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Highlights

What are the main findings?

e Intercultural mediators act as relational bridges, enhancing communication, trust,
and culturally sensitive care in migrant patient interactions.

e  Their contribution remains limited by organizational barriers, including poor inte-
gration into teams and inconsistent availability.

What are the implications of the main findings?

e  Structurally integrating intercultural mediators into healthcare teams may improve
equity, communication quality, and continuity of care.

e Intercultural training and clear role definitions are needed to optimize collaboration
and support culturally competent care delivery.

Abstract

Background/Objectives: This study aims to describe the experiences of healthcare pro-
fessionals collaborating with Intercultural Mediators (IMs) in the care relationships with
migrant patients. Methods: This study is a qualitative descriptive study. A total of 13
healthcare professionals (9 nurses and 4 physicians) working in two public hospitals in
Italy participated in face-to-face semi-structured interviews between June and July 2024.
Interviews were audio-recorded, transcribed verbatim and analyzed using inductive
qualitative content analysis. Results: Three main categories emerged: (1) the experience
of healthcare professionals in the relationship with migrant patients; (2) the linguistic and
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intercultural mediator as a supportive relational role; and (3) limitations in language and
intercultural mediation. Participants described difficulties in mutual understanding due
to cultural and linguistic barriers and emphasized the central role of the mediator as a
bridge between diverse cultural worlds. IMs were described as essential in promoting
trust, improving therapeutic adherence, and supporting culturally sensitive communica-
tion. However, organizational challenges included limited availability of IMs, poor inte-
gration into clinical teams, and the lack of structured, continuous support system. Con-
clusions: IMs are perceived as key actors in facilitating communication, trust, and thera-
peutic adherence with migrant patients. Yet their integration within healthcare teams re-
mains underutilized due to organizational barriers. The findings inform managers and
policymakers about the necessity of structurally integrating IMs within clinical teams and
implementing intercultural competence programmes to ensure equitable and culturally
sensitive care for migrant patients.

Keywords: intercultural mediator; healthcare professionals; migrant patient; culturally
competent care; qualitative research; health equity

1. Introduction

Globalization and the intersections of socio-political, demographic, economic, and
environmental forces have intensified migration flows from low- and middle-income
countries to more industrialized countries and reshaped healthcare systems in destination
countries [1]. Over the past few decades, international migrants have increased substan-
tially [1,2], contributing to growing cultural and linguistic diversity and disparities in
health outcomes within healthcare settings [3]. In Italy, migrants represent a significant
proportion of the population and include heterogeneous communities with diverse health
needs [4].

Although migration itself is not synonymous with vulnerability, migrant people may
encounter barriers that hinder timely access to services and continuity of care, including
language barriers, stigmatization, a lack of documentation, unfamiliarity with the
healthcare system, and socio-economic vulnerability [5]. These barriers lead to delayed
diagnoses, inadequate treatments, and avoidable hospitalizations [6,7] contributing to
persistent inequalities in health status and healthcare quality [8].

Communication is a core component of safe, effective, and person-centred care and
represents a fundamental dimension of the caring relationship, particularly in nursing
practice [9]. However, in cross-cultural encounters, communication may become fragile.
Healthcare professionals must navigate linguistic barriers while also interpreting cultur-
ally embedded meanings of health, illness and care practices to build effective therapeutic
relationships [3,10]. When communication is compromised, it can be more difficult to es-
tablish therapeutic relationships and share the care plan, compromising continuity of care
and health outcomes among migrant populations [11].

To address these challenges, several healthcare systems have introduced the role of
the intercultural mediator (IM) to facilitate communication and support the therapeutic
relationship between healthcare professionals and migrant patients [12]. An intercultural
mediator is a trained professional who facilitates communication and mutual understand-
ing by addressing both the linguistic and sociocultural dimensions of care [12].

Although the role of an IM is often confused with that of an interpreter [13], the two
functions differ. The interpreter’s primary function is linguistic translation, whereas the
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IM encompasses a broader scope, including bridging cultural expectations and explana-
tory models, supporting conflict prevention and resolution, fostering trust, providing
health education, counselling and advocacy and offering psychosocial support [14].

