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			Abstract

			This contribution presents an original methodological tool for the systematic evaluation of the relevance and comprehensiveness of healthcare language policy design. In particular, the focus of the analysis are public policies that address communication barriers experienced by patients who speak autochthonous or allochthonous languages other than the majority language in their interaction with the healthcare system. Such communication barriers are here conceptualised as “linguistic unease”. Within the epistemological framework of public policy analysis, the tool presented in the article hinges on the operationalisation of the concept of linguistic unease and is hence built on the centrality of the consideration of speakers’ needs. After outlining instances of linguistic unease in healthcare, the article presents the tool in detail and illustrates its employment through a brief practical example. 

			Keywords: linguistic unease; healthcare language policies; policy evaluation; sociolinguistic justice.

			OPERACIONALITZAR LA INCOMODITAT LINGÜÍSTICA PER A L’AVALUACIÓ DE LES POLÍTIQUES LINGÜÍSTIQUES EN L’ATENCIÓ SANITÀRIA 

			Resum

			Aquest article presenta una eina metodològica original per a l’avaluació sistemàtica de la rellevància i l’exhaustivitat del disseny de polítiques lingüístiques en l’atenció sanitària. En concret, l’anàlisi se centra en les polítiques públiques que aborden les barreres de comunicació que experimenten els pacients que parlen llengües autòctones o al·lòctones diferents de la llengua majoritària a l’hora d’interactuar amb el sistema de salut. Aquestes barreres comunicatives es conceptualitzen com a “incomoditat lingüística”. Dins del marc epistemològic de l’anàlisi de les polítiques públiques, l’eina presentada a l’article es basa en l’operacionalització del concepte d’incomoditat lingüística i, com a tal, s’articula al voltant de la centralitat de les necessitats dels parlants. Després d’exposar diversos casos d’incomoditat lingüística en l’atenció sanitària, l’article descriu l’eina en detall i n’il·lustra l’ús a través d’un breu exemple pràctic.
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			1 Introduction: “linguistic unease” and proposed contribution

			This article aims to outline a methodological tool for the systematic evaluation of the design of healthcare language policies aimed at patients who are speakers of migrant and autochthonous minority languages. The tool builds upon the operationalisation of the concept of “linguistic unease” (LU), defined as a feeling arising in “a situation in which speakers feel that their pragmatic linguistic competence is not fitting the communicative requirements of the linguistic act they are about to perform – or even that the symbolic value of their speech acts is perceived as misplaced” (Iannàccaro et al., 2018, p. 367).1 An example of the former could occur in a situation where, for instance, a monolingual Albanian-speaking patient in Italy is unable to communicate in any effective way with a monolingual Italian-speaking healthcare professional. An example of the latter, on the other hand, could occur where a bilingual Catalan-Spanish patient is not afforded the possibility of expressing themselves in Catalan in a hospital in Barcelona.

			The focus of the article is LU in the healthcare sector as one area of application of this concept in the study of linguistic justice,2 targeting in particular the widely studied issue of communication difficulties between patients and healthcare professionals by proposing a tool for policy evaluation that hinges on a sociolinguistic concept, and integrating language use and perception considerations into the evaluation. The tool outlined in this article enables evaluation of whether public policies adequately address the LU potentially experienced by patients in their interaction with the healthcare system.3 

			2 Right of access to public services and sociolinguistic justice

			The discussion presented in this article relates to the broader topic of determining the appropriate language or languages that public institutions should utilise when engaging with the general population (Patten & Kymlicka, 2003, p. 18). This matter is particularly significant in contexts such as healthcare, where the choice of language can substantially impact those affected by institutional decisions. 

			In democratic societies – the focus of this article and main field of application of this tool – governments are expected to uphold individual rights and ensure the provision of fundamental public services. However, research indicates that communication barriers can hinder access to such services for individuals who do not speak the majority language. Therefore, if a democratic state aspires to inclusivity, it must actively pursue measures that guarantee linguistic accessibility in its public services (Ayvazyan & Pym, 2022; Dunbar & McKelvey, 2022; González Núñez, 2016).

			The main premises considered here are, firstly, that accessing healthcare without discrimination is a universal human right; and secondly, that reducing patients’ LU is a valuable goal which a democratic state should pursue in order to attain a higher degree of sociolinguistic justice (Iannàccaro et al., 2018).

			Speakers of a language other than the majority language will hereinafter be referred to as alloglot.4 This broad group includes two different macro categories: speakers of autochthonous minority languages, and migrants who speak an allochthonous language. The former are defined as:

			Communities whose members have a language, culture and/or religion distinct from that of the rest of the population, and who became minorities as a consequence of a redrawing of international borders in which their area changed from the sovereignty of one country to another or who for various reasons did not achieve statehood of their own but came to be part of a larger country or several countries. (Medda-Windischer & Carlà, 2015, p. 1)

			The latter category includes “person[s] who move[…] away from [their] place of usual residence, whether within a country or across an international border, temporarily or permanently, and for a variety of reasons” (Sironi et al., 2019, p. 132), and specifically those who speak languages other than the official language(s) of the host country.

			There is a range of differences between these two macro groups, in terms, for instance, of citizenship, of the rights they are afforded, and of language beliefs and ideologies. The two groups are also not to be regarded as monolithic entities: the status and situation of distinct minority groups, as well as the migration trajectories of individual persons,5 can differ significantly. The normative discussion about categories of language rights, their legitimacy and their theoretical underpinning, as well as discussion of the legislative aspect, fall outside the scope of this contribution. However, it is relevant to our later discussion (section 4.2) to note that the principle of autochthony is often considered decisive in terms of individuals’ entitlement to unmediated access to public services (in our case, healthcare assistance), as opposed to mediated access. 

