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GLOSSARY

In this Guide,

Auslan means the language of the Australian

Deaf community. It is the preferred language of
the majority of Deaf Australians. It is a highly visual
language using signs, enhanced facial expressions
and body language to communicate.

Chuchotage means simultaneous interpreting in a
whisper for the benefit of a person or small number
of people listening to speech in a language in which
they are not fluent. Chuchotage is also known as
‘whispering’ or ‘whispered interpreting’.

Consecutive interpreting means a mode of
interpreting where the interpreter waits for the
speaker to finish an utterance of reasonable length
(given the interpreter's memory and/or note-taking
skills) before interpreting it.!

Deaf interpreter, also known as a Deaf Relay
Interpreter, means an individual who provides
interpreting for those individuals who do not use
standard Auslan. A Deaf interpreter is usually deaf,
fluent in Auslan and written English, and may have
additional familiarity with a foreign sign language or
pidgin. They may work in tandem with Auslan/English
interpreters and can provide a unique language or
communication bridge for Deaf individuals whose
communication mode cannot be adequately
accessed by a standard Auslan/English interpreter.?

Health literacy means the skills, knowledge,
motivation and capacity of an individual to access,
understand, appraise and apply health-related
information to make e ective decisions about
health and health care and take appropriate action.®

Interpreter means a practitioner, conveying spoken
or signed information from one language into
another language, who has obtained certification
issued by the National Accreditation Authority for
Translators and Interpreters (NAATI)*—the national
body responsible for setting, maintaining and promoting
standards for the translation and interpreting industry
through its certification system for translators and
interpreters—at one of the following levels:

e Certified Conference Interpreter

e Certified Specialist Interpreter (Health or Legal)
« Certified Interpreter

e Certified Provisional Interpreter

e Recognised Practising Interpreter (for some
languages, in which NAATI certification is
not available).

All NAATI credentialed interpreters are bound by
the Australian Institute of Interpreters and Translators
(AUSIT) code of ethics® or by the Australian Sign
Language Interpreters’ Association (ASLIA) code
of ethics,® respectively, obliging them to maintain
impartiality, objectivity and confidentiality.

Language includes Auslan and other sign languages.

Person or people from migrant backgrounds
means person or people who are permanent migrants,
including first generation (born overseas) and second
generation (at least one parent born overseas)
Australians, as well as temporary migrants. People from
migrant backgrounds include people from culturally,
linguistically and religiously diverse backgrounds.

Person or people from refugee backgrounds means
person or people with refugee-like experiences,
including people who are humanitarian migrants
granted permanent or temporary protection,

asylum seekers, and permanent or temporary migrants.
People from refugee backgrounds include people
from culturally, linguistically and religiously diverse
backgrounds.

Preferred language means a language most preferred
by a person for communication. Preferred language

may not be related to country of birth, and may be a
language other than English, even where the person
can speak fluent English.

Professional with bicultural skills means a
professional employed in a range of positions within
an organisation, and able and willing to use their
cultural skills and knowledge to facilitate communication
between the organisation and communities with
whom they share similar cultural experiences and
understandings. Some professionals with bicultural
skills are employed specifically for their cultural skills.
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ABOUT THE GUIDE

This Guide is intended to be a complementary
resource to the Competency Standards Framework
for Clinicians (the Framework)—Culturally responsive
clinical practice: Working with people from migrant
and refugee backgrounds—developed by the
Migrant and Refugee Women’s Health Partnership
(the Partnership).

While the Framework establishes recommended and
optimal cultural responsiveness competency standards
for clinicians in healthcare settings, this Guide focuses
specifically on e ective communication and working
with interpreters and seeks to provide relevant
recommended approaches and evidence-based good
practice points.

The Guide is divided in five sections:

1— Why engage an interpreter

2 — Determining interpreter need and requirements
3 — Engaging an interpreter

4 — Interpreter’s role and scope of practice

5 — Practice points for clinicians working with
interpreters in healthcare settings

Each section of this Guide sets out key recommended
approaches for clinicians, which refer to the standards
within the Framework (see Attachment B for the list of
the Competency standards).
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Bl SECTION 1 - WHY ENGAGE AN

INTERPRETER
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treatment and intervention, as well as negatively
impacting the person’s understanding of, and trust
in, the healthcare system at large.

People with limited or no English proficiency benefit
from the engagement of interpreters to assist in
communication. Engaging interpreters has been
found to:

e decrease communication errors*

e increase the person’s comprehension?