Existing evidence suggests that IMs contribute to improving communication and pa-
tient-healthcare professional relationships [15], reducing perceived discrimination [16],
facilitating access to healthcare services, and supporting smoother healthcare pathways
[17,18]. Intercultural mediation has also been associated with improved identification of
gender-based violence compared to other professional roles, highlighting its potential rel-
evance for safeguarding and equity-oriented care [19]. Despite these documented benefits,
the integration of IMs within healthcare organizations remains heterogeneous. There is
no internationally standardized professional profile and training pathways vary across
contexts in duration and content, leading to differences in competencies and role expecta-
tions [14,20].

In Italy, although IMs are trained through regionally accredited vocational pro-
grammes and/or university degrees [21], the profession is not regulated by a single na-
tional framework, and practices differ across regions and employers [14,22]. Furthermore,
the inclusion of IMs frequently depends on temporary funding or outsourcing arrange-
ments, resulting in fragmented implementation and limited continuity within care teams
[23,24]. Such organizational variability may shape how intercultural mediation is enacted
in clinical practice and how healthcare professionals perceive its usefulness, boundaries
and limitations.

While an increasing body of research has examined the functions and organizational
impact of IMs [25], less attention has been devoted to understanding how collaboration
with IMs is experienced by healthcare professionals in everyday clinical practice. In par-
ticular, little is known about how nurses and physicians perceive IMs’ contribution within
structured hospital settings and how such collaboration shapes therapeutic relationships
and care processes. Understanding these experiences is important because the way inter-
cultural mediation is enacted in daily practice may influence communication processes,
relational dynamics, and the organization of care for migrant patients. Exploring
healthcare professionals’ perspectives may contribute to clarifying facilitators and chal-
lenges in collaboration, informing strategies for more consistent integration of IMs within
healthcare teams, and ultimately supporting equitable and person-centred care in multi-
cultural contexts.

The aim of this study was to describe the experiences of healthcare professionals col-
laborating with IMs in the care relationships with migrant patients.

2. Materials and Methods
2.1. Study Design

A qualitative descriptive study was conducted, in line with Sandelowski et al. (2000)
[26], to describe healthcare professionals’ experiences of caring for migrant patients in
collaboration with IMs. This approach enables a comprehensive, low-inference descrip-
tion of experiences as they are reported, using participants’ own language and remaining
close to the surface of words and events. Qualitative description is particularly appropri-
ate for examining the who, what, where, and why of phenomena occurring in everyday
clinical practice [26]. In this study, it facilitated the systematic exploration of healthcare
professionals’ perceptions, emotions, and professional reflections related to intercultural
mediation in real-world care settings, generating findings directly relevant to clinical prac-
tice and organizational decision-making.

The research was reported in accordance with the Consolidated Criteria for Report-
ing Qualitative Research (COREQ) [27] (Supplementary File S1).
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2.2. Participants

The study was conducted in two large public referral hospitals located in northern
and central Italy, providing secondary and tertiary care services, with approximately 700
and 1200 inpatient beds, respectively. Both hospitals deliver a wide range of inpatient and
outpatient services, including medical and surgical care, emergency services, rehabilita-
tion, day-hospital and day-surgery pathways, pediatric contexts, and multidisciplinary
outpatient care. These settings were selected because they are in urban areas characterized
by significant migratory flows and provide routine access to structured intercultural me-
diation services integrated into everyday clinical practice. Approximately 15% of patients
in these hospitals belong to culturally and linguistically diverse populations ensuring reg-
ular exposure to intercultural mediation during patient care.

A purposive sample of healthcare professionals was recruited to obtain information-
rich cases relevant to the study aim. Inclusion criteria were (a) being a nurse or physician
providing direct patient care; (b) having at least one year of clinical experience; and (c)
having prior experience of collaborating with an intercultural mediator in clinical practice.
No exclusion criteria were applied.

Nurse managers and unit directors were contacted and informed about the study
aims and procedures. They were asked to disseminate study information within their
units to identify eligible professionals. Healthcare professionals meeting inclusion criteria
were invited to contact the researchers directly (A.A. and G.C.) to express their willing-
ness to participate. This recruitment approach ensured voluntary participation, mini-
mized potential hierarchical influence, and guaranteed that declining or withdrawing
from the study had no consequences for participants’ professional roles.

