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Abstract

Background: Effective communication is a central aspect of organizational health literacy. Healthcare professionals
are expected to ensure an effective and satisfactory flow of information and to support their patients in accessing,
understanding, appraising, and applying health information. This qualitative study aimed to examine the health
literacy-related challenges, needs, and applied solutions of healthcare professionals when engaging with persons
with a migrant background. Based on the integrated model of health literacy (Sørensen et al., BMC Public Health
12:80, 2012), we focused on environmental, personal, and situational factors that shape health literacy in
transcultural treatment settings.

Methods: We conducted five focus group discussions with healthcare professionals (N = 31) who are in regular
contact with persons with a migrant background. Discussions were transcribed verbatim and analyzed using
qualitative content analysis by applying a deductive–inductive categorization procedure. Deductive categories were
derived from the integrated model of health literacy.

Results: Challenges included a mismatch in the provision and use of health services. Participants regarded easily
accessible services and outreach counselling as helpful solutions. Further challenges were the migrant patients’
distrust in healthcare professionals and the German healthcare system, the participants’ uncertainty in dealing with
patients’ expectations and needs, and the patients’ non-compliance with appointments. Environmental factors
included systemic lack of time and economic pressure. Both were reported as impeding the flow of information in
all treatment settings. Participants with a migrant background themselves (n = 16) regarded this personal factor as
an opportunity that increased patients’ trust in them. They also reported challenges such as high levels of
responsibility felt when ad hoc interpreting for colleagues.
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Conclusions: Known issues observed in the delivery of healthcare for the majority population (i.e., systemic lack of
time, economic pressure) appear to be intensified in the context of migration. An increasingly diverse patient
clientele indicates a growing need for culture-sensitive, health-literate healthcare organizations. A corresponding
diversity of the health workforce is desirable and should be strengthened by national finance and educational
programs. Healthcare professionals who interpret for colleagues should be given the necessary time. Further studies
are needed to develop appropriate interventions for improving health literacy at individual and organizational
levels. Funding for interpreting services should be expanded.
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Background
In recent years, the steady increase in international mi-
gration has resulted in new discussions regarding the
challenges and responsibilities for European host coun-
tries. These include, but are not limited to, ethical de-
bates on humane and equitable living conditions, human
rights and equal opportunities for newly arrived immi-
grants. It has also raised particular issues for health sys-
tems in responding fast to the growing healthcare needs
of diverse immigrant populations.
Over the last two decades, the concept of health liter-

acy has increasingly become the focus of health research
and policy, including the development of various inter-
national initiatives and national action plans to improve
health literacy at the individual and population levels [1].
Initially, health literacy was defined as a rather narrow,
educational concept that linked literacy and numeracy
skills to the abilities required to understand and use
health-related information in the medical setting [2].
Over time, this gradually evolved into a multidimen-
sional construct referring to a broadly defined set of in-
dividual (cognitive, motivational, and social) resources,
skills, and abilities, which are closely interrelated with
situational factors and environmental conditions, such as
the requirements of the health system [3, 4]. According
to the European Health Literacy Consortium “Health lit-
eracy is linked to literacy and entails people’s knowledge,
motivation and competences to access, understand, ap-
praise, and apply health information in order to make
judgments and take decisions in everyday life concerning
healthcare, disease prevention and health promotion to
maintain or improve quality of life during the life
course.” [3] (p. 3). Based on this definition, the re-
searchers derived the integrated model of health literacy,
which emphasizes the social-relational character of
health literacy by including the personal, societal, envir-
onmental, and situational factors that influence an indi-
vidual’s health literacy over the life course. Figure 1
presents a simplified version of the integrated model of
health literacy.
Migration can thereby be understood as either a per-

sonal determinant of health literacy, i.e., having a mi-
grant background or a situational factor, i.e., experiences

of migration and being confronted with an unknown
health system. Both are interrelated with societal, i.e.,
cultural and environmental aspects such as the health
literacy responsiveness of the receiving country’s health
system. All these factors may influence how individuals
acess information and how transcultural interactions in
health systems are shaped.
European population studies on health literacy indicate

that persons with a migrant background, i.e., those who
either migrated themselves to another country or whose
parents did so, have comparatively more difficulties in
accessing, understanding and using health information
than the general population [5–7]. In Germany, this was
true for 71% of people with a migrant background, com-
pared to 52.8% of the majority non-migrant population
[8]. These studies align with other empirical findings, in-
dicating that migrants and people from ethnic minorities
are at high risk of low health literacy [9–12] as well as
social and health-related inequalities [13–15].
Recent approaches in health literacy research and pol-

icy have been characterized by the development of more
system-oriented strategies that particularly focus on the
responsibility of health systems and healthcare organiza-
tions to develop, maintain and promote individual and
population health literacy [16]. The promotion of
organizational health literacy includes, in particular, the
establishment of health-literate healthcare organizations.
These should, among other factors, adequately respond
to the individual needs of diverse populations with vary-
ing health literacy skills, avoid the stigmatization of such
populations, promote successful interpersonal communi-
cation and ensure equitable access to reliable health in-
formation [17, 18].
Healthcare professionals represent the smallest execu-

tive unit of healthcare organizations. Many interact with
persons with a migrant background on a regular basis.
They work on the “focal point of health literacy” [19] (p.
3) as they are expected to ensure an effective and satis-
factory flow of information and to support their migrant
patients in finding, understanding, appraising, and apply-
ing the information exchanged. Thus, effective oral and
written communication between healthcare professionals
and healthcare consumers is one of the central aspects
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of organizational health literacy [20]. Both patients’
health literacy limitations [21, 22] and limited language
proficiency [20, 23] are common barriers to patient–pro-
vider communication. Some studies have explored the
perceptions and views of migrants towards healthcare
services including, for instance, satisfaction with health-
care professionals or the barriers and facilitators to
healthcare services [24–26], and some have explored mi-
grants’ views on healthcare services in relation to health
literacy [27]. However, there remains little evidence on
the health literacy-related challenges, needs, and applied
solutions in delivering healthcare for people from diverse
cultural and linguistic backgrounds from the perspec-
tives of healthcare professionals.