			Unmediated healthcare assistance refers to situations where patients receive care directly from healthcare professionals who are proficient in the patients’ language. In contrast, mediated healthcare involves communication between patients and medical staff being facilitated by interpreters or mediators. Although there can be significant overlaps, entitlement to unmediated healthcare tends to align with a consideration of the symbolic value of language, while entitlement to mediated healthcare is generally associated with the communicative value of language. The symbolic value of language pertains to the identity and sense of belonging that individuals associate with using their linguistic variety; the communicative value of language relates primarily to the mutual intelligibility between interlocutors. Often, although not always, speakers of autochthonous minority languages are considered entitled to unmediated healthcare assistance, and speakers of allochthonous languages to mediated healthcare assistance. Notable studies in this regard include the distinction between “instrumental” and “non-instrumental” language rights theorised by Rubio-Marín (2003), as well as Patten and Kymlicka’s (2003) categories of “accommodation-oriented rights” and “promotion-oriented rights”.

			3 Linguistic unease in healthcare: issues and strategies to target it 

			Questions regarding communication barriers in the medical domain and the linguistic rights of patients have gained increasing attention in recent years. A wide range of studies demonstrates that patients who encounter communication barriers tend to receive lower-quality healthcare and experience poorer health outcomes. Such barriers can compromise patient safety by increasing the risk of misunderstandings between patients and medical professionals, as well as complicating the collection of accurate medical histories. These challenges may result in unnecessary diagnostic tests and treatments, prolonged hospitalisations, and delays in reaching accurate diagnoses.6 Overall, patient satisfaction has been shown to increase “when communication is clear, understandable and respectful” (American Medical Association, 2006, p. 12).7 Communication barriers in mental health care can represent a particularly complex challenge (Bauer & Alegría, 2010; Leanza et al., 2017; Priebe et al., 2016). Similarly, in contexts with a high level of patient involvement, such as the explanation of complicated medical conditions, end-of-life discussions, and trauma counselling, sensitive and clear communication is crucial (Jacobs & Diamond, 2017; Lehane & Campion, 2018).

			The majority of the research cited here focuses on migrant or ethnic minority patients with limited command of the majority language in their host country, and therefore predominantly addresses scenarios in which patients and healthcare providers lack a shared language for effective communication. 

			Another segment of the literature examines the situation of bilingual speakers of autochthonous minority languages, focusing on the importance of identity and the sense of belonging tied to the use of the patient’s own language variety. The needs of bilingual speakers of autochthonous minority languages in healthcare settings are often described as “invisible and misunderstood” (Roberts, 2017, p. 118), as these patients are, in most cases, expected to simply adapt to the majority language (Boileau, 2009; Irvine et al., 2006; Roberts, 2017; Savard et al., 2021). Much of this research, which relies primarily on qualitative methodologies, centres on the lived experiences of patients, caregivers, and healthcare professionals, and evidences a range of issues. Irvine et al. (2006), Roberts (2017), and Roberts and Paden (2000) observe that even individuals with high levels of bilingual proficiency may find it difficult to articulate themselves in their second language under conditions of stress, pain, or exhaustion. This issue is especially acute for vulnerable populations such as children, the elderly, individuals with learning disabilities, and patients requiring mental health, dementia, or stroke-related care (Welsh Language Policy Unit, 2021; see also Boileau, 2009).

			Fluency and language proficiency should not be viewed as fixed or uniform concepts, as they can vary significantly depending on contextual circumstances. Bilingualism itself encompasses a wide range of abilities: individuals may maintain competence in the majority language even when stressed or in pain, but still find it easier or more comfortable to communicate in their own language. In her scoping review of patient and practitioner perspectives on bilingualism in healthcare, Roberts (2017) highlights the fundamental role of language in articulating emotions and personal experiences, noting the challenges that can arise when attempting to express these through a second language (Boileau, 2009; Savard et al., 2021). Again, given the importance of effective communication in therapeutic settings, this issue is especially pertinent within mental health care.

			Additionally, Roberts (2017, p. 136) highlights that the ability to communicate in one’s preferred language fosters “a special sense of connect[ion] and belonging, which helps build trusting relationships” between patients and providers. She emphasises the importance of acknowledging the complete linguistic profile of bilingual individuals, alongside an understanding of the broader sociopolitical dynamics that shape the perceived power, prestige, and status of a language. As Roberts and Paden (2000) point out, the structural imbalance between majority and minority languages can reinforce the existing asymmetry in power between healthcare professionals and patients. Because minority language speakers often shift to the majority language in conversation, patients – especially when feeling vulnerable or disempowered – may hesitate or feel unable to request care in their preferred language.

			Alongside the detrimental consequences of communication difficulties, a substantial body of research has examined the influence of the availability of linguistic services on healthcare delivery. Linguistic services “can include language-concordant personnel who are not certified to conduct medical interpretation, language-concordant personnel who are certified to conduct medical interpretation, volunteer interpreters, paid interpreters, telephone interpreters and increasingly language interpretation technology available on smartphones and computers” (Squires, 2017, p. 5). Naturally, these measures do not all guarantee the same type and quality of service;8 different institutions and facilities across different contexts may rely on different types of measures in different situations.

			A wide range of medical studies, carried out across different contexts and settings, demonstrates that employing professional interpreters – compared with the absence of interpretation or reliance on ad hoc interpreters – leads to improved outcomes in patient and provider satisfaction, equitable access to and utilisation of healthcare services and resources, quality of care, diagnostic accuracy, therapeutic effectiveness, health education, and overall clinical results.9 As above, this is particularly important in high-risk situations, such as “when the topic of communication is technical or involves discussion of important decisions, risks and benefits, treatment plans and instructions, end-of-life, or informed consent” (American Medical Association, 2006, p. 69), or in complex settings involving abuse or severe mental health disorders. The provision of interpreters is particularly effective in addressing communicative unease, as it facilitates information exchange between individuals who do not share a common language. Additionally, it may carry a symbolic dimension: a shared linguistic, cultural, or ethnic background can help reassure patients and foster a greater sense of trust (Robb & Greenhalgh, 2006). 