A total of 13 healthcare professionals (9 nurses and 4 physicians) participated. Pur-
posive sampling was complemented by snowball sampling to facilitate access to profes-
sionals across different clinical areas and work settings. The sample included participants
from different professional and clinical backgrounds, enabling the exploration of diverse
perspectives [28]. Sample adequacy was considered using the information power ap-
proach proposed by Malterud et al. [29]. The sample was considered appropriate for the
exploratory and descriptive aim of the study because participants were purposively se-
lected among healthcare professionals with direct experience of collaborating with inter-
cultural mediators, and the interviews provided rich and relevant data for addressing the
research question. The cross-case analysis across professional and clinical contexts further
supported the adequacy of the overall sample. However, given the limited number of
physicians included, sample adequacy was considered at the overall sample level and was
not claimed separately for each professional subgroup.

2.3. Data Collection

Data were collected between June and July 2024. Semi-structured, face-to-face inter-
views were conducted in Italian by two trained research assistants (D.I. and L.A.), one
male and one female, both doctoral candidates in Nursing Science and Public Health who
also work as registered nurses. Both had a background in clinical nursing and training in
qualitative interviewing. The interviewers had no prior relationship with participants.

Before the interviews, participants were informed about the researchers’ academic
background, their doctoral training, and the study’s aim to explore experiences of collab-
oration with intercultural mediators in clinical practice. The interviewers introduced
themselves as researchers interested in improving understanding of intercultural care
processes and clarifying the organizational role of IMs within healthcare settings.

https://doi.org/10.3390/healthcare14131903



Healthcare 2026, 14, 1903

5 of 16

Given their professional background as nurses, the interviewers acknowledged the
potential influence of their clinical perspectives on data interpretation. Reflexive aware-
ness was maintained throughout data collection and analysis, and regular research team
discussions were conducted to examine assumptions and minimize interpretive bias.

Interviews were conducted in private rooms within the hospital setting to ensure
confidentiality and minimal interruption. Interview timing and location were agreed
upon with participants to accommodate clinical responsibilities and promote comfort. A
semi-structured interview guide (Supplementary File S2) supported consistency while al-
lowing for flexibility to elicit detailed accounts of participants” experiences. Field notes
were recorded during and immediately after each interview to document non-verbal cues
and contextual information.

Interviews were audio-recorded using a digital device and lasted approximately 30—
45 min. Participants provided demographic information (gender, age, profession, years of
clinical experience) to support contextual description and assessment of transferability.

2.4. Data Analysis

Data analysis was conducted using inductive qualitative content analysis, following
the principles described by Elo and Kyngas (2008) [30]. Individual interviews were treated
as units of analysis. The analytic process involved three interrelated phases: open coding,
categories creation, and abstraction.

During the open coding phase, transcripts were read repeatedly and carefully, and
notes and headings were written alongside the text to capture all relevant aspects of the
content. Codes were generated using words or expressions that closely reflected partici-
pants’ own language, while preserving the overall meaning of their statements. During
the categories creation phase, codes were examined and compared, and those sharing con-
ceptual or semantic similarities were grouped into broader subcategories. In the abstrac-
tion phase, subcategories with conceptual and semantic similarities were grouped into
generic categories.

Two researchers (A.A. and G.C.) independently read all interviews line by line and
extracted codes, subcategories, and categories. A senior qualitative researcher (DI) re-
viewed and compared the codes and categories identified based on the transcripts. Disa-
greements were resolved through team discussion until consensus was reached. To en-
hance transparency, the analytic process was documented through an audit trail, includ-
ing coding notes, preliminary groupings, and iterative revisions of the coding framework.
Initial coding generated 25 codes, which were then organized into six subcategories and
three main categories. A coding matrix linking categories, subcategories, participant
sources, and illustrative quotations was developed and is provided in Supplementary File
S3.

Data collection and analysis proceeded concurrently and continued until no new
meaningful information, codes, or categories emerged from subsequent interviews [31].
The research team determined that sufficient informational redundancy had been
reached, indicating data saturation, when additional interviews no longer generated sub-
stantially new codes or meaningful variations in the developing categories. This occurred
during the 12th interview; however, researchers conducted one additional interview to
confirm code stability. Saturation was assessed at the overall sample level, evaluating the
recurrence and stability of the main categories across participants and clinical contexts.
All analytic procedures were performed manually.

