
$
€£ ¥

 social sciences

Article

Language as a Trigger for Racism: Language Barriers at
Healthcare Institutions in Slovenia

Uršula Lipovec Čebron
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Abstract: The article analyzes the impact of language barriers on the medical treatment of foreign-
speaking patients and illustrates that the absence of systemic, institutional responses to language
barriers in healthcare facilities exacerbates racist attitudes toward migrants and ethnic groups. The
article is based on 201 interviews with healthcare workers, employees of public or non-governmental
institutions as well as users of healthcare services that were conducted between 2018 and 2019 in
twelve local communities in Slovenia. Following the methodological and conceptual framework, the
first part of the article highlights the various negative consequences of language barriers experienced
by healthcare workers and foreign-speaking patients. The second part shows that in the absence of an
accessible network of professional intercultural mediators or interpreters, healthcare workers are left
to their own devices with respect to overcoming language barriers. Finally, the last part of the article
shows that many interlocutors are increasingly searching for the culprit for this situation. Some
healthcare workers attribute the responsibility to the abstract concept of the “system”, while others
attribute the responsibility exclusively to migrants, thus perpetuating key elements of the culture of
racism present in Slovenia. In this culture of racism, knowledge of Slovene language becomes one of
the most important criteria that distinguishes deserving from undeserving migrants. The latter are a
privileged object of racist responses at the level of cultural, institutional and personal racism, which
is proving to be mutually toxic.
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1. Introduction

It is common knowledge that migrants and ethnic minorities face numerous inequities
in health and healthcare in many countries, including in Europe. In the last few decades,
a great deal of attention has been paid to this subject by both the humanities and social
sciences as well as the health and medical sciences (Gravlee and Sweet 2008; Paradies et al.
2015; Priest and Williams 2018). Despite the intense research focus on ethnic inequities
in healthcare, very few researchers have examined how racism establishes and intensifies
these inequities (Nelson 2002; Bhopal 2007; Ahlberg et al. 2019). As Bhopal writes: “Inequal-
ities in health and health care by racial and ethnic group are abundant but their underlying
cause, and the contribution of racism, is a complex but insufficiently debated matter in
Europe” (Bhopal 2007, p. 24). Even though we understand the effects of racism, we still
have rather limited knowledge about its occurrence in healthcare institutions, owing to
which it “remains largely invisible and hugely underestimated” (Ahlberg et al. 2019, p. 7).

Instead of witnessing a decline in racism in European societies, including within the
health sector, recent decades have brought forth new differential racisms, also known
as neoracism or “racism without race”, which focuses on cultural differences (Balibar
1991), and whose primary targets are migrants and ethnic groups (Vovk et al. 2020). In the
contemporary neoracist discourses, thus, “[m]igrants are no longer unacceptable because
they belong to other races, but because they belong to other (and entirely different) cultures”
(Baskar 2004, p. 128). Considering that culture has become a signifier of otherness, migrants
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have become the object of racism even when they do not differ in appearance from the
dominant group. This notion of “differences” may extend to the fields of legal status,
housing, employment, health insurance, religious beliefs and, as we shall shortly see,
language. But how can one understand racism or neoracism at healthcare institutions
without using these terms too lightly and loosely? How can one demonstrate that broader
sociopolitical processes, in which racist practices toward migrants and ethnic minorities
are being increasingly normalized, are also taking their toll on the healthcare sector?

The presence of racism in healthcare can be analyzed through three interrelated and
interactive components: personal, institutional and cultural racism (Dominelli 2017, p. 18).
Cultural racism, as shown by Lena Dominelli, consists of social values, ideas and norms
that guide social interactions, with people utilizing it “in compiling a collective worldview
that legitimates spaces and behaviours that value people differently” (Dominelli 2017,
ibid. 21). Institutional racism, tightly linked to cultural racism, “refers to the laws, policies
and routines of professional practice that determine eligibility and entitlements to social
resources by excluding people through bureaucratically legitimized criteria of eligibility,
public power and authority” (ibid. 20). Both types of racism legitimize personal racism
exercised by individuals who, through their prejudice, negative attitudes and exclusionary
practices, deny certain categories of people their dignity and equality (ibid. 19)1.

The present article aims to demonstrate how cultural racism, which is becoming
increasingly present in relation to migrants and ethnic minorities in Slovenia, promotes
institutional racism and is reflected in individual racist perceptions of some healthcare
workers. More specifically, the article analyzes the impact of language barriers on the
medical treatment of foreign-speaking patients and illustrates that the absence of sys-
temic, institutional responses to language barriers in healthcare facilities exacerbates racist
attitudes toward migrants and ethnic groups. Namely, Slovenian healthcare does not
have a national system providing accessible, free of charge intercultural mediation and/or
interpreting service for foreign-speaking patients.2

The article is based on field research of health inequities and vulnerabilities, which
was conducted in 2018 and 2019 in different local communities in Slovenia. Following the
methodological and conceptual framework, the first part highlights the various negative
consequences of language barriers, which result in many professional dilemmas and
problems for healthcare workers, and which significantly hinder or even prevent foreign-
speaking patients from accessing healthcare. The second part shows that in the absence of
an accessible network of professional intercultural mediators or interpreters, healthcare
workers are left to their own devices with respect to overcoming language barriers. Finally,
the article addresses the question that many interlocutors in healthcare institutions ask
themselves: who is responsible for the situation in which healthcare workers and foreign-
speaking patients are left to their own devices in order to overcome language barriers?