Aim
This qualitative study aimed to examine the health
literacy-related challenges, needs, and applied solutions
of healthcare professionals when engaging with their pa-
tients with a migrant background. Based on the inte-
grated model of health literacy as our guiding analytic
framework (see Fig. 1) [3], we examined the societal and
environmental determinants, situational conditions, and
personal factors, which may influence health literacy
(i.e., access, understand, appraise, and apply health infor-
mation) in transcultural treatment settings from the per-
spective of healthcare professionals in Germany.

Methods
The present study is part of an overarching project of
Gender-specific Health Literacy in Individuals with a
Migration background (GLIM), including systematic re-
views [28–30] and a further qualitative analysis on
gender-specific aspects of health literacy, published pre-
viously [19].

Study design
We conducted five focus group discussions with health-
care professionals (N = 31) between January 2018 and
March 2019 in Cologne, Germany. Focus group discus-
sions are moderated discussions in which small groups
of participants are stimulated to discuss about a given
topic by means of a targeted information input [31].

Participants and recruitment
Inclusion criteria were a degree in a health-related pro-
fession, at least 2 years of work experience in a clinical
role (e.g., as a nurse or physician) or in health-related
counselling, regular contact with persons with a migrant
background, and sufficient German language skills to
participate in a discussion held in German. We applied
purposive and snowball sampling to recruit healthcare
professionals in the area of Cologne, a metropolitan city
in West Germany, through a variety of different chan-
nels. We used a local guide for migrants that contains a
list of registered physicians, therapists, clinics, counsel-
ling services, and pharmacies with diverse language com-
petencies and clustered potential participants according
to their profession and language proficiency. In addition,
we placed local announcements in hospitals and distrib-
uted them by the nursing directorates, screened online
search engines, and activated researchers’ professional
contacts. Participants were invited via e-mail or by post.
In total, we invited 183 healthcare professionals to par-

ticipate. In addition, we asked the executive staff of 38
institutions (e.g., ambulant nursing services, hospitals
and joint practices) to share the information with their
medical staff. Healthcare professionals who signaled a
general interest in participating in one of the focus
group discussions received further information about the
study. To avoid uneasiness, we did not allow participants

Fig. 1 Simplified version of the integrated model of health literacy. Adapted from the Sorensen et al. (2012) [3].
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who shared a hierarchical work relation to participate in
the same focus group discussions.

Study setting and data collection
For the purpose of pretesting, we conducted two focus
group discussions with N = 10 researchers from the de-
partment of Medical Psychology and the Cologne Center
for Ethics, Rights, Economics, and Social Sciences of
Health (CERES) at the University of Cologne. All had
extensive experience in qualitative research methods. Six
had additional practical experiences in the health system
(e.g., nurse, psychologist), and six had a migrant back-
ground. The first pretest focused on methodological and
ethical issues with regard to facilitating the focus group
discussions (e.g., how to avoid the use of discriminatory
language or how to stimulate the discussion without too
much interference from the researchers). This further
served to develop the semi-structured interview guide
from an initial set of questions. The aim of the second
pretest was to pilot and refine the interview guide, which
we provide as Additional File 1. It was continuously
evaluated and adapted in the course of the research
process [31].
We conducted the focus group discussions at CERES.

Prior to each focus group discussion, all participants re-
ceived written participant information that included a
brief description of the project and its aim, the conduct
of the focus group discussion, and information on data
security. In addition, the participants filled out a socio-
demographic questionnaire including items on age, gen-
der, migrant background, place of residence, and occu-
pation. Three researchers (AB, DC, AA) moderated the
focus group discussions; only one took on the role of the
leading moderator to structure the discussion and give
the participants a clear point of orientation. After the
moderators were introduced, the integrated model of
health literacy [3] and the definition of a migrant back-
ground were presented to the participants to provide
them with an understanding of the project’s theoretical
background. The moderator appealed to the participants
to treat everything said during the discussion as confi-
dential and encouraged them to elaborate on their own
experiences, whether they were in line with those of the
other participants or not. The audio recording began
after the participants gave their informed consent (writ-
ten and oral). The moderator initiated the discussions by
encouraging the participants to take 3 min time to think
about a concrete situation in their everyday work life
that was particularly challenging with regard to health
literacy and interaction with people with a migrant back-
ground. Probing questions included, for example: “How
did you deal with these challenges?”, “What would you
have needed to meet this challenge?” or “What do you
think your patient/client would have wished for in this

situation?”. All sessions lasted 120min and ended with a
reflection and a feedback round, on which basis the
interview guide was evaluated and adapted. The partici-
pants received reimbursement of 25 €.
Each audio recording was transcribed verbatim in Ger-

man language—the reported results in this article were
translated in English using back-translation technique
[32]. All cited quotes are provided in both German and
English as Additional File 2. A research assistant, present
in the background, wrote the minutes, and the re-
searchers took additional field notes to document im-
portant thoughts that arose during the discussions. We
report the results of this study according to the consoli-
dated criteria for reporting qualitative studies (COREQ)
[33].

Analysis
We conducted a theory-guided qualitative content ana-
lysis according to Kuckartz (2019) [34]. The framework
that guided our analysis was the integrated model of
health literacy (see Fig. 1) [3]. We used a deductive–in-
ductive categorization procedure for the analysis. This
so-called abductive approach can be used to examine
the implications of the applied analytical framework
against the collected data and to discover meaningful
patterns in, and gain a complete understanding of, the
findings [35].
AB and DC deductively developed a set of categories

that reflected the research question of healthcare profes-
sionals’ perceived challenges, needs, and applied solu-
tions in communicating and interacting with their
migrant patients as well as the categories drawn from
the underlying framework of health literacy [36], such as
the four steps of health information processing: access,
understand, appraise, and apply health information. In-
ductive categories were derived from the data. They
were subordinated to the deductive main categories or
served as new main- or sub-categories, if new themes
arose in the data analysis process or the data indicated
the need for further distinction. AB and DC independ-
ently developed a category system alongside the tran-
script of the first focus group discussion. The two
independent category systems were then approved,
merged and converted into a common category system.
On the basis of this category system, AB and DC inde-
pendently coded each transcript and subsequently com-
pared and discussed the codings. Potential discrepancies
were resolved by involvement of the third author (AA).
Throughout the analysis process, the category system
was discussed with the author team and adapted if
necessary.
We performed the coding and categorization using the

MAXQDA 18.2.3 software [36], beginning with the ana-
lysis of the main categories and subsequently searching
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for interrelations between main- and sub-categories
alongside the consented category system [37].