2.5. Ethical Considerations

The study adhered to the ethical principles of the Declaration of Helsinki [32]. Ethical
approval was obtained from the local Institutional Review Board Rome-Lazio, Italy (No.
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0013672/24 on 15 April 2024). Participants received clear and comprehensive information
about the study’s aims, procedures, potential risks and benefits, data protection measures,
and voluntary nature of participation. Informed consent, including consent to audio re-
cording and anonymous data use, was obtained from all participants. Participants were
assigned identification codes, and all transcripts were de-identified. Data were securely
stored and accessible only to the research team. Participants were informed of their right
to withdraw at any time without consequences.

2.6. Trustworthiness

Trustworthiness was ensured in line with the criteria of credibility, dependability,
confirmability, and transferability Lincoln and Guba [33] and with the principle of ongo-
ing methodological verification [34].

Credibility was supported through prolonged engagement with the data and regular
debriefings within the research team. These discussions enabled researchers to compare
interpretations and examine potential preconceptions, supporting reflexivity throughout
the analytic process.

Dependability and confirmability were ensured through use of the audit trail. Two
researchers, not involved in data collection and analysis, examined the process and the
outcomes of the inquiry to ensure that the findings were supported by data. In addition,
the process was further supervised by a senior researcher with expertise in qualitative
methods who was not directly involved in data collection.

Transferability was supported by providing a detailed description of the study con-
text, participants’ sociodemographic characteristics, and the research process. By offering
a rich and contextualized account of the findings, this study enables readers to assess the
relevance and applicability of the results to similar healthcare settings involving intercul-
tural mediation.

3. Results
3.1. Characteristics of Participants

Sociodemographic and professional characteristics are summarized in Table 1.

Table 1. Characteristics of participants (N = 13).

Characteristics
M (£SD)
Age 41.3 (10.0)
Professional experience (years) 10.5 (8.0)
Median; Range (min-max)
Nurse 15 (1-25)
Physician 4.5 (2-8)
N (%)
Gender identity
Woman 11 (84.6)
Man 2 (15.4)
Profession
Nurse 9 (69.2)
Physician 4 (30.8)

Legend. M, Mean; N, Number; SD, Standard Deviation; Min, Minimum; Max, Maximum.

The sample included 13 healthcare professionals, 9 nurses (69.2%) and 4 physicians
(30.8%), working across different clinical settings. The mean age was 41.3 years (SD =10.0);
most participants were female (n = 11, 84.6%). The average professional experience was
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10.5 years (SD = 8.0), ranging from 1 to 25 years among nurses (median = 15 years) and
from 2 to 8 years among physicians (median = 4.5 years). Detailed participant information
is summarized in Table 2.

Table 2. Detailed participant information.

ID Age Gender Years of Experience Profession
RNO1 43 Woman 20 Nurse
RNO02 56 Woman 23 Nurse
RNO3 46 Woman 15 Nurse
RNO04 26 Woman 1 Nurse
RNO05 46 Woman 15 Nurse
RNO6 42 Woman 9 Nurse
RNO7 51 Woman 14 Nurse
RNO8 49 Woman 25 Nurse
RNO09 52 Man 15 Nurse

P0o1 32 Woman 5 Physician
P02 28 Woman 2 Physician
P03 31 Man 4 Physician
P04 33 Woman 8 Physician

Note: RN = Interviewee (nurse); P = Interviewee (physician). Numerical codes (e.g., RN01, P01) in-

dicate anonymized participant identifiers.

3.2. Categories

Three main categories emerged from the analysis (Table 3): (1) the experience of
professionals in the relationship with migrant patients; (2) the linguistic and intercultural
mediator as a supportive relational role; (3) limitations in language and intercultural
mediation (Supplementary File S3). Together, these categories describe intercultural
mediation as a relational bridge that facilitates understanding and trust, while also
revealing organizational constraints that limit its full integration in care processes.

Representative quotations supporting each category and subcategory are reported in
the text and further detailed in Supplementary File S3.

Table 3. Main categories and sub-categories.