¢ reduce unnecessary tests and treatments?®
e improve clinical outcomes?®

e raise the quality of care to the same level as
that for people without language barriers®

e improve the person’s satisfaction associated
with improved understanding of self-care and
follow-up plans, reduced errors and better
treatment adherence.?'??

« improve the healthcare provider’s satisfaction.?

As a matter of good practice, clinicians should ensure
the person understands the discussion that takes place
and the proposed care plan, engaging an interpreter

if necessary.?® Failure to determine the need for,

and engage, an interpreter in consultations with people
with limited English proficiency or Deaf people may be
considered to be a breach in duty of care.'?*26 From a
medico-legal perspective, engaging interpreters helps
clinicians to ensure that they have adequately assured
informed consent, and that a person understands
complex instructions and is competent to make
decisions.?” These all underpin informed decision-making.

In addition to considering the person’s linguistic
background and the need to engage an interpreter

to check that the person understands everything

they have been told, linguistic considerations should
be factored in to support people’s right to provide
feedback or complain. This may require documentation
and resources to be translated, or for interpreters to
be involved to discuss this information. =



Informed consent
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that a person, or their family member, does not
request an interpreter does not mean one is not
required to assist with communication.* The fact
that a clinician does not deem the interpreter to be
necessary, does not mean that the person may not
independently assess that they do need one.

If the person refuses an interpreter, the clinician should:

e address the person’s concerns (e.g. confidentiality,
gender-concordance or cost considerations)

« discuss the risks associated with
misunderstandings or miscommunication

» inform the person that engaging an interpreter
is of benefit to the clinician as much as to the
person, and that family members can still be
involved as support persons.

If the person still refuses an interpreter, or a
particular interpreter, the clinician must document
the discussions and outcome in the person’s
medical record.*?

If the clinician is unable to engage an interpreter

if requested, the clinician should document the
attempt used to engage an interpreter, and document
the language support provided for the person.

Responsibility not to engage minors
as facilitators of interpretation

Engaging minors to facilitate interpretation poses

a number of ethical dilemmas: it undermines the
parent’s authority, may a ect family dynamics,

and imposes potentially dangerous emaotional
responsibilities upon minors.®* Some cultures

have topics that are considered out of bounds

for discussion by minors. Parental privacy and
confidentiality may be breached if their children
are co-opted into facilitating interpretation.
Enormous emotional burden is placed on minors
when facilitating interpretation for a parent about
a serious or terminal illness, or histories and impacts
of violence. In some situations, this may traumatise
the minor, impacting on their emotional and






Bl SECTION 3 — ENGAGING AN INTERPRETER

likely to occur in consultations related to sexual and
reproductive health or, in some cases, mental health,
and may be a high priority in people from some
cultural backgrounds. In gender-discordant consultations,
where the clinician and the person are not of the
same gender, engaging a gender-concordant
interpreter can improve the person’s satisfaction with
the consultation.” When the available interpreter is
of adi erent gender than the person’s preference,
the person should be informed and telephone
interpreting should be o ered instead.

People from migrant and refugee communities

may prefer interpreting services over the telephone,
even when an interpreter is available in person,

due to their confidentiality concerns if it is likely that
the interpreter is from the same small and tight-knit
community.*® Telephone interpreting may also be
preferred if the consultation involves a sensitive topic,
such as mental or sexual health, and particularly if the
available on-site interpreter is of the opposite gender.*°

It may not be possible to accommodate all individual
preferences with regard to interpreter requirements
(e.g. ethnicity or religion), in view of language service
provider policies. However, understanding people’
concerns and informing them of available options,
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Use of interpreting services
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While there are circumstances where it may be
useful to engage a chaperone when working with a
person, interpreters are not trained for this purpose,
and acting as a chaperone would conflict with their
impartial role.

An interpreter works within the consultation. It is not
their function to act as a professional with bicultural



Alternatively, when necessary, an on-site interpreter
may be asked to provide sight translation of written
information (e.g. clinical instructions or letters related
to the person’s clinical history), thereby transferring

a message written in one language into a message
delivered orally in another language.®? Sight translations
must take place in the presence of the clinician,

or their clinical and non-clinical colleagues.