Results
Thirty-six healthcare professionals expressed their inter-
est. Three healthcare professionals did not show up and
another two expressed interest but were un-able to par-
ticipate at the agreed appointments. Five focus group
discussions of between four to nine participants were
conducted. In total, 31 healthcare professionals partici-
pated in one of the focus group discussions. One person
attended upon the recommendation of a previous par-
ticipant. We recruited participants until saturation was
reached with regard to the categorized responses [38].
Table 1 provides an overview of the participants’
characteristics.
The healthcare professionals did not perceive major

differences between the descendants of immigrants and
the German majority with regard to their health literacy.
Therefore, the following results mainly reflect the partic-
ipants’ views on interactions with first generation mi-
grants with a low German language proficiency.

Four steps of health information processing (access,
understand, appraise, and apply)
We describe the results alongside the integrated model
of health literacy [3], starting with the four steps of
health information processing (access, understand, ap-
praise, apply) followed by the factors that influence the
entire flow of information in transcultural treatment set-
tings (societal and environmental factors, situational fac-
tors, and personal factors). Thereby, we focus on the
perceived challenges reported by the healthcare profes-
sionals on the one hand, and the already applied solu-
tions that they perceived as effective for addressing these
challenges, on the other hand. We do not report the per-
ceived needs for addressing these challenges separately,
as they were often stated implicitly in relation to the
challenges and applied solutions. The deductive categor-
ies challenges and applied solutions with regard to acces-
sing, understanding, appraising, and applying health
information and the respective inductive subcategories
are shown in Table 2.

Challenges and applied solutions related to accessing
health information and services

Challenge: Mismatch between provision and actual
use of health services Some healthcare professionals
described a mismatch between the provision and the ac-
tual use of health services and difficulties in reaching
persons with a migrant background for certain measures
and healthcare services. They assumed this was due to
reasons including distrust in healthcare professionals

and the German health system (see also challenges re-
lated to the appraisal of health information), a lack of
(system-)knowledge, and a lack of involving people with
a migrant background in the development of health in-
formation and the delivery of health services. One par-
ticipant emphasized the latter by indicating that “many
in the [African] community [are] actually very active and
[do] a lot of educational work ( … ) and I believe the
[their] work is seen far too little.” [HCP 12, other, out-
patient, without migrant background].
Thus, many health services, even when linguistically

adapted, did not meet the needs of migrants. Another

Table 1 Characteristics of focus group participants

Characteristics of focus group participants (N = 31)

Factor n

Sex

Male 15

Female 16

Age (years)

age range 28–71

25–34 5

35–44 11

45–54 8

55+ 7

Migrant background

Yes 16

No 15

Regiona

Europe 5

Turkey 6

Other (Arabian region, Africa, Asia) 5

Occupation

Physicians/Psychologists 15

Nursing 7

Other healthcare professionalsb 9

Setting

Outpatient/counseling 7

Outpatient/therapeutic 18

Inpatient 6

Specialtyc

Psychosocial/psychiatric care 13

Medical (physical) care 22

Client base

Adults 26

Family 5
aRegion of origin in participants with a migrant background
bincluding e.g., ergo therapist, physio therapist, trauma counsellor or
speech therapist
cMultiple answers were possible
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participant described a counselling service for pregnant
mothers and those who have recently given birth in refu-
gee homes. However, the refugee women did not use
this service. The midwives asked one of the women who
was close to giving birth: “‘why don’t you come [use the
service]?’ And then she said, ‘I gave birth to my other
four children at home with my neighbor in the kitchen,
I’m glad that I’m here, that my children can play outside
and I know they’ll all come back in because no bombs
are falling’ and she didn’t know that there’s a maternity
passport, that there are preventive examinations, that
they are free of charge, the check-ups” [HCP 6, doctor,
outpatient, without migrant background].

Applied solution: Easily accessible services and
outreach counselling It was stressed several times that
easily accessible services were perceived as helpful for
reaching people with limited language skills and low (sys-
tem-)knowledge for certain health services. In particular,
outreach counselling, i.e., direct personal or telephone
contact with persons in need of help, was rated as effect-
ive, whereas the mere provision of written information in
the form of flyers or brochures was rated less useful. One
participant reported that “they [members of the African
community] say ‘we don’t need all these flyers, we need a
direct contact in order to dismantle these hurdles’” [HCP
12, other, outpatient, without migrant background].
Another participant emphasized “that this is an im-

portant point, because people [with a migrant back-
ground] don’t come to the counselling centers like that.
So, outreach work, I think, is really a key.” [HCP 2, nurse,
outpatient, with migrant background].

Challenges and applied solutions related to understanding
health information

Challenge: Uncertainty about the causes of unsuccessful
communication Many healthcare professionals stated

that it was sometimes difficult to distinguish between
difficulties in understanding health information due to
low literacy skills or due to considerable language bar-
riers on the part of the patients—sometimes, it was as-
sumed to be a combination of both. This would lead to
challenges in conveying information in a targeted man-
ner and was considered to be equally stressful for both
sender and receiver.

“And if there is a language barrier in addition (...) then
it is almost impossible to even judge it. Someone is si-
lent and you assume that it’s because of the language,
but maybe it has a completely different cause and you
just don’t realize it because you can’t grasp it” [HCP
23, nurse, inpatient, with migrant background]

Applied solution: Recourse to professional interpreters
and cultural mediators Nearly all healthcare professionals
emphasized a need for the sufficient funding of profes-
sional interpreters or cultural mediators who do not only
speak the same language as the patient but also share the
same cultural norms, values or religion. Participants with
access to professional interpreters from diverse cultural
and linguistic backgrounds repeatedly emphasized the
positive impact both on the well-being of their patients as
well as on the healthcare professionals’ own workload.