2. Methodological and Conceptual Framework

This article is based on field research carried out in 2018 and 2019 in the framework of
the project A model of community approach to promoting health and reducing health inequities in
local communities—MoST conducted by the National Institute of Public Health. The aim of
the fieldwork was to establish who the people coping with vulnerabilities in health and
healthcare are; the types of barriers they are confronted with in accessing healthcare; and
the practices used to overcome these barriers. The fieldwork material was collected by 30
researchers in 25 local communities in Slovenia, in 417 semi-structured interviews with
629 interlocutors (healthcare workers, public health institutions employees, professionals

1 Research on healthcare workers’ attitudes toward migrants and ethnic minorities more often mentions discrimination than racism. However,
following Dominelli, discrimination represents only a minor part of an oppressive system concerned primarily with access to social resources and
power, while racism is a specific form of oppression that stereotypes and negatively values peoples’ ethnic and cultural attributes (Dominelli 2017,
p. 15).

2 Although professional interpreters exist, they lack the training for interpreting in a healthcare setting, are often difficult to reach and offer services
that patients need to pay out of their own pocket.
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in the non-governmental sector, users of healthcare services and people with various
vulnerabilities).

Due to the extensive amount of material concerning migrants and ethnic minorities
gathered during the interviews, the article presents an analysis of approximately half of
the material collected in 12 local communities3 in which 201 interviews were conducted
involving 343 interlocutors. These are diverse environments, which differ in size (from
Maribor, Slovenia’s second largest city, with approximately 100,000 inhabitants, to the town
of Ivančna Gorica with just over 2000 inhabitants), the degree of urbanization, the presence
of migrants and ethnic minorities in their community and the frequency of interethnic
contacts. Eight of these local communities are located near the national borders with
Croatia, Italy and Austria, resulting in numerous cross-border contacts, as well as a longer
history of interethnic contacts.

Three key topics in relation to migrants and ethnic communities emerged in majority of
the interviews from the MoST research: (a) the issue of vulnerability, (b) the homogenization
of migrant people and (c) lack of understanding of structural barriers.

2.1. Migrants as a Vulnerable Group

When the interlocutors were asked, “Who are the persons coping with vulnerabilities
in the local community?” they often mentioned migrants and members of ethnic minorities
as vulnerable groups. In some local communities, most of the interlocutors mentioned
migrants and members of ethnic minorities as vulnerable, whereas in others, over a half
of the interlocutors used the term vulnerable to describe them. They were mentioned
less frequently in only three local communities.4 This correlated with the findings from
other qualitative research that were focused on health inequities and vulnerabilities in
Slovenia (Lipovec Čebron and Pistotnik 2015; Lipovec Čebron et al. 2015, 2016; Huber
et al. 2020); however, it should be noted that quantitative research does not mention these
inhabitants (Buzeti et al. 2011) or does so only briefly (Leskovšek 2007; Lesnik et al. 2018).
This difference is not surprising. It is precisely qualitative research that is able to reveal
the vulnerabilities of socially marginalized groups, which usually include migrants, who
otherwise remain invisible to quantitative studies, on which, conversely, health policies
heavily rely.5 However, it should be noted that the vast majority of migrants are by no
means vulnerable per se, but, as research indicated (Lipovec Čebron 2010; Ingleby et al.
2012; Huber et al. 2020), their vulnerability is usually a result of a negative attitude toward
them among the rest of the society.

2.2. Migrants as a Homogeneous Group

Another noteworthy topic arising from the analysis of the fieldwork material relates
to the axiomatic, uncritical use of the term migrants that homogenizes them under a
single general and abstract term, disregarding their differences (Sargeant and Tucker
2009; Viruell-Fuentes et al. 2012). Nevertheless, it should be noted that in addition to
the generalized term migrants, the interlocutors also used other terms to define certain
groups through legal categories (e.g., “foreigners from third countries”, “asylum seekers”,
“persons under international protection”), on the basis of ethnicity (e.g., “Albanians”,

3 These local communities are Brežice, Ormož, Gornja Radgona, Nova Gorica, Ajdovščina, Izola, Piran, Maribor, Slovenska Bistrica, Kamnik, Ivančna
Gorica, and Slovenj Gradec and Dravograd, which are considered as a single entity, since the Slovenj Gradec and Dravograd Community Health
Centers carried out the project activities jointly.

4 In Slovenj Gradec and Dravograd, they were mentioned in 9 out of 10 interviews; in Ajdovščina, in 9 out of 11 interviews; in Slovenska Bistrica, in
15 out of 18 interviews; in Izola, in 13 out of 15 interviews; in Kamnik, in 10 of the 15 interviews; in Brežice, in 16 out of 22 interviews; in Nova
Gorica, in 11 out of 16 interviews; in Maribor, in 12 of the 18 interviews; and in Piran, in 13 out of 25 interviews. They are mentioned less frequently
in only three local communities: Gornja Radgona, where they were mentioned in 6 out of 16 interviews, Ormož, where they were mentioned in 3
out of 10 interviews and Ivančna Gorica, where they were mentioned in 1 out of 8 interviews.

5 Other researchers have pointed out similar issues regarding quantitative research (Mladovsky 2007a, 2007b; Rechel et al. 2013; Bombač et al. 2018)
by highlighting that national epidemiological research in many European countries does not reveal data concerning the health of most migrants or
ethnic minorities. There are several reasons for this. On the one hand, most European countries, including Slovenia, do not collect epidemiological
data on the basis of ethnicity (Bombač et al. 2018). On the other hand, migrants are usually unresponsive to epidemiological research (Mladovsky
2007a, 2007b) or they are excluded due from it to their precarious status and social marginalization.
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“Romanians”, “Eritreans”), gender (e.g., “foreign women”, “migrant women”, “Albanian
women”), age (e.g., “foreign-speaking children”, “migrant children”, “children from Al-
banian families”) or language (e.g., “foreign-speaking”, “Albanian-speaking persons”,
“non-Slavic-speaking migrants”). As these examples suggest, people from the Albanian
community were more frequently mentioned in the interviews, which is not surprising.
In addition to the officially recognized Italian, Hungarian and Roma minorities, mem-
bers of other ethnic groups also reside in Slovenia but do not have the status of recog-
nized ethnic minorities. Since the most numerous are from former Yugoslavia, many
Albanians, Bosniaks, Croatians, Macedonians, Montenegrins and Serbs live in different
parts of Slovene territory (Komac 2007; Kržišnik-Bukić 2008). In recent decades, however,
refugees from the Middle East, Asia and African regions are also present in Slovene ter-
ritory . These people, as we shall see in the following pages, are extensively exposed to
language barriers in the Slovenian healthcare system, which is also true for many Albanian-
speaking persons, who are moving to Slovenia in large numbers, especially from Kosovo6