Main Categories Subcategories Source
1. The experience of professionals in The mediator: a bridge between different cultural ~RN09, RN03, RN01, RNO0S,
the relationship with the migrant worlds P01, P02
patient The challenge in mutual understanding RNO08, P03, P04
2. The Linguistic and Intercultural Trust and safety in the relationship RIN09, RN03, RN02
Mediator as a Sl%pportlve Relational Reflection on the value of intercultural mediation RINO4, RNO7, RIN08, RN09,
Figure P04
3. Limitations in language and inter- ~ Organizational limits and limited availability RNO02, RNO5, P01, P02, P03
cultural mediation Poor integration into the team RINO02, RNO05, P01, P02, P03

Note: RN = Interviewee (nurse); P = Interviewee (physician). Numerical codes (e.g., RN01, P01) in-

dicate anonymized participant identifiers.
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3.2.1. Category 1: The Experience of Healthcare Professionals in the Relationship with
Migrant Patients

This category describes health professionals’ experiences in their encounters with
migrant patients and highlights the IM’s role in facilitating mutual understanding
between different cultural worlds. Two subcategories emerged: (1) the IM as a bridge
between different cultural worlds, and (2) the challenge of achieving mutual
understanding.

Subcategory 1.1: The Intercultural Mediator as a Bridge Between Different Cultural
Worlds

Participants described IMs as more than translators, emphasizing their role in
interpreting culturally embedded meanings and behaviours:

“That’s why we have cultural mediators, who are not mere translators. They are people
who often come from those countries and help us understand not only the language, but
also what lies behind certain attitudes or ways of behaving. Without them, many
situations would be much more difficult to interpret” (RN09).

IMs were seen as helping professionals contextualize behaviours that might
otherwise be misunderstood:

“Here there is always someone, a mediator or sometimes an anthropologist, who can
explain why a patient behaves in a certain way. It’s not just a matter of words, but of
understanding the meaning of what we see and what happens during the encounter”
(RNO03).

However, some participants suggested that adapting care to cultural perspectives
often depends on individual professionals rather than being structurally supported:

“If we understand ‘cultural mediation’ as also including the ability to adapt to the
patient’s culture, this aspect is often neglected and left entirely to the goodwill of
individual professionals, most often nurses...” (P01).

Subcategory 1.2: The Challenge of Achieving Mutual Understanding

Despite mediation support, interpretive difficulties persist due to the complexity of
patients’ experiences and worldviews:

“I was struck by a boy, Indian or Pakistani, who was talking to me but wouldn’t look
me in the face. At first, it made me uncomfortable because I didn’t know how to interpret
that behavior. Situations like this make you realize how easy it is to misunderstand if
you don’t have cultural references” (RNOS).

These accounts portray healthcare professionals lived experience as marked by
ongoing uncertainty and a tension between the intention to communicate and the ability
to fully grasp culturally embedded meanings, gestures and reactions. Intercultural
mediation is therefore experienced not merely as a technical resource, but as essential
relational support in encounters that challenge habitual clinical interpretations. Such
situations highlight both the value of mediation in everyday practice and the inherent
limits of cross-cultural understanding in clinical settings.

This interpretive challenge is further reinforced by another professional, who
emphasizes that linguistic translation alone is insufficient to grasp culturally embedded
meanings:

“...In my opinion, what they are doing is very important, but it is clear that language
translation alone is not enough, because a gesture may have a different meaning in
different cultures. For example, the word ‘hip’ may not refer to the same area in all
cultures...” (P03).

https://doi.org/10.3390/healthcare14131903
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3.2.2. Category 2: The Linguistic and Intercultural Mediator as a Supportive Relational
Role

This category highlights the value attributed to IMs in fostering trust, safety and
effective communication.

Two subcategories emerged: (1) trust and safety in the relationship, and (2)
professionals’ reflection on the value of IM within the care process.

Subcategory 2.1: Trust and Safety in the Relationship

Participants emphasized how mediation supports respectful communication without
compromising patients’ beliefs:

“Yes, thanks to the intervention of IMs we were able to explain the importance of care
without violating their beliefs. Without mediation, these situations would be much more
difficult to manage, because patients might feel misunderstood or disrespected” (RN09).

IMs were described as facilitating understanding of biomedical procedures within
culturally different conceptions of health:

“Migrant patients’ concept of health is definitely different from ours. The positive thing
here is that there are facilitators who speak the same language and help them understand
why, for example, we do certain procedures, like blood tests. This makes communication
much easier and helps patients accept what we are doing” (RN03).