			Face-to-face professional interpreting is widely regarded as the gold standard in medical interpretation (Bagchi et al., 2011; Karliner, 2017) and remains the most extensively studied modality. As Karliner (2017, p. 26) observes, in-person interpretation enables the interpreter to pick up on visual cues and play a key role in fostering a collaborative relationship between the interpreter, the patient, and healthcare staff. However, a key challenge associated with the use of in-person interpreters is their limited availability. In emergency situations, accessing an in-person interpreter may not be feasible, and it can prove impractical for routine activities such as daily ward rounds (D’Souza et al., 2021). This issue is especially pronounced in the case of languages spoken by smaller communities, and becomes even more complex during weekends and night shifts (Cioffi, 2003). Organisational difficulties can arise when demand fluctuates over time, or when the provision of interpreting services requires travel across multiple healthcare facilities (Karliner, 2017). Limited availability contributes to longer waiting times – an especially pressing concern in resource-constrained public healthcare systems, where “time is a rare commodity” (Leanza et al., 2017, p. 64). Finally, in cases involving infectious diseases, face-to-face interpreters should be avoided because of the associated health risks.

			These challenges can be mitigated through the use of remote options such as telephone or video-based interpreting services (Hsieh, 2006), which improve accessibility by decreasing wait times and facilitating contact with interpreters of less widely spoken languages. Remote options may be available outside regular hours, including nights and weekends, and typically do not require prior booking, which makes them particularly advantageous in the case of emergencies, but also for routine tasks such as daily ward rounds (Karliner, 2017). However, remote interpreting is generally seen as less appropriate in scenarios with a high level of patient involvement.

			Beyond interpretation services, the employment of language-concordant healthcare staff – when available – is often regarded as the most effective way to facilitate communication. Research indicates that patients cared for by providers who share their language tend to have a clearer understanding of their diagnoses and treatment options, experience better health outcomes, and report greater satisfaction with the quality of interpersonal care (Ngo-Metzger et al., 2007). When a third-party interpreter is not required, a more direct and trusting relationship can develop between patient and provider, fostering a more patient-centred approach. Employing language-concordant staff can therefore address both the communicative and the symbolic aspects of LU.

			In sum, the employment of language-concordant staff and/or professional interpretation services can play a critical role in ensuring equitable healthcare access for alloglot patients. Language policy decisions – particularly those related to the recruitment, training, and evaluation of interpreters and bilingual healthcare workers – can significantly influence healthcare outcomes for linguistically diverse populations.

			The research regarding the range of issues that derive from language barriers in the medical field, and the strategies that exist to overcome them, provide the main basis for the development of a tool to systematically evaluate the design of healthcare language policy through the lens of LU. This will be the topic of section 4. 

			4 A tool for the systematic evaluation of the design of healthcare language policy

			4.1 Development and application of the tool

			Within the epistemological framework of a public policy approach to language policy – meaning that language policies are evaluated as a form of public policy (Gazzola, 2023) – this contribution is focused on the evaluation of policy design (Rossi et al., 2019). Policy design refers to the stage of the policy cycle during which the plan of a public policy is formulated. 

			Evaluation of a policy involves examining both the underlying needs assessment and the internal logic guiding the policy’s implementation, commonly known as “programme theory”. The needs assessment entails determining whether the policy accurately identifies the requirements of the population it seeks to support. The programme theory, on the other hand, encompasses “the assumptions and expectations about how the program/policy should operate to have the intended effects” (Rossi et al., 2019, p. 63), and as such is grounded in the causal relationships between intentions, objectives, and necessary actions (Lippi, 2007, p. 36). Therefore, a widely used approach for evaluating programme theory consists of elucidating the logical, or at least plausible, connections between policy inputs, outputs, and outcomes. Inputs are defined as “all means mobilised for the implementation of a policy, e.g., financial, human, and material resources”; outputs are the “direct product[s] of a policy”, i.e., “what is funded and achieved (or realised) through the resources allocated to the policy”; outcomes, or results, “are the final effects of a policy on the actors directly concerned” (Gazzola, 2023, p. 54). Figure 1 represents the policies’ logic model.

			Figure 1

			Diagram representing the policies’ logic model
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			Source. Own elaboration.

			To identify needed inputs and outputs, it is advisable to consider the desired outcomes of the policy as a starting point and reconstruct, “proceeding backwards”, the resources and measures necessary to reach the relevant final goal and their logical connections (Grin, 2003; Rossi et al., 2019; Gazzola, 2023). Here, the final goal of language policy in healthcare is conceptualised as a reduction of patients’ LU, in line with Grin’s (2003, p. 92) recommendation to “identify a goal, or an outcome, that makes sense from the standpoint of the ‘users’ of the policy”.

			The tool for the assessment of healthcare language policies proposed in this article hinges on the operationalisation of the concept of LU, i.e., the process of breaking it down into concrete dimensions that may be amenable to evaluation. 

			Through the operationalisation of LU into its constitutive dimensions, it becomes possible to specify the contextual conditions under which LU may be minimised, or potentially eliminated, through language policy. These dimensions can, in turn, be articulated as measurable policy outputs and outcomes, thereby framing the reduction of LU as the principal objective of policy design.10 In this way, the dimensions function as a basis for formulating recommended policy outcomes and outputs, defined in terms of the most attainable goals with respect to reducing patients’ LU. These dimensions have been systematically identified, primarily using findings from the medical literature on communication barriers in healthcare and measures to counter them (see section 3), as well as considerations about the entitlement to unmediated versus mediated healthcare assistance of different groups of alloglot speakers (section 2).

			Before outlining the identified recommended policy outcomes and outputs in section 4.2 below, it may be beneficial to clarify how these can be useful for the evaluation of relevant policies. Recommended policy outputs (RPO), especially the intermediate ones, can be employed as a “checklist” – by policymakers and scholars, as well as by hospital administrators – to assess a policy measure in terms of:

			
					relevance, i.e., whether the policy correctly defines and targets the potential issue of patients’ LU; and

					comprehensiveness, i.e., whether the policy includes all dimensions of the relevant instance of LU.