(Kržišnik-Bukić 2008; Vadnjal 2014; Škraban 2020; Škraban et al. 2020). Given the fact that
this ethnic diversity is not reflected in statements of the interlocutors who usually refer to
these groups with the general term “migrants”, it is also used in this article. However, we
have tried to avoid generalization as much as possible.

2.3. Disregarding Structural Barriers

In many interviews with employees from various public institutions (e.g., healthcare
centers, schools, kindergartens, employment services and social work centers), it can be
observed that employees often adopt an assimilation logic, according to which migrants
and ethnic minorities should adapt their beliefs and practices to the majority population
as much as possible and should quickly abandon several elements of their culture, which
(merely because it is different) is assumed to have negative effects on their lives and their
health. This logic also shifts all responsibility to the individual, who is supposed to choose
between the (less healthy) behavior of their ethnic group and the (healthier) practices of
the majority population (Castañeda et al. 2015). Adhering to this logic prevents employees
from perceiving and understanding the structural barriers faced by migrants and ethnic
minorities, which often leads them to be described as unresponsive, unmotivated and ir-
responsible. Not only are some employees in public institutions unwilling to consider the
structural barriers that these residents face, but some—in the spirit of cultural racism—also
perceive them as barriers themselves. However, not all interlocutors share this view. Field
research indicates that some have identified major barriers for migrants trying to obtain a
more permanent legal status (residence permits and citizenship), resulting in difficulties in
exercising their basic rights, including the right to health. Similar findings were observed
in research conducted among asylum seekers and other migrants with precarious status
(Jazbinšek and Palaić 2009; Bombač et al. 2017; Lipovec Čebron and Bombač 2018) showing
that many of these groups have very limited access to healthcare due to their exclusion from
the health insurance system. The interviews from the MoST research also indicate the signif-
icant obstacles migrants face in the area of employment, which correlates with the findings of
various studies in Slovenia (Lukič 2010; Pajnik 2010; Pajnik and Bajt 2011). The interlocutors
highlighted not only serious issues with access to the labor market, but also frequent cases of
curtailment of migrant workers’ rights and unsafe working conditions. According to some
interlocutors, these structural barriers relating to obtaining (more permanent) legal status and
employment often lead migrants to poverty, which on the one hand increases the possibility
of health problems and on the other reduces access to quality healthcare.

Interestingly, however, despite mentioning several other obstacles, the interlocutors
most often emphasize language barriers. Although these barriers are present in many social

6 According to statistics, Kosovo citizens represent one of the largest groups permitted residence in Slovenia. Thus, in 2017, according to the number
of residence permits issued in Slovenia, Kosovo citizens were in second place on the list of countries outside the EEA (Directorate for Administrative
Internal Affairs, Migration and Naturalization 2018, p. 31), and in 2018, they were in third place (Directorate for Administrative Internal Affairs,
Migration and Naturalization 2019, p. 35).
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realities with which migrants and ethnic minorities have contact and are encountered in
various institutions (educational, social, healthcare, etc.), we focus on language barriers that
are present in healthcare, since they were the most frequently referred to in the fieldwork
materials. In the following pages, we thus present various language barriers, analyze their
impact on the medical treatment of foreign-speaking patients and illustrate the fact that
the absence of systemic, institutional responses to these barriers in healthcare facilities
exacerbates racist attitudes toward migrants and ethnic groups. However, although we
focus solely on language barriers, this does not mean that we are claiming that language
differences, i.e., the inability to understand or speak Slovene, are the only trigger leading to
racist attitudes toward migrants and ethnic minorities. On the contrary, as other researchers
have shown (Bučar-Ručman 2014; Zorn 2021), many other factors (structural barriers in
relation to legal status, housing, education, employment and health) and cultural aspects
(religious beliefs, clothing customs, food preferences, etc.) can trigger racist responses.
Although the interlocutors in the interviews usually focused only on the language barriers,
owing to which the analysis in the pages that follow reflects their narrow focus, it is
important to keep the broader context in mind, in which language differences are just
one element in a wider constellation of factors that are instrumental to precipitating
racist responses.

3. Language Barriers in Healthcare Institutions

In recent decades, employees in public institutions in countries throughout Europe
have observed numerous language and other barriers that increasingly diverse groups of
migrants have to face (Chiarenza 2014). Employees, including healthcare workers, note
that they are often unable to understand the languages of these groups, which results
in an impaired quality of medical treatment. These language barriers, which could be
defined as “performances in which the process of meaning making is both intentionally and
unintentionally blocked” (Martínez 2010, p. 62), have many consequences: from multiple
misunderstandings between healthcare workers and patients to poorer patient compliance
and dissatisfaction with medical treatment (Martínez 2010; Flores 2005; Schwei et al. 2016).