“Thank God we have the possibility to call an inter-
preter in our clinic and I attach great importance to
the fact that the one who comes from Iran, that he
gets an Iranian interpreter and not one from
Afghanistan, who speaks the same language, but they
do not have the same cultural background.” [HCP
26, nurse, inpatient, w mb]

Particular emphasis was placed on the ease of use and
accessibility of so-called “video interpreters” who offer

Table 2 Categories related to the four steps of health information processing

Categorya Processing stepb Subcategoryc

Challenges Access • Mismatch between provision and actual use of health services

Understand • Uncertainty about the causes of unsuccessful communication

Appraise • Insecurity in dealing with patients’ needs and expectations
• Patients’ distrust in healthcare professionals and the German health system

Apply • Patients’ non-compliance with medical appointments

Applied Solutions Access • Easily accessible services and outreach counselling

Understand • Recourse to professional interpreters and cultural mediators
• Recourse to lay interpreters (medical staff, relatives)

Appraise • Initiating unnecessary examinations to regain patients’ trust

Apply • Patience in communicating health information to patients
aCategories deductively derived from the objective of the study
bSubategories deductively derived from the guiding model (Sorensen et al) [3]
cSubcategories inductively derived from the statements of the healthcare professionals
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interpreting services via video conference, provided that
the costs are covered. Participants who have already had
the possibility to use video interpreters in an outpatient
consulting setting rated them as a helpful, quickly avail-
able, and correspondingly time-saving method to over-
come language barriers as physical contact is eliminated
and interpreters for various languages are made quickly
available via video conference.

“Yeah, but it works. Well, we often accompany fam-
ilies who don't understand anything in the clinic
and where the cleaning lady or whoever tried to
[help] or the older son or the younger daughter and
we take the interpreter, the video interpreter now
very often with us to the clinic ( … ) And we experi-
ence this as very, very helpful.” [HCP 6, doctor, out-
patient, without migrant background]

Applied solution: Recourse to relatives or medical
staff as lay interpreters Participants indicated on sev-
eral occasions that the recourse to relatives as lay inter-
preters could be helpful in some situations, but could
not compensate for the use of professional interpreters.
Some doctors reported that they instructed their native-
speaking medical staff to interpret during the treatment
situation. However, some stressed that this measure
could not be considered equally effective and satisfactory
for all treatment situations, especially when shameful
topics were discussed and the limits of confidentiality
stretched. One physician summarized the problem as
follows:

“For a while, I had a female doctor's assistant who
was also Turkish-speaking. It doesn't help either, be-
cause she would say: ‘No, I don't want to translate
anything about this topic [erectile problems]’. There
you are left alone” [HCP 17, doctor, outpatient,
without migrant background]

Challenges and applied solutions related to the appraisal of
health information

Challenge: Insecurity in dealing with patients’ needs
and expectations Many healthcare professionals re-
ported a general uncertainty in responding to the needs
of migrants with low language proficiency. Thus, ap-
praising the statements of their patients regarding their
needs and expectations appeared challenging. They
stressed that a mutual understanding was closely related
to knowledge of cultural habits, expressions of pain and
dealing with issues of shame. One healthcare profes-
sional explained that he received intercultural training
but wished he had been taught more about how to

sufficiently respond to his African patients’ needs: “they
communicate in English or French and that works lin-
guistically quite well, but this is the group where I often
realize that you don’t really know how they tick” [HCP
11, doctor, outpatient, with migrant background].
This statement was strongly supported by the other

participants.

“Of course, I feel the same way, although I have the
impression, especially with African or Asian patients,
that I don't understand their facial expressions. (...)
what do they mean? Yes, it's often something com-
pletely different from what I understand” [HCP 14,
doctor, outpatient, without migrant background].

Challenge: Patients’ distrust in healthcare
professionals and the German health system Almost
all participants reported a pronounced distrust in Ger-
man institutions and healthcare professionals on the part
of many persons with a migrant background, which led
to a negative appraisal of the information provided by
the healthcare professionals. Some participants supposed
that a relationship between language barriers, experi-
ences of discrimination, but also a lack of (system-)
knowledge were reasons for an increased distrust in
healthcare professionals and the German health system.
One participant assumed that the present differences be-
tween health systems—even within the European
Union—contributed considerably to this feeling.

“[In Romania], people generally have a broad-
spectrum antibiotic at home [because these are
freely available there] (...) and then of course they
come, people come here into this system and then we
say: No, we don't do that, we don't give antibiotics
just because you have a sore throat. (...) Of course,
this creates a relationship of mistrust and insecurity
towards our system, towards the doctors” [HCP 25,
doctor, inpatient, with migrant background]

In this regard, many participants perceived that their mi-
grant patients often suspected they were being discrimi-
nated by German healthcare professionals.

“Sometimes (...) the accusation of racism comes up,
that others would certainly be treated better in the
situation and would get a different [better] treat-
ment.” [HCP 24, psychologist, with migrant
background]

However, this was not reported by healthcare profes-
sionals who themselves had a migrant background.
These participants assumed that the health information
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they delivered to their migrant patients was appraised as
more trustworthy than the information delivered by
their German colleagues. For example, a Turkish doctor
reported that he was often confronted with culture-
specific ideas regarding the end of life in the intensive
care unit. When it came to communicating treatment
decisions not in line with the culture-specific percep-
tions, philosophical, or religious beliefs of the relatives of
his Turkish patients, he felt he was in a more favourable
position than his German colleagues:

“Many [people with a migrant background] feel that
they are, yes, being treated badly or that they have
disadvantages due to their migrant background, that
they are patronized (...). I am not confronted with
that. They take it from me that they say, okay, you are
a doctor, a Turkish doctor and you give everything
and when I then say, ‘it's good now, he won't make it,
your father’. Then, they believe me more than if a
German colleague would say that now.” [HCP 30,
doctor, inpatient, with migrant background]

Applied solution: Initiating unnecessary examinations
to regain patients’ trust Some healthcare professionals
reported that they sometimes found themselves initiating
unnecessary examinations to pacify conflicting situations
and thereby regain trust when they felt that they were
accused of disadvantaging their migrant patients over
those of the German majority population. This strategy
was rated as unsatisfactory, inefficient, and costly.