			

			Specifically, these criteria refer to the evaluation of the needs assessment underlying the policy, which is the subject of this contribution. Criteria that pertain to the evaluation of the programme theory – which are not discussed in this article – include the policy’s plausibility, feasibility, and testability.

			To assess the quality of language policy measures, the following steps are followed:

			
					Identifying the healthcare language policies to be evaluated.

					Through the method of document analysis, examining the policies to be evaluated to systematically determine which measures are most relevant to the LU discussion and logically connect these with the outcomes (i.e., reduction of patients’ LU).

					Carrying out a side-by-side comparison between each of the measures to be evaluated and the recommended intermediate policy outputs previously identified (see section 4.2). Such a comparison aims to clarify to what extent the expected outputs of the language policy under examination are consistent with the set of recommended policy outputs, and hence to what extent the analysed policy can be expected to meet the final policy outcome (i.e., reduction of patients’ LU).11

					The outcome of this comparison hence indicates the relevance and comprehensiveness of the policy being evaluated.

			

			Section 4.2 presents the details of the recommended policy outcomes and outputs I first identified and outlined (Marinaro, forthcoming). Their application will be illustrated through an example in section 4.3.

			4.2 Recommended policy outcomes and outputs for healthcare language policies

			The list of recommended policy outcomes is essentially the description of a situation in which patients experience no communicative or symbolic unease in their interaction with the healthcare system.12 It consists of the following desirable final effects of the policy:

			
					there is mutual understanding between the patient and healthcare staff;

					the patient perceives that their language is respected and that they are symbolically included in communication.

			

			Before outlining the RPO, it is useful to identify the set of prerequisites necessary to achieve these intended outcomes. Communication may take place either in the patient’s own language variety – particularly in cases involving unmediated linguistic assistance – or in another language that ensures mutual intelligibility between patients and healthcare personnel. The requirements that must be met in order to guarantee comprehension in the spoken dimension include the following:

			
					The language varieties used by patients on the one hand, and by staff or interpreters/mediators on the other, are either the same or mutually intelligible. Assessments of mutual intelligibility should explicitly take into account any linguistic variation across different varieties/languages.

					The terminology employed by healthcare staff must be comprehensible to the average patient. Unnecessary technical jargon should be avoided, and interpreters, mediators, or language-concordant professionals must be able to understand the lay language used by patients.13

					Staff members should aim to communicate clearly, at an appropriate pace, and refrain from using overly complex sentence structures. This is particularly important when communication occurs in a language that is less familiar to the patient, such as a lingua franca.14

			

			In all the above cases, staff can employ a “teach-back technique” – i.e., having the patient explain in their own words what they have been told – to confirm their comprehension.

			In symbolic terms, staff should demonstrate respectful and positive attitudes towards the patient’s linguistic variety. This may include an application of the “active offer” principle, consisting of offering a service through the minority language without the patient themself having to request it. Both correct comprehension and the feeling of inclusion are assessed by the patient, either through feedback given to the institution or within the framework of a policy evaluation process.

			The steps that should lead to successfully achieving these recommended policy outcomes are summarised in a list of recommended final and intermediate policy outputs. Based on evidence from the reviewed literature on the main issues linked to the delivery of linguistic services in healthcare, I have identified eight categories of RPO. These output categories and their respective hierarchies are outlined below, specifically in terms of final policy outputs. The final and intermediate policy outputs will be presented in detail afterwards.

			Category 1 (RPO1) pertains to the provision of linguistic services, which is the precondition for treating LU. Category 2 (RPO2) concerns the qualifications and competencies required of linguistic service personnel, whereas category 3 (RPO3) relates to the conditions and the environment that enable such services to be delivered effectively. Categories 4, 5 and 6 (RPO4, 5 and 6) refer to the availability and suitability in organisational terms of linguistic services: respectively, the timeliness of the service, the mode (face-to-face or remote), and staff members’ expertise in the specific area of healthcare. Category 7 (RPO7) focuses on the cultural appropriateness of the service, as well as on overall respectful attitude. Finally, category 8 (RPO8) concerns patients’ preferences regarding the gender and ethnicity of the linguistic service staff employed. 

			As anticipated in section 2 above, the decision was made not to create two separate lists of dimensions for speakers of allochthonous and autochthonous languages. This does not intend to suggest that the dimensions are identical for both groups; rather, the general areas relevant to linguistic assistance tend to significantly overlap, the primary – albeit important – distinction being the mediated or unmediated mode of linguistic services. The tool presented here limits itself to distinguishing between patients who are deemed entitled to unmediated healthcare and patients who are not, rather than between patients speaking autochthonous versus allochthonous languages.

			Where applicable, both possibilities have been incorporated to ensure the relevance of the framework across various contexts. In instances where differentiation is necessary, the distinction between mediated and unmediated linguistic assistance is specified. The suitability of a given form of linguistic support for any language group depends on how “necessary linguistic services” are defined within a particular setting. This determination is highly context-dependent. On the one hand, ensuring mutual understanding between patients and healthcare professionals – functions primarily associated with the communicative dimension of language – can be broadly regarded as a basic necessity, as it is linked to the fundamental right to health. Conversely, although unmediated linguistic assistance is generally advocated as the ideal solution for overcoming communication barriers, it may be deemed “necessary” only in particular circumstances that relate to the symbolic value of language. These judgments are shaped by the expectations language users hold regarding their linguistic rights, which may or may not align with existing legal frameworks.

			In the remainder of this section, the final and intermediate RPOs relating to the above dimensions will be presented in detail (Table 1). Recall that the final outputs indicate the products of a policy that correctly targets LU should lead to, in order for the recommended policy outcomes to be achieved. The intermediate outputs outline the preliminary conditions that should lead to the achievement of the RPO and can be used as a checklist to empirically verify the relevance of a public policy. 

			Table 1 

			Recommended final and intermediate policy outputs to target patients’ linguistic unease in healthcare

			
				
					
					
				
				
					
							
							Final outputs

						
							
							Intermediate outputs

						
					

				
				
					
							
							RPO1: Overall provision of necessary linguistic services

						
					

					
							
							Final policy outputs 1 concern patients receiving necessary linguistic services. This means that patients are assisted by a qualified LCSMIM.