Similarly, the analysis of the fieldwork material from the MoST research shows that in
Slovenia, healthcare workers and foreign-speaking patients who do not speak Slovene are
confronted with serious language barriers on a daily basis. Interlocutors from the twelve
communities included in the research reported considerable hardships and dilemmas
stemming from the inability to establish successful communication in healthcare treat-
ment. Analogous findings were observed in other research conducted in Slovenia (Bofulin
and Bešter 2010; Pokorn Kocijančič and Čibej 2018a, 2018b, 2018c; Lipovec Čebron and
Bombač 2018; Pokorn Kocijančič 2019a, 2019b; Lipovec Čebron 2020). The findings of the
pan-Slovenian questionnaire among 564 healthcare workers are rather indicative in this
regard, where as many as 94% reported having contact with patients who do not speak or
understand any Slovene (Pokorn Kocijančič and Lipovec Čebron 2019). The same survey
reveals that most healthcare workers state the Albanian language as the most challenging
when dealing with non-Slovene speakers. The respondents also mentioned other languages
(German, Macedonian, Italian, Croatian/Serbian/Bosnian/Montenegrin, Romani, Russian,
English, Chinese, Arabic and others) (Pokorn Kocijančič 2019b, p. 100). Albanian was
similarly highlighted in the fieldwork research from the MoST project, probably due to
the fact that unlike the other languages of former Yugoslavia, Albanian is not Slavic, and
due to the aforementioned increasing numbers of Albanian-speaking migrants in Slovenia.
In addition to the mass emphasis on Albanian, individual interlocutors also mentioned
Italian, Bosnian, Macedonian, Arabic, Turkish, Tigrinya and Farsi.

The interviews conducted in the twelve local communities clearly indicate the negative
aspects of language barriers on the quality of medical treatment. Many healthcare workers
struggle with their inability to properly communicate with patients because they simply
do not understand them: “/ . . . / it often happens that the patients don’t even understand
what the doctor is telling them” (healthcare worker). Correspondingly, they point out, on
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several occasions, problems with unsuccessful communication with foreign parents with
whom they cannot agree on the health of their children: “/ . . . / and Albanian mothers come
several times, who don’t even know how to speak Slovene at all, you tell or ask them something
and they just stare” (healthcare worker). Comparable language barriers that completely
forestall communication between mothers of sick children and healthcare workers are also
perceived by members of the Albanian-speaking community: “The problem arises when a
child falls ill and has to go to the hospital, but his mother doesn’t understand what’s happening to
him and doesn’t understand that he’s seriously ill” (a person from the Albanian community).

Some healthcare workers openly admit that such uncontrollable language barriers
cause them distress: “This is stressful for me. What am I supposed to do?” (healthcare worker),
with the same interviewee also emphasizing, like others, that such medical treatments are
much more time-consuming:

“You have to give in and make the visit to the patient longer that it should be,
but when I leave and start calculating how many other visits I have, and that I
won’t be able to manage them in the given time, I automatically go and work
extra hours, since I don’t have anyone to hand over these other visits to, and the
insurance company pays for a certain number of visits per day. And if you have
two Chinese patients and a Japanese one, you’re done.” (healthcare worker)

As noted above, many researchers have pointed out the negative consequences of
similar communication barriers (Verrept and Louckx 1997; Verrept 2008; Martínez 2010;
Farini 2013, 2015; Flores 2005; Schwei et al. 2016; Verrept and Coune 2016; Pokorn Kocijančič
2019a). Among many other consequences of language discordance between patients
and healthcare providers, researchers mention misinterpretations of patients’ concerns
and illness behaviors, misunderstandings of instructions during examinations or when
prescribing appropriate therapy and further treatment, costly and unnecessary medical
tests and potentially serious medical errors (Martínez 2010; see also Bowen 2001; Pokorn
Kocijančič 2019a). Some interlocutors mention similar problems, while simultaneously
pointing out that language barriers could also pose a risk to the wider community, as shown
by the case of foreign-speaking patients infected with measles, who did not understand
the instructions not to come to the healthcare center:

“For example, there were [people with] measles in our healthcare center. These
patients didn’t speak Slovene and were told several times that they weren’t
allowed to come to our healthcare center for many days, but they nevertheless
came.” (healthcare worker)

Although language barriers exacerbate the work of healthcare workers, foreign-
speaking patients are those who are much more exposed to the consequences of these
barriers by receiving lower quality healthcare and being faced with poorly accessible or
even inaccessible healthcare programs. Some interlocutors are aware of this, especially
emphasizing lower accessibility to prevention programs7 that are not adapted to foreign-
speaking residents who neither speak nor understand Slovene:

“/ . . . / before mothers give birth, they don’t come to parenting classes, because
it’s difficult for them to communicate there / . . . / Currently, all prevention
programs are only in Slovene. Many people are excluded from them. Even
when I have lectures for young people and children, there are children who
don’t understand the language and don’t have any benefits from my lectures.”
(healthcare worker)

As the fieldwork material indicates, this results in the increased unresponsiveness
of migrants, who seldom decide to undergo medical examinations or delay them. Other
researchers also mention similar concerns (Becker 2004; Horton 2004; Goldade 2009),
demonstrating that migrants postpone or even abstain from medical examinations due to

7 Such prevention programs include parenting classes, educational programmes promoting healthy sexuality among adolescents, lectures on dental
health for children and adolescents, etc.
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fear of being rejected, stigmatized and discriminated against, or being subjected to racist
treatment. The fieldwork material also reveals that some healthcare workers discriminated
against patients due to language barriers, as shown in the case of the psychiatric treatment
of a refugee from Afghanistan accompanied by the interviewee:

“He was in pretty bad shape because of the other things that were happening
to him. And we came to the hospital as an emergency case. / . . . / This man
spoke Slovene. Very good Slovene. Not at the level that we are talking right now,
but we could communicate in Slovene. A translator was also available over the
phone. But this health examination was very . . . I mean, it was pretty awful. Well,
first the doctor questioned him, but kept complaining that she didn’t understand
anything, that it just wouldn’t work because of his lousy Slovene. Then she sent
him home saying that she’s unable to do anything and that he should go to his
personal doctor.” (NGO employee)

As is evident from the following sections, language barriers can trigger intolerance
among healthcare workers toward migrants, which in some places escalates into outright
racist statements. As a result, medical treatment is not only of lower quality but is often
interrupted or even non-existent.