Sight translation should be used sparingly and for
brief documents only (200-300 words). Interpreters
should not be required to sight translate consent
forms, complex medical reports or documents with
extensive information on conditions, procedures,
options of treatment and risks.>! Long, complex

or technical documents—including documents
associated with a person’s participation in a clinical
trial—are not suitable for sight translation and warrant
written translation.
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Practice point 1: Clinicians
inform interpreters on the
nature of the consultation
prior to its commencement,
where possible, recognising
the need to assist the
interpreter to prepare for
the information that may

need to be interpreted

Where possible and relevant, clinicians should
provide brief information to interpreters describing
the context of the consultation immediately before

it occurs. This is to ensure quality and e ective
communication, and achieve best possible outcomes
for the person in the consultation.

Interpreters will be in a better position to accurately
interpret if they have a clear understanding of the
purpose of the consultation and have an overview

of the session including, as appropriate, a description
of the activities that will take place and whether the
consultation may be distressing.“¢ If it is anticipated
that the consultation will include counselling, or other
complex matters, the clinician should inform the
interpreter before the consultation.

Informing the interpreter is particularly relevant for
highly specialised consultations (e.qg. if the person has
a speech defect®), sensitive or di cult consultations
(e.g. a mental health consultation, palliative and
end-of-life consultations, delivering bad news),

or in situations where additional occupational risks for
the interpreter may be anticipated (e.g. consultations
with regard to abuse or violence*®).

Interpreters may also take a proactive approach and
request the clinician to brief them if this is possible,
in accordance with the AUSIT Code of Ethics,
which encourages interpreters to “request [a] briefing
and access to reference material and background
information before their work commences.™

MIGRANT & REFUGEE WOMEN'S HEALTH PARTNERSHIP

Opportunities to inform an interpreter may be limited
in a consultation interpreted via telephone, or a
consultation interpreted via video for a Deaf person,
and may only include flagging the nature of the
consultation with the interpreter, if it is known.

A process of iterative briefing may also be needed,
if the consultation moves to cover issues for which
the interpreter was not prepared (e.g. sexual and
reproductive health matters when the telephone
interpreter is of a di erent gender to the person).

Practice point 2: Clinicians
introduce the interpreter to
the person and explain the
role of the interpreter as a
non-clinical member of the
healthcare team, who is tasked
with facilitating e ective
communication in the clinical
consultation through accurate
interpretation, is bound by
confidentiality and maintains
impartiality

Clinicians should begin the consultation by
introducing the interpreter and explaining their role as
a non-clinical member of the healthcare team who is:
» tasked with accurate interpretation

¢ bound to confidentiality

e bound to impartiality.

Alternatively, the clinician can ask the interpreter

to introduce themselves and state their role to
the person.

It is good practice for clinicians to ensure that:

e conversations with other clinicians in the person’s
presence are always interpreted, and that the
person’s linguistic presence is maintained



e interpreters are never directed not to interpret
particular segments of what is being said, as it
would be a breach of the interpreter’s ethical
duty of accuracy

« whenever they engage in discussions with the
interpreter, the interpreter is given an opportunity
to inform the person of what is being discussed.

When the clinician leaves the room, the interpreter
should not remain alone with the person but should
also leave to ensure the role of the interpreter as a
communication facilitator between the person and
the clinician is enforced. Interpreters prefer not to
stay alone with the person, so as not to engage in a
private conversation, noting that anything discussed
in the absence of the clinician remains confidential
unless disclosure is mandated by law.

Practice point 3: When
possible and appropriate,
clinicians and interpreters
may debrief and exchange
feedback following a
consultation

Clinicians and interpreters should be sensitive to
situations when mutual debriefing and exchange of
feedback between clinician and interpreter may be
required (e.g. di cult and traumatic consultations,
particular language observations).

Debriefing and feedback may be necessary to discuss
the person’s lexical, grammatical or speech errors,

or other linguistic characteristics, particularly in
speech pathology, neuropsychology or mental health
settings. The clinician may also need to clarify the
person’s body language and gestures throughout the
consultation if they appear to be confusing or framed
by culture.

Both clinicians and interpreters in healthcare settings
may participate in distressing encounters, deliver
bad news, and experience emotional impacts from
some consultations. In particularly distressing or
disturbing situations, there may be a need for both
the interpreter and the clinician to debrief together
about their experience. Debriefing is of particular
importance in situations where individuals may
experience vicarious trauma as a result of the
engagement (e.g. counselling, domestic and family
violence).*>%0% Mutual debriefing may be short,
simply acknowledging the complexity and potential
stressfulness of the consultation.