						
							
							Intermediate policy outputs 1 include the following:

							
									necessary LS have been identified;

									provision of necessary LS is encouraged or mandated;

									a system has been established to undertake a linguistic needs analysis for patients, and a database has been established to keep a record of them. Being aware of potential differing varieties falling under the same umbrella term is crucial. If possible, it is best to avoid assuming that a patient uses a language variety or varieties based on their nationality or ethnicity;

									a procedure to periodically analyse the population demographics of the area served has been established, in order to estimate the potential linguistic needs of the patient population;

									recruitment of LS staff is based on regularly updated data regarding the language varieties required;

									appropriately qualified and available LS staff have been identified and entered into a register, and/or an appropriate number of LS staff have been recruited;

									working conditions, including number and distribution of working hours and salary are appropriate. It is important that LCHP’s working hours or shifts reflect the potential additional work involved in assisting alloglot patients;

									information regarding the service is available to patients;

									a system has been established to allow healthcare staff and patients to give feedback on LS.

							

						
					

					
							
							RPO2: Qualified linguistic service staff

						
					

					
							
							Final policy outputs 2 concern staff being appropriately qualified. Patients should be assisted by a LCHPIM with the necessary language skills, at the required level of proficiency, in both the languages used in the consultation, including knowledge of medical and lay terminology in the patient’s language. 

							In the case of mediated healthcare assistance, i.e., the employment of interpreters/mediators, these must also possess the necessary knowledge regarding:

							
									interpreting techniques;

									confidentiality and ethics;

									the interpreter’s role;

									the dynamics and specificities of intercultural communication;

									the power dynamics between patient, interpreter/mediators and healthcare staff.

							

						
							
							Intermediate policy outputs 2 include the following:

							
									LS staff’s language skills and required level of proficiency in the languages used in the consultation have been formally and appropriately assessed. A formal assessment is meant to avoid LS staff overestimating their level of proficiency; an appropriate assessment is one that tests language skills that are useful for medical purposes and focuses on the language variety needed in the context; 

									language classes are available for LS staff, especially for LCHP, possibly within their working hours;

									LS staff have been trained and assessed regarding the existence of different varieties, in terms of linguistic differences and level of mutual understanding between varieties;

									LS staff and medical staff have been trained and assessed in language awareness and the importance of respectful language attitudes;

									LS staff have been trained and assessed in technical and lay terminology and its use in the languages used in the consultation;

									LS staff have been trained and assessed in clear and accessible communication;

									interpreters/mediators have been trained and assessed in language skills, interpreting techniques, confidentiality and ethics, the interpreter’s role, the dynamics and specificities of intercultural communication, and power dynamics between patient, interpreter/mediators and healthcare staff;

									LS staff have been educated about the importance of language-concordant healthcare.

							

						
					

					
							
							RPO3: Context for linguistic services

						
					

					
							
							Final policy outputs 3 concern the contextual factors – i.e., the overall organisation of the healthcare system and/or of the medical centre and the general healthcare staff – that contribute to the optimal provision of LS.

							In the case of patients who are considered entitled to unmediated healthcare assistance, the overall organisation of the healthcare system or the medical centre should guarantee the presence of LCSMs. In cases where not all members of staff, especially medical staff, speak the patient’s language, there should be a system in place to pair LCHPs with alloglot patients. Non language-concordant staff members should be able to identify the need for language-concordant healthcare assistance (ideally applying the active offer principle) and should know how to contact language-concordant colleagues.

							In the case of patients who are not usually deemed entitled to unmediated healthcare, the organisation of the medical centre and the general medical staff should put interpreters/mediators in a position to perform their tasks optimally, including:

							
									overall organisation of the service allowing the allocation of extra time to interpreter-mediated consultations;

									medical staff allocating time to brief and debrief the interpreter/mediator before and after the consultation;

									medical staff scheduling additional time for mediated consultation, which require more time than non-mediated ones;

									medical staff pacing the consultation to allow for the interpreter/mediator to translate.

							

						
							
							Intermediate policy outputs 3 include the following:

							
									the senior management of the healthcare facility appropriately coordinates the organisation and availability of LS;

									healthcare staff have been educated on the importance of language-concordant healthcare and/or interpreting/mediation services;

									healthcare staff have been trained on how to communicate in mediated consultations;

									a system has been established to allow LS staff and patients to give feedback on healthcare staff and the organisation as a whole.

							

						
					

					
							
							RPO4: Timeliness of linguistic service

						
					

					
							
							Final policy outputs 4 concerns patients receiving necessary linguistic services in a timely manner, according to the need imposed by different scenarios.

							In the case of patients who are considered entitled to unmediated healthcare assistance, LCSMs should always be promptly available, regardless of the specific scenario. In the case of patients who are not usually deemed entitled to unmediated healthcare, a distinction needs to be drawn among:

							
									scheduled appointments, for which it must be possible to book LCHPIMs;

									routine tasks (e.g., ward rounds, check-ups), for which LCHPIM must be contactable at short notice for simple translations;

									emergencies, for which LCHPIMs must be contactable at short notice for potentially high-risk translations;

									general practitioners, for which it must be possible to both book and contact LCHPIMs at short notice (mostly for simpler translations, but potentially higher complexity);

									interaction with administrative staff, for which LCSMIMs must be contactable at short notice for simple, non-medical translations.

							

						
							
							Intermediate policy outputs 4 include the following:

							
									a system has been established to allow efficient communication between healthcare providers and LS staff;

									a system has been established to allow for LS staff to be booked in advance;

									a system has been established to make LS available around the clock;

									healthcare and administrative staff have been trained in when and how to contact/book LS staff;

									a system has been established to allow healthcare staff and patients to give feedback on the timeliness of the LS service.

							

						
					

					
							
							RPO5: Modality of linguistic service

						
					

					
							
							Final policy outputs 5 concern patients receiving the most appropriate modality of linguistic services according to the situation.