4. Attempts to Overcome Language Barriers

Numerous language barriers demonstrate that the prevailing one-size-fits-all health-
care model fails to meet the needs of an increasingly heterogeneous population (Carpenter-
Song et al. 2007; Barker and Beagan 2014). Therefore, many healthcare institutions across
Europe have begun to respond to the situation in different ways: from various train-
ing courses and educational programs for healthcare workers to providing multilingual
health documents and health programs, and by employing professional interpreters8 or
intercultural mediators9 (Verrept 2008, 2019; Cattacin et al. 2013; Souza 2016).

In addition to language barriers, the interlocutors from the MoST research often
highlighted many approaches to overcoming these barriers. It should be noted that the
research material indicates a similar situation to that which has been demonstrated in other
research in Slovenia (MIPEX 2015; Lipovec Čebron and Pistotnik 2015; Lipovec Čebron
et al. 2015, 2016; Lipovec Čebron and Bombač 2018; Pokorn Kocijančič and Lipovec Čebron
2019; MIPEX 2020), i.e., due to the lack of institutional responses to language barriers,
healthcare workers and patients are largely left to fend for themselves and have to rely on
their own initiative. Unlike in some other European countries,10 healthcare institutions in
Slovenia have so far failed to introduce any systematic solution addressing difficulties in
communication between healthcare workers and patients coming from different cultural
and linguistic backgrounds. Although professional interpreters exist, they lack the training
for interpreting in a healthcare setting, are often difficult to reach and offer services that
are too expensive for an average patient (Lipovec Čebron and Bombač 2018). Some devel-
opments have nevertheless been observed in recent years: intercultural mediators have
been employed by various community healthcare centers,11 and national occupational
standards for intercultural mediators and community interpreters have recently been ap-
proved. Nonetheless, these are only initial steps that have not yet brought about major
changes in overcoming language barriers.

The fieldwork material also indicates that healthcare workers and patients who are
left to themselves invent different ways to overcome language barriers, which is reflected
in a multitude of different practices that were described also in other research (Pokorn

8 Mainly community interpreting and public service interpreting (Škraban 2020).
9 The term “intercultural mediator” refers to professionals whose aim is to assure equity and reduce language and cultural barriers in access to public

services for people who do not master societal language (Cattacin et al. 2013). Intercultural mediators act as a bridge between service providers and
service users by performing a range of professional roles, some of them being language interpreting, assistance in navigating the services, cultural
brokerage, conflict prevention and mediation, advocacy (Theodosiou and Aspioti 2015; Verrept 2019).

10 For instance, in Belgium, Spain and Italy (Gosenca 2017; Verrept 2019).
11 In 2019, intercultural mediation was introduced at eleven Community Health Centres (with a total of twelve intercultural mediators) (Škraban 2020).
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Kocijančič 2019a; Pokorn Kocijančič and Čibej 2018a). In some cases, the interlocutors chose
a lingua franca12 (for example English) or intercomprehension (they communicated in
different, but related languages, for example, Slovene and Croatian)13, thereby discovering
that such strategies often provide incorrect information that led to miscommunication.
Individual healthcare workers and users of healthcare services also mentioned the use of
“Google“, i.e., Google Translate. However, this approach is often discouraged by experts,
since online translators do not ensure the protection of personal data and do not convey
them reliably enough (Pokorn Kocijančič 2019a, p. 42), which is especially true for language
combinations from which users are less likely to translate (such as Slovene and Arabic).
Furthermore, the interlocutors described individual cases when they sought help from
employees at healthcare institutions who speak the language of the foreign-speaking
patients. Researchers encourage adopting this approach to overcome language barriers
specifically by healthcare workers, and not by other employees (for example, cleaners) who
do not have a medical education and are not skilled in interpreting (ibid. 43).

A more frequently adopted strategy mentioned by the interlocutors, however, is
gesturing, mimicking and facial expressions. As Nike K. Pokorn notes, it seems that “such
frequent use of this strategy is due to the common misconceptions that meaning in clinical
conversation can be conveyed through gestures, because it is more objective and more
scientific than language in other communication situations” (Pokorn Kocijančič 2019a,
p. 41). Thus, researchers warn that in clinical practice, gestures cannot be regarded as a
valuable replacement for language, which is a key element of communication in medical
treatment (ibid.). The analysis of the fieldwork material shows that healthcare workers
resort to gestures and facial expressions when no other way of overcoming language
barriers is available and are rarely aware of the problems of this approach:

“I help myself with non-verbal communication, I can see if I am getting to the
point, which was my goal in respect to the question / . . . / I had some Chinese
patients once / . . . /, but then we helped each other with objects. I needed
something and they told me to go around the house, my partner went with me,
and I was to take what I needed. / . . . / And let’s say it was most interesting
when we discussed about the mother’s diet who was breastfeeding, they opened
up the fridge for me, they had some things in there, a pantry, and so we put
whatever was suitable to one side, it was actually quite fun, in fact, we took care
of everything.” (healthcare worker)

A far more commonly adopted strategy for overcoming language barriers is the pres-
ence of a person who knows the language of the non-Slovene speaking patient as well as
the healthcare workers’ language, i.e., ad hoc interpreters or people who are not trained
interpreters and accompany a foreign-speaking individual (Pokorn Kocijančič 2019a, p. 41).
It is obvious from the fieldwork material that ad hoc interpreters are present in healthcare
institutions in all twelve of the researched local communities where they provide assistance
at numerous institutions (e.g., kindergartens, schools, social work centers, employment ser-
vices). The interlocutors usually stated that it is mostly acquaintances, friends, employers
or co-workers, and especially spouses and other close relatives who assume this role:

“Language isn’t the biggest obstacle at all, because they always come with some-
one who speaks the language. It’s possible that she comes to the clinic with
her daughter who has learned the language; women usually don’t know the
language and they come to the emergency room with men who have usually
worked here for some time and speak the language.” (NGO employee)

As can be deduced from the quotation and many other responses in the interviews,
men (especially husbands) and children most commonly appear in the role of ad hoc
interpreters, with women being the ones who need this kind of help the most. Some

12 A lingua franca is any language used for communication between people who do not share a native language.
13 Intercomprehension is a communication practice where two persons speak their mother tongue. It is a usual practice between languages that belong

to the same linguistic family such as Slavic, Romance or Germanic languages (Pirih Svetina et al. 2016).
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interlocutors do not find these practices problematic; on the contrary, they perceive them
as welcome help in various medical examinations, which aligns with the findings of some
other research (Rhodes and Nocon 2003; Hadziabdic and Hjelm 2014). However, some
interviewees reject the possibility of children being suitable for language mediation in
healthcare, stressing the responsibilities and burdens borne by young ad hoc interpreters:

“We have one family where the older child has been translating for so many
years / . . . / To me this is a serious problem, the fact that they’re burdening
children with adult affairs. Well, and this child has to go with her mother to the
doctor even when there are mental problems, not only simple stuff such as a
prescription.” (employee at a primary school)

While it can be concluded from the fieldwork material that several employees in
healthcare and other institutions impose the role of interpreters on children, some health-
care workers are nevertheless aware of the dilemmas of overcoming such language barriers
that this role entails:

“They bring their child to medical treatments as a translator, some are only 4 or 5
years old, and they sometimes don’t understand what you want to ask a person,
so communication noise is quite common. / . . . / As far as children as translators
are concerned, the question is to what extent these translations and answers are
correct . . . it’s also difficult to explain to a child that one is, for example, pregnant
or something of that sort.” (healthcare worker)

Correspondingly, experts in this field advise against such practices and emphasize
that children are unsuitable or even ineligible in the role of ad hoc interpreters in certain
settings (Hadziabdic and Hjelm 2014, p. 6; Pokorn Kocijančič 2019a, p. 41). Researchers
also observe a number of liabilities when using adult ad hoc interpreters, since these
people are usually unskilled in interpreting and intercultural mediation and are unfamiliar
with medical terminology, and consequently interpret incorrectly (Meyer 2009 in Pokorn
Kocijančič 2019a, p. 41). Furthermore, they are not bound to secrecy and may violate
the principle of confidentiality and privacy of data (Díaz-Duque 1982, p. 1380), as an
interlocutor also noted:

“Family members or friends usually translate. This means that other people
know the patients’ health conditions, which is a problem.” (healthcare worker)

The last strategy of overcoming language barriers that can be seen in the research
findings is collaborating with a professional interpreter or intercultural mediator, which is,
however, quite rare due to the previously mentioned lack of systematic implementation at
Slovenian healthcare institutions:

“There was a case where the interviewee took a person to the doctor on duty
/ . . . / the woman spoke Arabic. With a little broken English they somehow
managed, and occasionally the interviewee helped. Basically, it was more of a
sign language. At the beginning a translator was involved, so that they could
understand what had happened to the woman, they could understand her story.”
(transcript of conversation with an NGO employee)

As the quotation above clearly indicates, they were able to understand the situation
of a foreign-speaking person only in the presence of a “translator” and resorted to ges-
ticulation upon his departure. A similar surge of communication quality was observed
by the interlocutors at two healthcare institutions following the recent employment of an
intercultural mediator. Parallel to other research in the field of implementing intercultural
mediators in healthcare (Verrept and Louckx 1997; Verrept and Coune 2016; Lipovec Čebron
et al. 2017; Škraban et al. 2020; Škraban 2020), the interlocutors stress that communication
is improved and of higher quality in the presence of intercultural mediators, resulting in
greater responsiveness of foreign-speaking patients:
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“With the mediator, the number of Albanian women attending prevention pro-
grams, such as parenting classes, which they hadn’t previously attended, has
noticeably increased.” (healthcare worker)

5. Finding the Culprit for Language Barriers: The Interrelatedness of Cultural and
Personal Racism

As mentioned above, numerous European countries have a systemically implemented
and accessible system of intercultural mediators or interpreters at healthcare institutions.
The absence of such institutional support at Slovenian healthcare institutions has various
negative effects. Numerous interviews in the MoST research suggest that healthcare
workers are becoming more aware that they do not possess the skills needed to address
language barriers and consequently acknowledged that they neither should nor want
to be responsible for the information being properly conveyed. As has been shown in
previous sections, these barriers create numerous professional and ethical dilemmas as
well as time constraints for healthcare workers, resulting in their increasing search for the
culprit for this unbearable situation. It is conspicuous from the fieldwork material that
their understanding of responsibility is positioned in the context of “defensive medicine”
(Sekhar and Navya 2013), in which healthcare workers are constantly subjected to fear
of appearing unprofessional or being accused of making mistakes and therefore being
threatened with lawsuits or other types of punishment. In light of this, it is paramount
for them to identify and shift responsibility to something or someone else, thus relieving
themselves of the burden. It is also possible to conclude from their statements that the
more hardship they face in this area, the more intensely they look for the “culprit” to whom
this responsibility could be attributed. In this respect, two types of responses could be
identified in the fieldwork material.