“I think that probably happens quite often every day
that an examination is ordered in order to, let's say,
pacify the situation. Starting maybe with an ECG
[electrocardiogram] and up to bigger things [more
expensive examinations] and so [you can imagine]
what that also means for the [health] system” [HCP
23, nurse, inpatient, with migrant background]

Challenges and applied solutions related to applying health
information

Challenge: Patients’ non-compliance with medical
appointments A central challenge in the outpatient care
of patients with a migrant background, especially those
who have recently immigrated or who grew up in coun-
tries with very different health systems, was the non-
arrangement of or non-compliance with appointments:
“Somehow, making appointments doesn’t work.” [HCP
17, doctor, outpatient, without migrant background].
One possible reason provided by the healthcare profes-
sionals was the patients’ lack of knowledge of the
German health system.

Applied solutions: Patience in communicating health
information to patients Some healthcare professionals
emphasized the importance of communication and of estab-
lishing the reasons for the patients’ non-adherence. A lack
of knowledge about the health system in recently migrated
persons could be met with patience and friendliness. Other
immigrants, however, who have been living in Germany for
many years were expected by the healthcare professionals to
know the system better. These patients should be treated
“friendly but firmly,” as one doctor of Arab descent stated.
Overall, this challenge does not yet seem to have been
solved satisfactorily by most of the participants.

“[I]t's very difficult to teach them that it's not pos-
sible [to treat them] without an appointment and
that they have to get an appointment and sometimes
we discuss for so long (...) But that was in the begin-
ning [when patients have just immigrated], I have to
say, in the meantime it's getting much better that
they have understood that. I explain it calmly and I
think they learn over time.” [HCP 13, doctor, out-
patient, with migrant background]

Factors influencing the entire flow of information in
transcultural treatment settings
The participants reported that certain societal and envir-
onmental, situational, and personal factors influenced
the entire flow of information (i.e., health literacy) be-
tween healthcare professionals and their migrant pa-
tients. Therefore, these could not be assigned to one of
the four steps of health information processing. Table 3
shows the deductive categories challenges and applied
solutions with regard to the societal and environmental
factors, the situational factors and the personal factors
that influence health literacy in transcultural treatment
settings and the respective inductive subcategories.

Challenges and applied solutions related to societal and
environmental factors

Challenge: Systemic lack of time and economic pressure
The participants reported that, in the context of migra-
tion, known issues related to the delivery of healthcare
for the majority population appear to be intensified.
Above all, system-related factors such as a systemic lack
of time and economic pressure were mentioned as ag-
gravating the effective flow of information between
healthcare professionals and the patients who required
special attention in treatment settings. The participants
emphasized an omnipresent lack of time as being
present in both the outpatient and the inpatient sectors.

“And in the entire health system, I believe that what
I have learned in the last 30 years, nothing or
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everything works so badly because we have too little
time.” [HCP 9, other, outpatient, without migrant
background]

Some participants explicitly named the German ac-
counting system, which is based on lump-sum fees in
the outpatient sector and Diagnosis-Related Groups
(DRGs) in the inpatient sector, as reason for high eco-
nomic pressure. The accounting system was regarded as
particularly disadvantageous for healthcare professionals
who dealt with many migrant patients who required spe-
cial attention and time (e.g., due to language barriers).

“I think that a very big problem is that there are
lump-sum fees [in the German health system]. There
is indeed the depressed woman who comes [who] is
of German origin and (...) [on the other hand] a
person with a migrant background who does not
understand the language (...) you have to invest more
time. Maybe you have to invest more money, and in
the end, you don't get paid for it.” [HCP 27, nurse,
inpatient, with migrant background]

Applied solution: Investment of additional, unpaid
time The most frequently applied solution to tackle the
problem of time pressure was the investment of extra
time beyond systemic guidelines. For example, some
participants reported that they would often invest time
beyond their actual capacities to meet the needs of pa-
tients with a migrant background, but this was at the ex-
pense of their personal free time.

“And then I also take a lot of time and often it's the
underlying conditions [of the health system] that

make it difficult, so mostly it's personal free time
that I take” [HCP 14, doctor, outpatient, without
migrant background]

Another outpatient doctor reported that he often invests
additional time for his patients who require more sup-
port, but reduces treatment time for others whenever
possible.

“That’s the way it is in a general practice, you have
to take time away from one to have time with the
other. But if you then have someone with a migrant
background, where you notice that it doesn't work
linguistically, then [more time is needed, but] I can't
kick them out. They haven't done anything [wrong].”
[HCP 19, doctor, outpatient, without migrant
background]

Applied solution: Falling back on stereotypes and
prejudices to save time Some of the participants re-
ported that they caught themselves and their colleagues
falling back on stereotypes and prejudices to avoid inse-
curity and to save time when work was particularly
hectic. For example, some health care professionals de-
scribed the so-called “morbus mediterraneus”, a stereo-
type that labelled people from Southern European
countries as being particularly plaintive persons who
expressed physical pain intensely. Therefore, the pa-
tients’ pain intensity would have been doubted by some
healthcare professionals. The participants reported that
some healthcare professionals tended to resort to this
cognitive short-cut to save time. These stereotypical as-
criptions would, in the worst case, lead to poor health
care for people with a southern European migrant

Table 3 Categories related to the factors that shape health literacy in transcultural treatment settings

Categorya Factors that influence health literacy Subcategoryd

Challenges Societal and Environmental Factorsb

• System-related factorsc
• Systemic lack of time and economic pressure

Situational Factorsb

• Psychosocial/psychiatric vs. medical (physical)
carec

• Inpatient vs. outpatient carec

• Planning and controlling the current workload in outpatient care

Personal Factorb

• (Shared) migrant backgroundc
• Ad hoc interpreting outside one’s own treatment situation

Applied
solutions

Societal and Environmental
Factorb

• System-related factorsc

• Investment of additional, unpaid time
• Falling back on stereotypes and prejudices to save time

Personal Factorb

• (Shared) migrant backgroundc
• Refusal of interpreting for others or providing treatment in native
language

• List of staff who speak foreign languages
aCategories deductively derived from the research question
bCategories deductively derived from the guiding model [3]
cCategories inductively derived from the statements of the healthcare professionals
dSubcategories inductively derived from the statements of the healthcare professionals
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background because their symptoms were not taken
seriously.