Subcategory 2.2: Reflection on the Value of Intercultural Mediation

Participants reported that mediation enhances personalization of care and supports
patient comprehension:

“In this hospital 1 have noticed that nurses and IMs really try to make the patient
understand everything. Before leaving the hospital, the patient has to understand what
they have to do or what has been done -everything. I haven't seen this level of attention
in hospitals where IMs are not present” (RN04).

The availability of mediation services was also described as reassuring at both clinical
and organizational levels:

“...It is reassuring for me to know that this service exists. I cannot imagine how they
managed before when mediators did not exist...” (P04).

Trust was described as developing through mediated encounters that acknowledge
patients’ beliefs and expectations. Some participants also noted that mediation
strengthens connections with the broader community and supports continuity of care:

“...Empowering the territory, including through cultural mediation...” (P04).

Overall, IMs were perceived as essential relational actors who integrate clinical
planning with attentive listening to patients’ lived experiences.

3.2.3. Category 3: Limitations in Language and Intercultural Mediation

This category described intercultural mediation as constrained by organizational and
structural limitations.

Two subcategories emerged: (1) organizational limits and limited availability of
mediation services, and (2) poor integration of the intercultural mediator’s role within
healthcare teams.

Subcategory 3.1: Organizational Limits and Limited Availability

Participants frequently reported insufficient availability of mediators during critical
phases of care:

https://doi.org/10.3390/healthcare14131903
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“Mediators are great, but they have shifts too. It can happen that, for example, last week
one afternoon the mediator was not there, and we had to manage using mobile phones.
In those situations, communication becomes much more complicated” (RN02).

In high-intensity settings such as emergency departments, this absence was
perceived as particularly problematic:

“...These families need a set of guidelines when they arrive at the emergency room...
they need someone to explain how the emergency services works...” (P01).

Overall, limited access to mediation services was seen as undermining continuity and
increasing the risk of misunderstandings.

Subcategory 3.2: Poor Integration of the Intercultural Mediator’s Role Within the Team

Beyond availability, participants described mediators as occupying a peripheral
position within healthcare teams. Mediation was often activated reactively rather than
embedded throughout the care pathway:

“It's an excellent service, but the way it is organized means that the mediator remains
external to the team. They often don’t really know our daily work and are not involved
in decision-making processes” (P01).

Some participants perceived mediators primarily as translators rather than
integrated team members:

“It’s an excellent service, but for me the mediator is outside the team, has nothing to do
with our work, and acts as a translator” (P03).

This limited integration was described as leading to underutilization:

“We tend to underestimate the mediator’s role, because we use it mainly just to ensure
basic understanding and not in a comprehensive way throughout the care process”
(P02).

Healthcare professionals expressed frustration about this “on-call” model of
mediation, which was perceived as insufficient to support relational continuity in
multicultural care settings.

4. Discussion

This qualitative descriptive study aimed to explore the experiences of healthcare pro-
fessionals in collaborating with IMs in the context of caring for migrant patients. Three
main categories emerged, highlighting both the relational value of IMs and the structural
limitations affecting their integration. These findings align with the growing European
literature, suggesting that encounters in healthcare are often marked by communicative
complexity and potential misunderstanding.

Although no formal subgroup analysis was conducted, some contextual differences
were observed across professional accounts. Nurses more often emphasized trust-build-
ing, relational continuity, explanation of care, and patient reassurance. Physicians more
frequently referred to role boundaries, organizational issues, and the limited involvement
of IMs in decision-making processes. These observations should be interpreted cautiously,
as descriptive insights rather than comparative findings.

Consistent with previous research [35-37], IMs were described as essential actors in
enhancing mutual understanding and fostering culturally responsive care. Their contri-
bution extended beyond linguistic translation to include bridging sociocultural expecta-
tions, clarifying culturally embedded health beliefs, and supporting equitable care deliv-
ery [36,37]. Participants perceived IMs as facilitating clearer communication, improving
patients’ understanding of treatment plans, and reducing professional frustration during
cross-cultural consultations.

https://doi.org/10.3390/healthcare14131903
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This broader interpretive role is reflected in qualitative findings from Germany,
where IMs are conceptualized as cultural brokers who mitigate emotional strain and sup-
port trust-building in ethically complex encounters. Similarly, Baraldi (2017) highlights
how intercultural mediation can reduce interpersonal tension and support smoother clin-
ical interactions by clarifying expectations and cultural norms [38].