In the event of telephone interpreting, clinicians
may choose to ask the interpreter to stay on the line
following the consultation to clarify any elements of
the consultation, or to acknowledge the potential
impact of the consultation.

Vicarious trauma presents an occupational health

and safety issue, and organisations commissioning
interpreting services and interpreting service providers
are encouraged to provide formal avenues to address
instances of work-related trauma among interpreters,
including through counselling services.>®

Practice point 4: When working
with an onsite interpreter,
clinicians interact directly

with the person, using direct
speech, and maintaining
appropriate body language
and facial expressions

When assisted by an interpreter, either on-site or via
telephone, clinicians should use direct speech and
first-person pronouns with a non-English speaking
person, to establish rapport and facilitate accuracy
of interpreting.

Direct speech means speaking directly to the listener
rather than asking the interpreter to relay questions,
information, or instructions. For example:

« “I'd like to carry out some tests” rather than
“Tell her I'd like to carry out some tests”

e ‘“Is this area painful?” (by telephone: “Is the area
| am examining now painful?”) rather than
“Ask him whether that area is painful”

* ‘“Please raise your left arm” rather than “Ask her
to raise her left arm”.

It is equally important and reassuring to the person

to maintain eye contact (if culturally appropriate),

use facial expressions, gestures and congruent

body language (e.g. nodding while the person is
speaking or the interpreter is conveying the message).
In addition, the interpreter should be acknowledged
every now and then, as this includes them in the team.

When working with an on-site interpreter, it is
recommended that the participants position
themselves in a way to allow the clinician and the
person to see each other, and that the interpreter
be seated within the clinician’s visual field.*®

This can take a form of a triangle arrangement:
Clinician-Interpreter-Person.%?
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Practice point 5: When working
with a telephone interpreter,
clinicians use a speakerphone
or a hands-free telephone

When working with a telephone interpreter, using a
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Practice point 8: Clinicians
speak at a reasonable speed,
with appropriate pauses and
avoiding overlapping speech,
SO as to enable the interpreter
to interpret

While Auslan/English interpreters mostly work in the
simultaneous mode, spoken language interpreters
work primarily in the consecutive mode (i.e. they
start conveying the message from one language to
the other after each speaker finishes their utterance).
Speaking with reasonable pauses or breaks facilitates
accurate interpretation. While some interpreters
may use various strategies to manage long speech
segments (e.g. taking notes, cutting in to interpret
while speakers are talking, asking for repetitions,

or interpreting simultaneously), it is best for the
clinician to speak in manageable segments to

avoid omissions in the delivery of the messages.

Practice point 9: In a
multidisciplinary team
consultation, clinicians ensure
adequate speech rate, pauses
and turn taking for all parties
to facilitate good quality and
accurate conveyance of
messages to the person

If interlocutors do not observe turn taking, this will
result in overlapping speech and content loss,
damaging the accuracy of interpretation.

Clinicians do not need to give the interpreter a turn

to talk if they are talking amongst each other or with
a family member. In these situations, interpreters keep
the person informed by interpreting simultaneously in
the chuchotage (i.e. whispering) mode. Interpreters
have to keep people ‘linguistically present’ even when
clinicians are having a discussion among themselves
or with family members.

Should the interpreter experience di culty interpreting
in the consultation that involves a number of family
members as well as a multidisciplinary team, they will
indicate this by raising their hand. or interrupting if they
are interpreting by phone, and asking participants to
speak one at a time.
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http://www.dss.gov.au/settlement-services/programs-policy/settle-in-australia/language-services/free-interpreting-service/free-interpreting-service-for-pharmacies
http://www.nabs.org.au
https://www.racgp.org.au/afp/201004/36589
https://eric.ed.gov/?id=ED426614
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2.2

Competency standard 2 —
Clinicians understand, and
respond to, barriers to quality
and safe care experienced

by people from migrant

and refugee backgrounds

Clinicians acknowledge and address barriers to
discussing the risks and benefits of a proposed
procedure, and obtaining informed consent.

Clinicians acknowledge and address barriers to
quality use of medicines and ensure education
about medication safety.

Competency standard 3 —
Clinicians are aware of
medico-legal responsibility in



Domain 2: Communicator

4.1

51

5.2

53

Competency standard 4 —
Clinicians understand the
impact of linguistic di erences
on communication and
respond to communication
needs of people from migrant
and refugee backgrounds

Clinicians respect people’s right to
communication assistance and ensure that
an interpreter, appropriate to the person’s
language and gender-concordance
preferences (including a Auslan/English or a
Deaf interpreter), is engaged when assessed
as necessary or requested by the person.