“Well, I have now clearly noticed in our everyday life
that due to this time pressure, due to this stress and
the fact that we get our patients through quite
quickly, we often resort to prejudices and stereotypes
and then one simply says: ‘Okay, yes, Mediterranean
patient, just morbus mediterraneus, let's just do an-
algesia and send them back home.’” [HCP 25, doc-
tor, inpatient, with migrant background]

Challenge related to situational factors

Planning and controlling the current workload in
outpatient care Situational factors such as the treat-
ment setting (inpatient versus outpatient care) were re-
ported to generally influence the flow of information in
transcultural encounters. Some challenges, however,
were reported to be aggravated in the context of migra-
tion. For example, planning and controlling the current
workload in the outpatient care (see also challenge ‘Pa-
tients’ non-compliance with medical appointments’) was
stated as a problem. In this regard, the most significant
differences were perceived between psychiatric and med-
ical (physical) outpatient care. In Germany, for both the
outpatient, psychiatric and the medical (physical) care,
patients have to make appointments, but people with
acute health problems will still be treated. This is every-
day practice in medical (physical) care, but less so in
psychiatric care. A physician reported on his young mi-
grant patient who presented to the practice without an
appointment for his non-acute problem. Like many
other healthcare professionals working in the outpatient
setting, he referred to the lack of time to discuss such
problems in detail:

“But you shouldn't forget that a doctor's practice also
means an average of five minutes of medicine. So
now I can't sit down with a young man who presents
this problem [erectile dysfunction], and say, now I
take half an hour of time and listen exactly where
the problem is. Then the waiting room would over-
flow.” [HCP 17, doctor, outpatient, without migrant
background]

Another participant concurred with this: “So, yes, so I
thought, there is certainly a difference. I have a purely
appointment-based practice, an order-based practice as
a psychotherapist, and so I don’t have the problem that
patients just come along, yes. That happens to me much
less.” [HCP 16, psychologist, with migrant background].
Challenges and applied solutions related to the per-

sonal factor ‘(shared) migrant background’

More than half of the participants were first- or
second-generation migrants themselves. The majority of
these healthcare professionals had roots in Turkey (see
Table 1). Participants who had a personal migrant back-
ground perceived that the delivery of healthcare for mi-
grant patients was full of opportunities with regard to
reducing distrust against healthcare professionals (see
challenges related to the appraisal of health informa-
tion). However, they also reported challenges, particu-
larly with regard to using their language competencies in
everyday work.

Challenge: Ad hoc interpreting outside one’s own
treatment situation Participants reported mixed feel-
ings about using the shared language and culture. On
the one hand, they described situations in which they ac-
tively decided to translate for German colleagues or to
provide language-concordant treatment. Such situations
were perceived as enriching. On the other hand, this was
not the case when they were obliged to interpret for
others or were “caught off guard” by requests at short
notice. Interpreting was sometimes perceived as “stress-
ful” due to the high workload across all healthcare set-
tings. Some reported that they perceived the “high
responsibility” associated with lay interpreting as a
burden.

“I mean, I come from a region where people don't
speak pure Turkish. That's quite a slang ( … ). At
some point I didn't want to do that anymore and I
found it rather burdening and things often happened
between door and hinge, and I didn't want to be
held responsible for it.” [HCP 28, nurse, inpatient,
with migrant background]

Applied solution: Refusal of interpreting for others
or providing treatment in native language Strategies
to escape interpretation included the denial of ad hoc
interpreting in certain situations or even the denial of
interpreting in general. One participant reported that he
sometimes even covered his name to hide his migrant
background or that he pretended he couldn’t speak
Turkish. Another participant agreed: “I have many
Turkish colleagues who handle this similarly and don’t
speak Turkish at all and say, okay, you [the patient] are
in a German hospital, then you have to sort it out in
German somehow” [HCP 30, doctor, inpatient, with mi-
grant background].

Applied solution: List of staff who speak foreign
languages Several participants reported that their orga-
nizations had lists of staff who speak certain languages
to enable other healthcare professionals to quickly reach
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out for them in ad-hoc situations. This was perceived as
well received, as these lists were developed on a volun-
tary basis. However, the quality of interpreting was de-
scribed as being person-dependent.

“We have, for example, a list of foreign languages
spoken by the staff that was known in the clinic. Ba-
sically, every nation was represented ( … ) Yes, the
quality was always very different, depending on who
[of the staff] actually came to translate.” [HCP 27,
nurse, inpatient, with migrant background]

Discussion
The aim of this study was to investigate how healthcare
professionals perceive the health literacy-related chal-
lenges, needs, and applied solutions in transcultural in-
teractions. We explored the societal and environmental,
situational, and personal factors that potentially shape
health literacy (i.e., access, understand, appraise, and
apply health information) in transcultural treatment set-
tings from the perspective of those providing treatment.
We asked the participants for concrete situations that

they found challenging in their interactions with persons
with a migrant background. In this regard, we referred
to them as either first- or second-generation migrants.
Interestingly, the participants related almost all state-
ments to first-generation migrants and repeatedly em-
phasized that second-generation migrants who had
grown up in Germany and were highly acculturated (e.g.
in terms of language and social membership) had health
literacy-related needs similar to those of the German
majority population. In line with this, other studies have
also indicated that having a migrant background does
not, per se, imply a lower level of health literacy—at least
among young people when compared to their peers
without a migrant background [39–41]. It might, rather,
function as a multiplier in reproducing health-related in-
equalities [29], as health literacy has a social gradient [5],
and differences in health literacy levels can also be
explained by an average lower level of education or
lower social status rather than by the migrant back-
ground itself [42].
Many statements were related to people who migrated