							Patients who are deemed entitled to unmediated healthcare assistance should be assisted by an LCSM in person, regardless of the specific situation. In the case of patients not usually deemed entitled to unmediated healthcare, a distinction needs to be drawn among:

							
									highly critical situations (e.g., end-of-life care; explanation of particularly complex, life-changing, or life-threatening conditions; particularly sensitive matters such as gynaecological visits; childbirth; communicating upsetting news to the family) for which in-person modality and (if applicable) continuity are strongly advised;

									psychiatric care, for which in-person modality and continuity are strongly advised;

									other types of medical appointment, for which either in-person or remote modality may be suitable, depending on availability;

									interaction with administrative staff, for which either in-person or remote modality may be suitable, depending on availability.

							

						
							
							Intermediate policy outputs 5 include the following:

							
									the settings and/or situations in which in-person LS may be needed have been established, including the highly critical situations listed here, as well as psychiatric care;

									availability of an appropriate number of LCSMIMs able to deliver in-person service; for common languages, hiring in-house LCSMIMs is advisable;

									appropriate compensation for the cost of commuting has been established for LS staff who need to travel;

									the settings and/or situations (mostly emergencies) in which remote LS may be needed have been established;

									availability of an appropriate number of LS staff able to deliver remote service;

									provision of the tools and equipment necessary for remote interpreting;

									the working hours of LS staff match the potential need for in-person and remote interventions;

									healthcare staff have received training to enable them to determine the most suitable LS modality, according to the specific setting.

							

						
					

					
							
							RPO6: Specialist medical expertise

						
					

					
							
							Final policy outputs 6 concern patients receiving LS informed by relevant specialist medical expertise. Patients should receive LS from LCHPIMs with necessary qualifications in the medical field and, especially in the case of highly critical situations (e.g., mental health care, trauma counselling, or speech therapy), relevant to the healthcare area.

						
							
							Intermediate policy outputs 6 include the following:

							
									training pathways and assessment dedicated to the medical sector have been established for LS staff working in healthcare;

									specialised training pathways and assessment have been established for LS staff working in specific fields of healthcare.

							

						
					

					
							
							RPO7: Overall respectful and culturally aware attitude

						
					

					
							
							Final policy outputs 7 concern a respectful and culturally aware treatment of patients. Patients should be assisted by staff who are aware of potential cultural differences and demonstrate a respectful and empathetic attitude.

						
							
							Intermediate policy outputs 7 include the following:

							
									staff are trained in intercultural communication and the importance of cultural awareness and respectful attitudes;

									staff are educated about potential cultural differences among specific communities of patients by expert personnel, such as cultural mediators who themselves are part of the patient community.

							

						
					

					
							
							RPO8: Patient preferences regarding linguistic service staff characteristics

						
					

					
							
							Final policy outputs 8 concern taking into consideration of patients’ preferences regarding the gender and ethnicity of LS staff. Patients should receive linguistic service from LCHPIMs whose gender and ethnicity are, if possible, in line with their preferences.

						
							
							Intermediate policy outputs 8, which should lead to the achievement of the final policy outputs outlined above, include the following:

							
									a database has been established to keep a record of patients’ preferences regarding the gender, ethnicity, and potentially other personal characteristics of LCHPIMs;

									LCHPIMs of different genders, ethnicities, and other minoritised groups have been hired;

									a system is in place to contact LCHPIMs whose gender, ethnicity, and other personal characteristics are in line with the patients’ preference.

							

						
					

				
			

			


Source. Adapted from Marinaro (forthcoming). The following abbreviations are employed: 

			RPO: recommended policy outputs

			LU: linguistic unease

			LS: linguistic services

			LCSMIM: language-concordant staff member or interpreter/mediator

			LCHPIM: language-concordant healthcare professional or interpreter/mediator

			LCHP: language-concordant healthcare professional

			LCSM: language-concordant staff member (including administrative staff)

			LS staff: linguistic services staff (used as umbrella term)




			To recap, the recommended policy outcomes and outputs presented above are based on the operationalisation of the concept of patients’ LU in healthcare settings and informed by the medical literature and considerations regarding entitlement to unmediated versus mediated access to care. To be applied to concrete cases, this tool must be combined with a thorough consideration of the sociolinguistic situation and potential LU of non-majority language-speaking patients.15 I will present a brief example of the application of the evaluation tool to a specific context in section 4.3.

			4.3 Example of application of the evaluation tool

			To clarify the application of the tool described above to the evaluation of a policy’s needs assessment, this section will provide an example of its use. The chosen case study refers to linguistic services for autochthonous German speakers in South Tyrol. Formerly part of the Austro-Hungarian Empire, South Tyrol became part of Italy in 1919; notwithstanding the process of forced Italianisation attempted by Mussolini during the years of his fascist dictatorship, a sizable group of autochthonous German speakers still resides in the region, making up over 68 % of its population (Landesinstitut für Statistik, 2024, December; Coletti et al., 1992; Romeo, 2003).

			The so-called Second Statute of Autonomy of 1972 (Decree of the President of the Republic, 31 August 1972, No. 670, Approval of the consolidated text of the constitutional laws concerning the special statute for Trentino-Alto Adige, 1972) and subsequent enactment decrees established that German speakers were entitled to unmediated healthcare assistance through German, and further established a knowledge of both Italian and German as a prerequisite to work in the public sector. A relatively articulate language policy was hence implemented in the medical sector too, including formal language proficiency criteria for healthcare workers, financial incentives, and the provision of language instruction for staff. The example provided here refers to the latter; interestingly, in this sector, some quite promising measures have been developed recently.