The first type of response attributes the responsibility for the language barriers in this
area to the institutional level, or the abstract concept of the “system”. Some healthcare
workers hold the “system” accountable in the sense of not ensuring a constant presence
of professional intercultural mediators or interpreters in the medical treatment process
of foreign-speaking patients, while they simultaneously fail to specify which part of the
“system” should be held responsible. It is noticeable that such responses are more frequent
among health workers who have had the opportunity to cooperate with intercultural
mediators in medical treatment or have learned about the possibility of such cooperation
from colleagues. Some interviews clearly suggest that by transferring responsibility to
the “system”, they position themselves as well as foreign-speaking patients on the same
side—opposing a system that does not ensure their rights:

“It is imperative that the system provides us with an interpreter, an intercultural
mediator, in cases where it’s difficult to communicate, where there’s a communi-
cation error, or because the burden is too great for children who have to translate
or be present for serious injuries. This is important for us and for our patients.”
(healthcare worker)

“We had good experiences with one mediator, but then she was gone because
there was no money for her employment and now we’re at the beginning again.
I don’t know who should fix it, but it has to be mended at the systemic level.”
(healthcare worker)

The second type of response, however, must be interpreted in the context of cultural
racism dominated by anti-immigrant discourse (Zaviršek 2017). This discourse exposes
securitization (Huysmans 2000, 2006) as a central theme, making migrants perceived as
a threat to the security, health, economic, cultural and social wellbeing of other residents.
Within such a context, every migrant is instantaneously perceived as undeserving (Horton
2004; Goldade 2009) and has yet to prove their deservingness to live in Slovenia. According
to the logic of assimilation, one can only prove this by abandoning their beliefs and practices
as quickly as possible and fully assimilating into the “culture” of the majority population.
In this logic, language occupies a key position: migrants who do not speak Slovene prove
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their lack of motivation for assimilation and thus do not deserve to live in Slovenia. By not
speaking Slovene, they become an object of a culture of racism.

Considering the increase in securitization and anti-immigration discourse in Slovenia,
it is therefore not surprising that some interlocutors employed in healthcare attribute
responsibility for this barrier exclusively to migrants. It can be observed from their state-
ments that lack of knowledge of the Slovene language is equated with being undeserving,
while failing to consider the multiple structural barriers that contribute to the migrants’
inadequate knowledge of the Slovene language. Instead, they equate the lack of knowledge
of Slovene with their lack of “effort” and lack of motivation to integrate into society and see
them as exploiters of the system who represent a burden (Ong 2003; Horton 2004; Goldade
2009) for healthcare workers and the wider society:

“/ . . . / I met Albanian women a few times who didn’t even know a word of
Slovene, so it was very difficult for me to communicate with them / . . . / I
don’t think it’s right that some people don’t know Slovene, have no interest in
integrating and just take advantage of the system. They know all their rights, but
are unaware of their duties.” (healthcare worker)

“They’re not migrants, they’re not refugees, I don’t know, they’re newcomers,
I say they’re ninjas who are getting more covered up by the day, but that’s a
problem for us! They don’t know a single word of Slovene nor do they want
to learn. / . . . / A woman gave birth to twins, she speaks English and Russian
and she would like a community nurse who speaks English. Would she also
like for me to sing to her? So, I came, I don’t speak English, but I had a student
with me, however, you can’t come to another country and behave like that.”
(healthcare worker)

“Albanian women are not assimilated, because they belong to a different culture.
They’re late for check-ups because they supposedly don’t have anyone to look
after their children, they miss appointments. It’s their own fault that after four
or five years they don’t speak Slovene, and are unfamiliar with the health care
system / . . . /” (healthcare worker)

These quotations display elements of personal racism and describe migrant women,
either from the Albanian community or Muslim, as problematic. As already noted, even
here, the lack of language knowledge is equated with a lack of motivation to integrate into
the new environment and to exploit socioeconomic and cultural resources. Identical or
fairly similar discriminatory discursive practices that label migrants as undesirable, as the
underserving Others, have become increasingly noticeable in recent decades in political
and media rhetoric (Kralj 2008, 2013) as well as in everyday speech in Slovenia. We can
also observe from the above quotations that healthcare workers perceive their lack of
knowledge of the Slovene language, their unfamiliarity of the healthcare system and their
non-inclusion in the wider environment as a consequence of a conscious, personal choice
of migrant women. This perception, consistent with the neoliberal logic of individualized
choice (Leskošek 2013), views migrant women as fully responsible not only for language
barriers but also for an unsuccessful integration into all other sectors of society (Castañeda
et al. 2015). In the last quotation, the interviewee goes even further and in a culturalist
manner attributes the behavior of Albanian women to cultural differences. Some other
interlocutors share similar culturalist approaches, in which social and economic inequities
are presented as cultural differences, wherein the concept of culture serves to conceal these
inequities (Pulido-Fuentes et al. 2017, p. 366; Muaygil 2018, p. 20).

The healthcare workers’ statements make it difficult to predict the extent to which
their perceptions are reflected in the medical treatment of foreign-speaking patients, but
the consequences in practice are also evident in the case of one of the healthcare institutions
included in the research. Due to perceived language barriers that had negative effects on
the quality of treatment and the lack of professional interpreters or intercultural mediators,
the institution decided to reject all unnecessary treatment of foreign-speaking persons in
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the absence of an interpreter. The decision of the professional collegium therefore states
the following:

We addressed the issues in family clinics, where we are facing problems in terms
of communicating with certain groups of patients, especially migrants / . . . /
in the collegium [we] agree that without proper translation, migrants should
be treated only in emergencies and in cases when communication will provide
appropriate professional treatment. If this should not be the case, migrants will
have to seek help when they will be accompanied by translators. Otherwise, the
treatment may be disrupted due to language barriers, leaving the medical team
at risk of error. (minutes of the Professional Collegium, 25 July 2018)

This example conclusively illustrates that the transfer of responsibility for addressing
language barriers to migrants can escalate to an institutional instruction in which migrants
themselves are obliged to “bring in a translator”, otherwise healthcare workers may reject
them. The decision of the Professional Collegium could be interpreted as an example
of institutional racism, which, as mentioned in the introduction, refers to various regu-
lations, laws or policies of professional practice that exclude groups of people through
bureaucratically legitimized criteria of eligibility and authority (Dominelli 2017, p. 20).
According to Macpherson, this form of racism can be seen as a “collective failure of an
organization to provide an appropriate and professional service to people because of their
colour, culture and ethnic origin” (Macpherson 1999, p. 8)—and language, we might add.
The decision of the Professional Collegium clearly indicates that the lack of a systematic
implementation of intercultural mediators or interpreters provides fertile ground for the
expansion of institutional racism.