Competency standard 5 —
Clinicians understand the
impact of cultural and linguistic
di erences on participation

of people from migrant and
refugee backgrounds in

their care and support their
informed decision-making

Clinicians provide clear, accurate, culturally
appropriate and timely information in
appropriate formats to enable people to
understand the health issues being discussed,
including the diagnosis, management and
recommended follow up.

Clinicians recognise that people may require
involvement of their families in managing their
health issues and provide adequate information
to those whom the person wishes to include

in their care.

Clinicians gather feedback from people in an
appropriate manner and recognise the impact
of language, literacy and cultural considerations
on the person’s participation in their care.

Domain 3: Collaborator

6.1

6.2

7.1

7.2

Competency standard 6 —
Clinicians collaborate with
other healthcare professionals
within the health service
organisation and across
networks

Clinicians undertake e ective handover

of care, through both verbal and written
communication, including information about
relevant individual cultural and linguistic
considerations, needs and preferences.

Clinicians build and use referrals—across
community health and allied health sectors—
to support the provision of quality and safe
health care.

Competency standard 7 —
Clinicians collaborate with
interpreters as non-clinical
members of a healthcare team
and within the scope of the
interpreter’s practice

Clinicians recognise the role of interpreters
in healthcare settings, including their skills,
responsibilities and scope of practice.

Clinicians work e ectively with interpreters,
following Practice points for clinicians working
with interpreters in healthcare settings.
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Domain 4: Leader

8.1

8.2

Competency standard 8 —
Clinicians contribute to
whole-of-organisation
cultural responsiveness

Clinicians lead the creation of culturally
responsive and accessible environments by
informing whole-of-organisation practices that:

e recognise and respond to cultural
di erences in the provision of care;

e enable community input; and

e collect relevant data.

Clinicians promote a whole-of-organisation
use of interpreting services by informing
persons about their right to access interpreting
services, and by ensuring that their clinical and

non-clinical colleagues have information about:

e when an interpreter may be required;

e how to arrange for an appropriate
interpreter; and

e the importance of documenting the need
for an interpreter in the patient management
system once the need is identified.

Domain 5: Health Advocate

9.1

9.2

Competency standard 9 —
Clinicians contribute to
enhancing health literacy
and health system literacy
of people from migrant
and refugee backgrounds

Clinicians incorporate health literacy,
preventative health education, and health
system literacy in their work, taking into
account relevant individual cultural,
linguistic and literacy considerations,

as well as pre-migration experiences.

Clinicians support migrant and refugee
communities to facilitate community-led
health literacy and preventive health activities
by actively seeking community insights on
their needs and by contributing to appropriate
responses, including education and
resource development.
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Domain 6: Scholar

10.1

10.2

111

Competency standard 10 —
Clinicians are committed to
incorporating education about
meeting the healthcare needs
of people from migrant and
refugee backgrounds in the
provision of care and in their
continuing learning activities

Clinicians continually learn and develop
cultural responsiveness, including learning
how to work e ectively with interpreters,

by attending courses, in-service programs
and reading journals, and by demonstrating
awareness of practical, informed and quality
data and research regarding cultural diversity
demographics and population health.

Clinicians maintain ongoing practice innovation
through the use of resources, including
technology, to facilitate the provision of
culturally responsive care to people from
migrant and refugee backgrounds.

Competency standard 11 —
Clinicians are committed
to teaching others about
the provision of culturally
responsive care

Clinicians contribute to improving the cultural
responsiveness of the profession, both within
their own discipline and interprofessionally,
through modelling appropriate conduct,
teaching students, peer learning, review and
practice support.



Domain 7: Professional

Competency standard 12 —
Clinicians are committed

to cultural responsiveness,
reflexivity and self-awareness
in all aspects of practice

12.1 Clinicians develop and maintain an awareness
of their own culture, beliefs, values and biases,
and their impact on the clinician’s interactions
in healthcare settings.

12.2 Clinicians recognise the presence, and
understand the impact, of systemic biases
in institutional policies, resource allocation,
and laws.

12.3 Clinicians adhere to high ethical standards
and are committed to the principles of:

e person-centred and family-focused care;
e access and equity;

e quality and safety;

« dignity and respect; and

e e ective communication

when providing culturally responsive care to people
from migrant and refugee backgrounds.
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