			Before turning to the example of policy analysis, it is useful to provide a brief overview of the sociolinguistic situation. These considerations, which are crucial for the assessment of speakers’ potential LU, are based on the available sociolinguistic literature and data, but are also informed by semi-structured interviews I carried out in the region with 6 autochthonous speakers of German and 11 healthcare professionals between June and August 2023. The aim of these interviews, conducted in the framework of a multi-year research project covering different regions, was to enrich and inform policy analysis through insights into language difficulties encountered by non-majority language-speaking patients and healthcare professionals. The interviews were audio-recorded, transcribed, and analysed through thematic analysis (Marinaro, forthcoming).16

			As concerns the relationship of the German-speaking group with the Italian language, the situation is quite varied: regarding the communicative aspect, while the German-speaking group tends to have a higher proficiency in Italian than vice versa, the general level of proficiency in the second language varied according to a series of factors, including area of residence, age and level of instruction. In mainly German-speaking municipalities, the opportunities and need to use Italian are often scarce; the level of communicative unease experienced by German-speaking South Tyroleans if they had to use Italian in a healthcare encounter could therefore be quite high. As concerns the symbolic aspect, attitudes are, again, quite diverse. The following extract from an interview with a South Tyrolean German speaker, commenting on both the communicative and the symbolic aspects, illustrates this:

			For me, speaking Italian with a doctor wouldn’t be a problem. I’m fluent now. But I know other people really do have trouble understanding it. And some people just have that mentality of “screw Italy” – I mean, the history of South Tyrol wasn’t exactly pleasant. But yeah, that’s history. There are still people who feel that way – and I get it, because for those who primarily speak German, well, they do actually have the right to be treated in German.17 (StAut1)

			In terms of its internal sociolinguistic features, the German-speaking group is characterised by the prominence of varieties of the local dialect – the Südtiroler Dialekt – in most contexts involving spoken communication (Landesinstitut für Statistik, 2024, August); indeed, some speakers may not feel at ease with standard German in conversation. As regards the communicative value of language, passive understanding can be assumed for all autochthonous German speakers, but active production may be a challenge; in symbolic terms, the high variety does not carry the same connotation of belonging that the dialect does. It would therefore be beneficial if healthcare staff had at least some passive understanding of the dialect. However, not only is there a limited percentage of Italian speakers with a knowledge of German, the percentage decreases still further if knowledge of the local dialect is considered (Landesinstitut für Statistik, 2024, August). 

			With regard to the above considerations on the South Tyrolean dialect, an interviewee from the Vinschgau/Venosta valley who cared for her elderly mother recounts:

			That’s actually the mother tongue – it’s dialect, not German. Exactly. That’s […] something that’s definitely true for the older generation […]. For my mother […] it wasn’t easy for her to speak standard German. For that generation, it was almost like a foreign language. […] Their native language was definitely the dialect. (StAut5)

			Let us now turn to the example of analysis for the case at hand. Starting from the second step of the list provided in section 4.1, the measure concerning language courses for healthcare workers includes the following specific components, extracted from relevant South Tyrolean Health Authority documents:18

			
					the Health Authority offers internally organised language courses for healthcare staff who need to reach the required level of linguistic proficiency;

					language courses can be attended during and recognised as working hours;

					internally organised language courses are held by qualified teachers with interactive methodologies;

					the main focus of the internally organised language courses in terms of vocabulary regards the domain of healthcare;19 

					some attention may also be devoted to the presence and understanding of the South Tyrolean dialect (Marinaro, forthcoming).

			

			The third step requires a side-by-side comparison of each of the measures to be evaluated and the recommended intermediate policy outputs listed above.

			In this case, it can be noted that there is a high correspondence between the measures analysed and RPO2b regarding the availability of language classes for staff, possibly to be attended during working hours.

			There is likely also a good correspondence between the analysed measure and recommended policy outputs RPO2c, d, e, and h. Indeed, as mentioned, some attention is devoted to the South Tyrolean dialect: healthcare staff are made aware of the existence of different language varieties (RPO2c), and of the importance of respectful language attitudes (RPO2d) and language-concordant healthcare (RPO2h). Moreover, language courses focus on vocabulary regarding the field of healthcare, enhancing staff’s knowledge of relevant terminology (RPO2e).

			However, it must be noted that general practitioners and primary care paediatricians are only permitted to attend the courses if places are available. While this marks progress compared with the previous situation, when no such training was available for general practitioners and primary care paediatricians, it would be more desirable for a sufficient number of places on language courses to be offered. The reason they are not offered internally organised language courses, as other healthcare workers are, is that they are self-employed professionals contracted by the Health Authority, rather than employees of the Health Authority. Nonetheless, general practitioners and primary care paediatricians play a central role in primary care networks; particularly in areas with a high number of German speakers, an improvement of their linguistic competence would benefit patients. Furthermore, it must be taken into consideration that they work independently and hence cannot rely on a team for translations – that is, to at least meet patients’ communicative needs.

			Based on the high correspondence between the measures analysed and the relevant policy measures, it can be concluded (step 4) that the policy at hand leads to outcomes that correctly target the symbolic and communicative LU potentially experienced by speakers of the autochthonous minority language in South Tyrol. The policy can hence be considered relevant. 

			However, the insufficiency of the language courses offered to general practitioners and primary care paediatricians renders this policy not entirely comprehensive (Marinaro, forthcoming).

			5 Conclusion and future directions

			Bringing together – through the use of the concept of LU – a sociolinguistic lens and findings from the medical literature within an epistemological framework of public policy studies, this article has presented an original methodological tool for the systematic evaluation of the relevance and comprehensiveness of healthcare language policy design. This should benefit patients as well as healthcare and linguistic services professionals, since it also calls for improved working conditions for staff.

			Although the above process of identification of recommended policy outcomes and outputs aims to be as comprehensive and systematic as possible, there may certainly be scope to further expand and refine them in future contributions. For instance, specific subdimensions and their relative recommended policy outcomes and outputs could be identified in relation to a specific medical field, such as mental health. 

			Furthermore, while the dimensions presented here refer specifically to LU experienced by patients seeking healthcare assistance, a similar process of operationalisation of LU may be followed to identify relevant dimensions and evaluate language policies in other contexts, such as education, the legal sector, public administration, or the workplace. Indeed, the concept of LU can be applied to the situation of speakers of non-majority languages across different societal domains.