Spanish research also highlights how IMs are positioned as key navigators within the
healthcare system, accompanying patients within and beyond the healthcare system,
adapting written medical materials, and orienting them within institutional processes
[39].

These professional impressions underscore that IMs are seen not merely as linguistic
aides but as co-navigators of intercultural complexity, enabling smoother workflows, re-
lational trust, and professional reassurance in multicultural healthcare environments [40].

However, despite their recognized value, IMs were perceived as insufficiently inte-
grated within healthcare teams. Participants described their involvement as peripheral
and episodic and reactive rather than structurally embedded. Limited availability, unclear
mandates, and absence of standardized role definitions constrained their capacity to con-
tribute to continuous, culturally competent care. Similar tensions have been reported by
Anzini et al. (2025) where role ambiguity and fragmented institutional recognition hin-
dered effective collaboration [41].

Healthcare professionals often misunderstand or underestimate the scope of inter-
cultural mediation, conflating it with linguistic translation alone [35]. This confusion is
echoed in another research in a northern Italian context where healthcare staff show di-
vergent expectations from mediator’s functions, some requesting only linguistic transla-
tion, while others relying on IMs for complex social and relational tasks [22]. Such ambi-
guity can generate professional tensions, particularly when IMs advocate for culturally
informed patient needs that may challenge clinicians’ authority or ethical boundaries,
leading to discomfort or resistance among staff [36]. Comparable difficulties in trust-
building between IMs and clinical teams have also been observed in Belgium, especially
in large institutional settings lacking relational continuity [42].

Across European contexts, the absence of standardized legal and organizational
frameworks contributes to IMs operating without formal guidelines or institutionalized
roles [22,35,36]. Although valued for their immediate communicative functions, IMs are
rarely embedded within clinical decision-making structures in a way that enables sus-
tained collaborative and systemic impact [12,36].

This limited integration not only limits the potential contribution of IMs but also the
structural foundations required to deliver culturally appropriate care.

In Italian specifically, institutional recognition of IMs remains fragmented. Despite
formal acknowledgment in Law No. 40 of March 6, 1998, no comprehensive regulatory
framework has standardized training pathways, professional registers, or integration
mechanisms [22].

Misalignment between national policies and local implementation further contrib-
utes to variability and uncertainty regarding competencies and responsibilities, resulting
in the absence of coordinated strategies for mediator integration [43,44]. Consequently,
IMs are frequently conflated with interpreters or social workers, weakening their profes-
sional identity and limiting their strategic positioning within healthcare organizations.

While the role of IMs is firmly established and institutionally recognized in
healthcare systems across the United States, European systems, by contrast, continue to
show significant gaps in both recognition and implementation. As observed across vari-
ous qualitative studies in Italy, Germany, Spain, Belgium, and the Czech Republic, there
is a pressing need to promote greater organizational integration of intercultural mediation
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services and to foster intercultural competence among healthcare professionals
[22,35,36,39,42].

The present study reinforces these findings, indicating that the limited integration of
IMs is compounded by a general lack of preparedness among healthcare staff to engage
meaningfully in intercultural dynamics. Therefore, incorporating intercultural training
into the professional development of healthcare professionals is critical. Such training not
only enhances individual knowledge and skills but also strengthens collaboration be-
tween clinicians and IMs, thereby fostering more effective and inclusive care for migrant
populations [22].

Targeted training interventions allow staff to progress from unconscious incompe-
tence to conscious competence, increasing their awareness of cultural dynamics and ena-
bling them to recognize when and how to involve IMs appropriately [45]. Moreover, this
preparedness promotes the perception of the intercultural mediator as a legitimate and
integral member of the care team, capable of contributing meaningfully at all stages of the
patient’s journey —from initial admission to discharge and community follow-up.

Compared with the more institutionalized recognition observed in parts of the
United States, European systems continue to display gaps in formal integration and policy
support. These structural limitations appear intertwined with a broader lack of intercul-
tural preparedness among healthcare professionals [42].