from very different health systems to Germany, often re-
ferred to as first-generation migrants of Turkish or Arab
descent. This may be because some participants themselves
had a Turkish (n = 6) or an Arab migrant background (n =
3), thereby attracting more patients of the same origin. An-
other possible reason is that Turks and Arabs belong to the
largest immigrant groups in Germany [43] and are, there-
fore, very present in the healthcare sector.
The results of this study indicate that a successful

interaction in transcultural treatment situations is not
exclusively a question of the individual knowledge,

motivation, skills, and abilities of the healthcare profes-
sionals and their patients. Rather, health literacy in
transcultural treatment settings appears to be an inter-
play of several external and internal factors that influ-
ence information delivery on the one hand and
information processing on the other. This finding is in
line with other qualitative studies that emphasize the
social-relational character of health literacy, discussing it
as social practice [44] and communicative action [45].
For the purpose of this study, the integrated model of
health literacy [3] provided helpful guidance. However,
in the context of transcultural treatment settings, we
found the four steps of health information processing—
access, understand, appraise and apply—to be neither
distinctive nor consecutive. Instead, our results suggest
that they are interactive, thereby reinforcing each other,
and are influenced (to varying degrees) by individual,
situational, societal and environmental factors. In
addition, we found the personal, situational, and envir-
onmental factors that influence health literacy to be
strongly interrelated. They had an impact on the kind
and expression of challenges perceived, but also on the
choice of and satisfaction with the applied solutions,
which, in turn, influence the development of current and
future patient-provider relationships. Therefore, not all
inductive subcategories were subordinated to one of the
a priori set distinct deductive categories. In addition, we
did not report perceived needs separately, as they were
often implicitly stated in relation to a challenge or an ap-
plied solution. For example, the participants reported a
need for professional (culture-concordant) interpreters.
Likewise, those who already had access to professional
interpreters reported this as a helpful solution. Thus, the
reported results reflect those categories that inductively
emerged from the data and that most closely matched
the respective deductive main category. Figure 2 shows
the pathways and interrelations of the deductive (bold)
and inductive categories related to the four steps of
health information processing described in the results.
One of the major challenges related to accessing

health information and health services was a mismatch
between the provision and actual use of health services.
Some of these services, even when linguistically adapted,
do not seem to meet the needs of persons with a mi-
grant background. Accordingly, the involvement of
migrants (i.e., people concerned) in the development
and implementation of such services, their easy acces-
sibility, and outreach counselling were rated as helpful
solutions to this challenge. The European study RE-
STORE, for instance, found positive effects on know-
ledge, skills, and clinical routines when they involved
migrants along with other stakeholders in the imple-
mentation of guidelines and training initiatives on
cross-cultural communication [46].
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Our results indicate that in transcultural treatment
settings, the respective parties’ understanding of each
other depends on system-related factors such as time
and the accessibility and funding of professional inter-
preters. Some participants reported that it was some-
times difficult to distinguish language-related problems
in understanding health information from literacy-
related difficulties in understanding medical information
in general. Communicating personal health issues can be
highly challenging, even when people are literate in their
native language. Language barriers and culture-specific
differences in the understanding of illness or the expres-
sion of pain can be additionally challenging for persons
from diverse migrant backgrounds. This can, in turn,
lead to misunderstandings and false conclusions being
made about the person’s health literacy. Thus, the par-
ticipants regarded the funding of cultural mediators or
professional interpreters with at least some professional
medical knowledge (e.g., culture concordant video inter-
preters) as significant for overcoming the major
language-related challenges in the provision of care. This
finding is supported by other studies that include the
perspectives of either health professions [47] or migrant
patients [48]. For instance, one study conducted in
Switzerland found that two thirds of the participating
physicians who face language barriers have never had ac-
cess to a professional interpreter, even though 87.8%
would appreciate their presence in clinical practice [49].
However, our findings indicate that the mere provision
of translated information material and interpreters,
though indispensable, cannot solve the deeper challenges
present in the provision of healthcare for people of di-
verse migrant backgrounds. Unless health literacy, cul-
tural particularities and language barriers are not

addressed simultaneously [50], the mutual satisfactory
flow of information remains a fervent wish rather than
clinical reality in transcultural treatment situations.
A key component for a mutually satisfying flow of in-

formation was trust. Our findings reveal that this factor
is influential, particularly with regard to accessing health
information and services as well as appraising the health
information exchanged (see Fig. 2). This finding is sup-
ported by other studies which indicate that distrust in
health services is one of the major barriers to healthcare
access [24], whereas patients’ trust in healthcare profes-
sionals can promote a willingness to seek advice, the ac-
ceptance of medical recommendations, improved
treatment adherence and satisfaction, and subjective
health outcomes [51]. Using heuristic shortcuts (e.g., ste-
reotypes) when people have to process complex informa-
tion under time pressure, is a well-known psychological
phenomenon [52]. For example, some healthcare profes-
sionals described the stereotypical ascription “morbus
meditarreneus” as being used to label the allegedly exag-
gerated expression of pain by persons from Southern
European countries. Such stereotypes may serve the
maintenance of subtle racism against people with a mi-
grant background, which is still present in health sys-
tems [53, 54]. Furthermore, it can lead to even more
distrust on the part of the patients [53] and, in the worst
case, to poor medical decisions that disadvantage minor-
ity patients [54]. This is because trust is the result of
people’s lived experiences, and it shapes how future ex-
periences are perceived. It can be described as a “for-
ward-looking evaluation of an ongoing relationship” [55]
(p. 617). Thus, trust is determined to a considerable ex-
tent by the experiences and expectations of both the
healthcare professionals and their patients. Both parties’

