on the other

hand, are specific to the particular individuals. Their intimate

knowledge of the patient can help the physician to establish a

relationship with the whole family. Physicians for whom patient

autonomy was central to their work preferred working with
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professional translators because the patient was felt to be

answering for herself and thus making her own decisions.

4.2. Conclusion

The results regarding the work with professional interpreters

are consistent with data from other recent studies [47,48]. The

surprise comes from the way physicians differentiate working

with family and professional interpreters. Physicians seem to

follow the communication rules they were taught with the

professional interpreters only. When they use these rules, the

relationship with the interpreter (and the patient) becomes a

frustrating and instrumentalized one, based on the ‘‘translating

machine’’ metaphor. In contrast, physicians act as though these

rules are not relevant with family interpreters who are also

caregivers. They are thus free to establish another kind of

relationship based on the ‘‘partnership’’ metaphor.

4.3. Practice implications

Working with an interpreter requires adjustment from a

dyadic to a triadic interaction, and is a skill that should be

included in all medical communication training. Guidelines to

working with an interpreter should describe the similarities and

differences with each type, and the modifications of the clinical

encounter process needed to adapt to those attributes.

I confirm all patient/personal identifiers have been removed

or disguised so the patient/person(s) described are not

identifiable and cannot be identified through the details of

the story.
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