The researchers involved in the MoST project, together with some other organizations
that have noticed this problematic practice among healthcare institutions, contacted the
competent authorities. Consequently, in the following months, the management of this in-
stitution decided to hire two intercultural mediators, through whom—at least temporarily—
they have solved most of the language barriers and annulled the aforementioned decision
of the collegium.

6. Conclusions

Although this article has predominantly focused on language barriers in healthcare,
the fieldwork material from twelve local communities points to similarly deeply rooted
and numerous barriers in education (e.g., kindergartens, primary and secondary schools),
social care (e.g., social work centers, NGOs) and employment (e.g., employment services).
The fieldwork material clearly indicates that the most severe consequences are present
in healthcare institutions, despite these barriers being omnipresent. As noted above,
language barriers often reduce the quality of healthcare and make it more difficult for
healthcare workers to provide healthcare to migrants and ethnic minorities. These barriers
most frequently appear as misinterpretations of patients’ concerns and illness behaviors,
misunderstandings of instructions during examinations or when prescribing appropriate
therapy and further treatment, costly and unnecessary medical tests and potentially serious
medical errors. Simultaneously, these barriers undeniably make it extremely difficult for
foreign-speaking patients to access healthcare institutions, which in certain cases even close
their doors to them. With this inaccessibility or reduced access to treatment, healthcare and
other institutions send a symbolic message to the migrants about the position they occupy
in the new environment: a position of marginalization and stigmatization.

Furthermore, it is clear from the interviews that healthcare workers as well as employ-
ees in the education, social and employment sectors all struggle with similar obstacles and
are left to their own devices to overcome them. However, as the fieldwork analysis of the
healthcare material shows, these experiments fail to provide quality language intervention
and are oftentimes ethically questionable. Therefore, interlocutors from various public
institutions are increasingly searching for the culprit for this situation. Some healthcare
workers attribute the responsibility to the abstract concept of the “system”, which they
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expect to provide them with professional intercultural mediators or interpreters in the
clinical setting of foreign-speaking patients who do not speak Slovene. Other interlocu-
tors from healthcare institutions attribute the responsibility exclusively to migrants, thus
perpetuating key elements of the culture of racism present in Slovenia. In this culture of
racism, knowledge of Slovene language becomes one of the most important criteria that
distinguishes the desirable and deserving from the undesirable and undeserving migrants.
The latter are a privileged object of racist responses at the level of cultural, institutional
and personal racism, which is proving to be mutually toxic.

Although there have been some changes in recent years, it is still worth asking why
intercultural mediators and interpreters are so rarely accessible at Slovenian healthcare
institutions. For example, why have interpreters been routinely included in judicial and
police proceedings for decades but are rarely involved in healthcare? Why have repre-
sentatives of healthcare organizations never publicly requested institutional support in
overcoming language barriers? Were they not clearly aware of these obstacles? Did they not
understand how these obstacles affect the quality of healthcare and the rise of a negative,
racist attitude toward foreign-speaking patients? Did they normalize the monolingual
healthcare system to such an extent that they saw foreign-speaking patients only as an
undesirable exception from the norm? In this regard, we might consider the words of Ray S.
Bhopal: “an example of institutional racism would be the failure of the health care system
to make accurate diagnoses because it fails to provide training and interpreting facilities
to achieve communications for an accurate medical history.” (Bhopal 2007, p. 239). Thus,
the systematic implementation of professional intercultural mediators or interpreters in
Slovenian healthcare institutions could make a significant contribution to the reduction of
institutional racism.
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Huber, Ivanka, Uršula Lipovec Čebron, and Sara Pistotnik, eds. 2020. Neenakosti in ranljivosti v zdravju v Sloveniji: Kvalitativna raziskava
v 25 okoljih. Ljubljana: Nacionalni inštitut za javno zdravje.

Huysmans, Jef. 2000. The European Union and the Securitisation of Migration. Journal of Common Market Studies 38: 751–77. [CrossRef]
Huysmans, Jef. 2006. The Politics of Insecurity: Fear, Migration and Asylum in the EU. London and New York: Routledge.
Ingleby, David, Antonio Chiarenza, Walter Deville, and Ioanna Kotsioni, eds. 2012. Inequalities in Health Care for Migrants and Ethnic

Minorities, Volume 2. COST Series on Health and Diversity. Antwerp: Garant Publisher.
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Lipovec Čebron, Uršula, Marjeta Keršič Svetel, and Sara Pistotnik. 2016. Zdravstveno marginalizirane—”ranljive” skupine: Ovire v
dostopu do sistema zdravstvenega varstva in v njem. In Ocena potreb uporabnikov in izvajalcev preventivnih programov za odrasle:
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Lukič, Goran. 2010. Delavci migranti v času ekonomske krize–ali kakšna je razlika med delavci in delovno silo. In Migranti v
Sloveniji—Med Integracijo in Alienacijo. Edited by Karmen Medica, Goran Lukič and Milan Bufon. Koper: Univerza na Primorskem,
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Pokorn Kocijančič, Nike. 2019a. Reševanje jezikovnih ovir v slovenskem zdravstvu: Analiza stanja. In Večjezično Zdravje. Komunikacijske
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