Further qualitative and quantitative research in the Italian context is needed to assess
the actual availability and functionality of intercultural mediation services, including
around-the-clock access and structured integration mechanisms within care teams. Future
studies should also broaden the participant base beyond doctors and nurses to include
allied health professionals, healthcare managers, and policy stakeholders. In particular,
research should examine how IM characteristics, such as cultural and linguistic back-
ground, gender, age, professional training, prior experience, and familiarity with specific
clinical settings, may influence trust-building, perceived legitimacy, and collaboration
with both patients and healthcare professionals.

Ultimately, IMs represent an important resource for culturally responsive care, but
their contribution alone is not sufficient. Systemic commitment, institutional investment,
and intercultural capacity-building at all levels remain critical to fostering truly inclusive
healthcare environments.

4.1. Strengths and Limitations

One of the key strengths of this study lies in its contribution to a relatively underex-
plored area in the Italian context, the perceptions and experiences of healthcare profes-
sionals in their collaboration with IMs. By focusing on this dimension of healthcare pro-
vision, the research offers valuable insights into how intercultural mediation is under-
stood and operationalized within the broader system of migrant care. Our study high-
lighted how the role of the intercultural mediator is fragmented in Italy and how its pres-
ence is not homogeneous in different contexts.

However, several limitations should be acknowledged. First, the research was con-
ducted only in two geographical areas of Italy, which may limit the transferability of find-
ings to regions with different healthcare infrastructures, migration patterns, and service
coordination models. Second, although sample adequacy was supported by the infor-
mation power of participants” accounts and by the specificity of the study aim, the sample
remained relatively small. In particular, the physician subgroup included only four par-
ticipants, all of whom were early-career professionals. Therefore, the findings may not
fully capture the perspectives of mid-career or senior physicians, who may experience
collaboration with IMs differently. Third, data saturation was assessed across the overall
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sample rather than separately within professional groups; therefore, physician-specific in-
sights should be interpreted with caution. Finally, this study explored only healthcare
professionals’ views. Future research should adopt multi-perspective approaches, includ-
ing other healthcare actors, including relevant stakeholders, social workers, administra-
tive personnel, and migrant patients themselves. Such approaches could offer a more com-
prehensive view of the systemic enablers and barriers affecting the integration of IMs in
healthcare teams.

4.2. Implications for Clinical Practice

At the government and policymaker level, the implementation of existing legislation
through clearer regulatory decrees would help define the role, training pathways and or-
ganizational positioning of IMs. At local level, healthcare organizations should move be-
yond viewing IMs as peripheral actors and instead include them in care planning, patient
consultations, and multidisciplinary discussions to foster culturally safe, patient-centred
communication. Healthcare staff should receive targeted intercultural training to enhance
professionals’” ability to address culturally informed health beliefs. It would be appropri-
ate to include teaching and awareness of the importance of cultural mediators in univer-
sity curricula. Clear institutional guidelines are needed to define the IMs’ roles, reduce
ambiguity and prevent role-related tensions. Ensuring timely and continuous access to
mediation services—especially for vulnerable groups—is crucial for promoting equitable
care [46]. Continuity in assigning the same IM across care encounters may strengthen trust
and communication consistency. Routine monitoring and evaluation of mediation ser-
vices, using defined indicators, can support service adaptation and organizational learn-
ing.

5. Conclusions

This study suggests that, from healthcare professionals’ perspectives, IMs play an
important but still insufficiently integrated role in supporting culturally responsive care
for migrant patients in the Italian hospital contexts explored. IMs are perceived as rela-
tional bridge-builders who facilitate communication, foster trust and help navigate soci-
ocultural complexity within clinical encounters. However, their contribution remains lim-
ited by fragmented policies, a lack of standardized training, and limited integration within
healthcare teams. Without stable institutional embedding, the potential of intercultural
mediation to enhance continuity, equity and quality of care remains only partially real-
ized.

Strengthening the organizational embedding of intercultural mediation and integrat-
ing intercultural competence into professional development are essential steps toward
more equitable and inclusive healthcare systems. Future research is needed to explore the
structural, professional, and mediator-related conditions that enable sustainable and ef-
fective mediation practices across diverse healthcare contexts.
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