			As mentioned, it must be considered that any analysis of a policy’s relevance and comprehensiveness is only a part of policy design analysis, which in turn is only a part of the analysis of the whole policy cycle. Nonetheless, it can still be highly significant: indeed, employing the concept of LU enables the evaluation of language policies to be grounded in the consideration of speakers’ needs. This is crucial to inform the design of future evidence-based policy measures, which can hopefully contribute to the respect of the linguistic rights of alloglot speakers, and hence to a higher level of sociolinguistic justice overall.
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						1  The concept of linguistic unease was first proposed by Agresti (2012) and developed in Iannàccaro et al. (2018) and subsequent publications. As noted by these authors, there is a connection and an overlap between the concepts of “linguistic unease” and “linguistic insecurity”; however, in light of the ongoing broadening of the meaning of the latter (e.g., Baldaquí i Escandell, 2009), I have opted to employ the more recent and methodologically clearer construct of LU.


						2  For a more general discussion of LU at the wider societal level, see the above-quoted publications by Iannàccaro and colleagues, as well as Gobbo and Alcalde (2016) and Gobbo and Marácz (2021). For an overview of the field of linguistic justice, see Alcalde (2018).


						3  Please note that a discussion of the legislative aspect falls outside the scope of this article, which focuses on language policy planning. 


						4  Notwithstanding our full recognition of signed languages as minority languages and the prime importance of their inclusion in language policy interventions, their consideration falls outside the scope of this article, which focuses on spoken languages.


						5  One potential difference of note is that identified by Iannàccaro et al. (2018), of migrant mobility between economically balanced countries as opposed to mobility from economically weaker to economically more developed countries.


						6  For reasons of space, only spoken interaction will be considered here; signage and written materials are hence not included in the discussion.


						7  For the above, see, among others: American Medical Association (2006), Bauer and Alegría (2010), De Moissac and Bowen (2018), Elderkin-Thompson et al. (2001), Flores (2005), Garcia et al. (2004), Gil-Salmerón et al. (2021), Irvine et al. (2006), Karliner (2017), Leanza (2005), Ngo-Metzger et al. (2007), Robb and Greenhalgh (2006), Schwei et al. (2017), Seale et al. (2022), Squires (2017), Timmins (2002), Kickbusch et al. (2013).


						8  For a wider discussion on mediation strategies, see, for instance, Pym (2018).


						9  Brisset et al. (2014), Flores (2005), Garcia et al. (2004), Gil-Salmerón et al. (2021), Karliner et al. (2007), Karliner (2017), Ngo-Metzger et al. (2007), Schwei et al. (2017).


						10  The relationship between LU and policy outcomes is inverse in nature, because a good language policy (i.e., a language policy that produces good outcomes) reduces or minimises LU.


						11  Although the RPO encompass a wide spectrum of situations, it is unrealistic to expect any single healthcare language policy to address them all. Instead, identifying which RPO should be included requires a flexible, context-specific evaluation of both the policy and the environment in which it is implemented.


						12  As above, due to space limitations, the policy outcomes and outputs presented in this article refer to the spoken dimension only. It must be noted, however, that this tool was developed for use with the written dimension as well.


						13  Note that this caveat can also apply to patients speaking the majority language.


						14  A lingua franca is defined as a language used for communication between interlocutors who do not share a native language.


						15  To describe this, the parameters of LU by Iannàccaro et al. (2018) can be employed. Please note that the dimensions presented here are intended to be used alongside, rather than to replace, these authors’ parameters.


						16  Due to word count restrictions, it is only possible to report two interview extracts here.


						17  The original quotes have been translated from German by the author. 


						18  See South Tyrolean Health Authority (2024).


						19  See South Tyrolean Health Authority (2024, April 18).
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OPERATIONALISING LINGUISTIC UNEASE FOR THE EVALUATION OF LANGUAGE POLICIES
IN HEALTHCARE

Nicole Marinaro”

Abstract

This contribution presents an original methodological tool for the systematic evaluation of the relevance and
comprehensiveness of healthcare language policy design. In particular, the focus of the analysis are public policies
that address communication barriers experienced by patients who speak autochthonous or allochthonous languages
other than the majority language in their interaction with the healthcare system. Such communication barriers are here
conceptualised as “linguistic unease”. Within the epistemological framework of public policy analysis, the tool presented
in the article hinges on the operationalisation of the concept of linguistic unease and is hence built on the centrality of
the consideration of speakers’ needs. After outlining instances of linguistic unease in healthcare, the article presents the
tool in detail and illustrates its employment through a brief practical example.

Keywords: linguistic unease; healthcare language policies; policy evaluation; sociolinguistic justice.

OPERACIONALITZAR LA INCOMODITAT LINGUISTICA PER A L’AVALUACIO DE LES POLITIQUES
LINGUISTIQUES EN L’ATENCIO SANITARIA

Resum

Aquest article presenta una eina metodologica original per a I'avaluacio sistematica de la rellevancia i I'exhaustivitat
del disseny de politiques linglistiques en I'‘atencio sanitaria. En concret, I‘analisi se centra en les politiques publiques
que aborden les barreres de comunicacid que experimenten els pacients que parlen llenglies autoctones o al-loctones
diferents de la llengua majoritaria a I’hora d’interactuar amb el sistema de salut. Aquestes barreres comunicatives es
conceptualitzen com a “incomoditat linglistica”. Dins del marc epistemologic de I'analisi de les politiques publiques,
I'eina presentada a l'article es basa en l'operacionalitzacid del concepte d’incomoditat linglistica i, com a tal, s‘articula
al voltant de la centralitat de les necessitats dels parlants. Després d’exposar diversos casos d’incomoditat lingliistica en
I'atencid sanitaria, I'article descriu I'eina en detall i n’il-lustra I'Us a través d’un breu exemple practic.

Paraules clau: incomoditat lingliistica; politiques lingliistiques sanitaries; avaluacio de politiques, justicia sociolingliistica
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