Fig. 2 Pathways of deductive main categories (bold) and exemplary inductive subcategories of health literacy-related challenges and applied
solutions in the transcultural treatment settings. HCPs: healthcare professionals
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efforts to create trustful relationships may, therefore, im-
prove the flow of information. This could be supported
by (1) the implementation of culture-sensitive measures
such as sufficient funding of cultural mediators and pro-
fessional interpreters, (2) the integration of intercultural
learning contents into the educational curricula for med-
ical professions, and (3) the involvement of people with
a migrant background in the implementation and devel-
opment of health information and services.
Time and resource constraints are well known issues

in many health systems worldwide [51]. Accordingly, of
all the factors that influence health literacy in transcul-
tural treatment settings, the healthcare professionals per-
ceived system-related factors, such as the systemic lack
of time and economic pressure as impeding the flow of
information in transcultural treatment settings the most.
The participants perceived these conditions as highly
stressful. In the context of migration, however, these
known issues of the German health system were per-
ceived as particularly aggravating. The healthcare profes-
sionals reported that they required extra time and effort
to treat patients with low language proficiency due to
language barriers, a lack of (system-)knowledge, or low
literacy skills on the patients’ side. The most frequently
mentioned strategy to manage these challenges included
the investment of additional, unpaid time. This strategy
was not always successful but it was seen as the most ef-
fective method for solving these issues. The issue of time
pressure was reported mainly by participants working in
the medical (physical) care, whereas the psychiatric pro-
fessions seem to be less affected in this regard. This re-
sult reflects the importance of considering the
particularities of different treatment settings when pin-
pointing specific challenges in transcultural interactions.
More than half of the healthcare professionals had a

migrant background themselves. These healthcare pro-
fessionals found that this personal factor positively influ-
enced the establishment of trustful relationships and the
acceptance of treatment recommendation. In line with
this, a recent study from Germany found that a shared
migrant background improved trust in the physician, re-
duced reactance-related outcomes, and improved
prevention-related knowledge transfer in patients with a
Turkish migrant background, especially in those with
low health literacy [56]. However, challenges were also
reported. In particular, the controversial discussion re-
garding interpreting outside one’s own treatment situ-
ation revealed that it should not be assumed that a
healthcare professional with certain language skills is
willing to or feels secure to use these skills in a profes-
sional context. Some healthcare professionals who re-
ported frequent ad hoc interpreting outside their own
treatment situation referred to two particular issues:
firstly, an additional increased workload during the time

of interpreting, and secondly, a fear of not translating
properly in the short time available. The reported con-
cerns of one nurse that he may be translating incorrectly
because his own language skills may not be sufficient to
translate complex medical issues “between door and hinge”
[HCP 26, nurse, inpatient, with migrant background] is in
line with empirical evidence indicating that nurses un-
trained in interpreting frequently make mistakes when
translating for other healthcare professionals. This may
have considerable negative clinical implications for the pa-
tients affected [57]. In particular, ad hoc interpreting may
result in incorrect medical interpretation [58]. Therefore,
the overriding majority of professional associations of in-
terpreters, training institutions, and scientists demand
professional interpreting in healthcare and advise against
non-professional solutions [59].

Strengths and limitations
To the best of our knowledge, this was the first study
that aimed to investigate the health literacy-related chal-
lenges, needs, and applied solutions from the perspective
of healthcare professionals and systematically analyze
the personal, situational, and environmental factors that
shape health literacy in transcultural treatment settings
by applying an established health literacy framework [3].
Further strengths of this study are that the research

was conducted by an interdisciplinary and multicultural
research team. This meant the research team involved
an advantageous combination of different genders, ex-
pertise, views, backgrounds and focal points. Reflexivity
was something we considered throughout the entire re-
search process, beginning with the conceptualization of
the focus group discussions up to the final data analysis
and derivation of implications. In our research team, we
repeatedly discussed our understanding of health literacy
as a social-relational construct, our conception of migra-
tion, and the potential influence of our attitudes and
preconceptions on the dynamic of the focus group dis-
cussions, the results, and the data analysis. For example,
despite the emphasis that all opinions were welcome, an
egalitarian attitude may have induced rather cautious
statements to avoid prejudices and stereotypes.
One limitation of this study is that a selection bias

might have occurred, as many participants were highly
interested in the issue. On the other hand, some focus
groups also included the researcher’s distant professional
contacts. This may have contributed to a balance in the
sample as they may have participated because of the re-
searchers’ personal approach rather than their intrinsic
interest in the topic. In addition, here was a slight sur-
plus of participants working in the outpatient setting
and not all focus group discussions were balanced with
regard to the participants’ gender and migrant back-
ground. However, the individual focus group discussions
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were rather homogenous in terms of the participants’
occupation (e.g., doctors or nurses), their status and out-
patient or inpatient contact with persons with a migrant
background. In addition, it can be assumed that all have
worked in the inpatient sector at some point, either dur-
ing and after their vocational or specialist training, re-
spectively. Thus, the reported experiences were fed to
some extent from both areas. Finally, although satur-
ation was reached with regard to categorized responses,
due to the nature of qualitative research, new categories
might have emerged had the participants been inter-
viewed at another time [60].

Conclusion
Health literacy in transcultural treatment settings is an
interplay of environmental (i.e., system-related), situ-
ational and personal factors. Known issues observed in
the delivery of healthcare for the majority population
(i.e., systemic lack of time and economic pressure) ap-
pear to be intensified in the context of migration. These
factors impede the flow of information in all treatment
settings to various degrees. An increasingly diverse pa-
tient clientele indicates the growing need for culture-
sensitive, health-literate healthcare organizations. A cor-
responding diversity in the health workforce in terms of
culture, language, and gender is therefore highly desir-
able and should be strengthened by national finance and
educational programs. Ad hoc solutions, such as re-
course to healthcare professionals with a migrant back-
ground as lay interpreters, should not become the
means of choice for compensating for deficits in the
funding of professional interpreters. Interpreting for col-
leagues should be treated as an additional part of these
healthcare professionals’ work and not as an additional
requirement during their leisure time. Healthcare profes-
sionals who interpret for colleagues should have the
choice to do so voluntarily and should be provided with
the necessary time for it. Further studies in different
countries with diverse health and health insurance sys-
tems are needed in order to develop and implement ap-
propriate interventions for improving health literacy at
the individual and organizational levels. These studies
should involve both healthcare professionals and people
with a migrant background to ensure equitable health-
care that meets the needs of all persons being involved
in the treatment situation. We call upon political
decision-makers to further expand the funds for inter-
preting services and enable such services to be used at
the lowest possible threshold, for example via video
conference.
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HCPs: Healthcare professionals
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