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Abstract

Background This paper investigates the perceptions of medical interns regarding the usefulness of non-mother
tongue communication skills taught during the undergraduate curriculum at the University of Cape Town in South
Africa. In 2003, the university decided to incorporate Afrikaans and IsiXhosa communication skills into the new
MBChB curriculum in order to meet the Faculty of Health Sciences goals to promote quality and equity in healthcare,
and to prepare graduating health practitioners for multilingual communities where they would be serving. Despite
annual internal evaluations and reviews of the languages courses, the usefulness, if any, of the additional languages
in the working clinical environment had not been determined.

Methods Data were collected during the second year of medical internship across a five-year period through survey
questionnaires, as well as focus group interviews conducted in the Western Cape, South Africa. Surveys were con-
ducted from 2009 to 2013.

Results The study shows that the usefulness of each of the probed categories was not consistent across both lan-
guages. The interns expressed a need for an overall improvement of the isiXhosa course offering, while the outcomes
for the Afrikaans language were more positive across all categories except for cultural understanding.

Conclusion The study indicates a positive trend amongst the interns towards developing usefulness in communica-
tion skills in Afrikaans and isiXhosa to communicate with their patients.
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Background

The University of Cape Town (UCT) incorporated Afri-
kaans and IsiXhosa communication skills into the new
MBChB curriculum in 2003 as part of the Becoming-a-
Doctor (BaDr) course consequent to the Health Profes-
sions Council of South Africa (HPCSA) guidelines for the
education and training of doctors in South Africa [1]. It
was aimed at empowering medical students with work-
based, career-orientated Afrikaans and isiXhosa, and had
its first cohort of graduates in 2007. These graduates were
serving their second year of internship in health com-
plexes across South Africa at the time of the research.

UCT is situated in the Western Cape (WC) province
and forms the backdrop of this study. It is recognized
that, to practice medicine more effectively in South
Africa, and the WC in particular, graduates need to pos-
sess some competency in the three official languages of
Afrikaans, English and isiXhosa predominant in this
province. Entry to UCT requires both written and oral
competency in English. The South African National Cen-
sus [2] of 2001 showed that 98.3% of WC residents are
speakers either of Afrikaans, English or isiXhosa, while
the census of 2011 [3] reported that 94.5% of WC resi-
dents are speakers either of Afrikaans, English or IsiX-
hosa. The WC Provincial Profile Community 2016 survey
[4] found that collectively these languages are still spoken
by 96,6% of households.

The BaDr course runs over 18 months and is comprised
of the constituent strands as per Fig. 1 below:

Each of the strands contributes equally (33.3%) to the
course mark. Afrikaans and isiXhosa (hereafter referred
to as languages) are weighted equally in strand III. The
additional languages courses are aimed at providing
graduates with at least a basic level of oral competency
in communicating with patients who are mother-tongue
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speakers of these languages. Many improvements have
been implemented over the years, including multimedia
resources, as well as the Special Study Module (SSM),
where participants live with Afrikaans or isiXhosa-
speaking health practitioner hosts, who are affiliated
with a Community Health Centre (CHC) for two and a
half weeks of the four-week SSM period. Despite regu-
lar internal evaluations and reviews, this study is the first
attempt in determining its usefulness in the working clin-
ical environment. The study’s explicit aim is to investigate
the perceptions of medical interns regarding the useful-
ness of non-mother tongue communication skills taught
during the undergraduate curriculum at the University of
Cape Town in South Africa.

In recent years, language has been identified globally as
a barrier to providing effective patient care by the health
care community. Deumert and Mabandla noted that in
previous research [5], effective communication between
the health professional and patient has long been recog-
nized as being of diagnostic importance and therapeutic
benefit. The manner in which language threatens effec-
tive communication between doctors and patients glob-
ally, and in South Africa in particular, has highlighted this
barrier to healthcare. Schwei et al. contend that globally
language barriers were reported to affect [6]:

i. quality of care in the health care systems around
the world
ii. patients in their access to health services
ili. adherence
iv. quality of clinical care
v. and patient and provider satisfaction.

Since transitioning from an Apartheid state to a state
of democracy in April 1994, the challenge to the South

BaDr Course
Part 1A: PPH2000W
Part 2A: PPH3000H
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Fig. 1 Diagrammatic structure of the BaDr course
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African health system is that there are 11 official lan-
guages. Historically, this largely monolingual nature of
the health system must be understood in the context
of the Apartheid system where there was a separation
of races, and where black voices were historically sup-
pressed [7]. This resulted in the majority of health pro-
fessionals not speaking any of the indigenous languages
[8].

Levin conducted a study in a tertiary paediatric hospi-
tal setting in Cape Town, which found that around 94% of
interviews by health professionals were not conducted in
the mother tongues of patients [9]. In addition, the inter-
views often occurred without interpreters. Van Rooyen,
tracing the competencies of the 2011 SSM cohort, found
that language immersion is a worthwhile investment in
clinical competence as it fosters the independent acquisi-
tion of new knowledge, vocabulary, clinical competency,
cultural awareness and proficient code-switching, where
code-switching is the practice of alternating between two
or more languages during a conversation [10]. In a study
conducted in a rural clinic in the Eastern Cape Province,
patients reported that together with cultural factors, lan-
guage was a barrier to receiving effective health care [11].
Although once thought to be a solution, various studies
have highlighted the limitations of using interpreters,
which includes ethical issues around confidentiality. In
addition, the concern over the competency of interpret-
ers and patient satisfaction, have in recent years been
questioned [12, 13].

Subsequent research has similarly suggested that both
patients and health care professionals regard language as
a barrier to the attainment of quality health care in South
Africa [11, 14-19]. In particular, Deumert and Mabandla
emphasised the language and cultural gap between doc-
tors and patients, and stress the value of communica-
tion as an integral part of the practice of medicine [20].
Chima, evaluating informed consent in South Africa con-
firmed that “one of the major barriers towards obtaining
valid consent ...has been listed as ‘language difficulties;
ranked highest by 88% of doctors in this cohort...and the
lack of interpreters by 82%... ... it cannot be overempha-
sized that one of the major barriers to obtaining valid
informed consent is the issue of language” [14]. Conse-
quently, patients may not fully grasp the consequences of
examination, or procedures to which they are consenting.
Meuter et al. also stressed the impact of linguistic and
cultural elements during language discordance and how
it could affect health care provision [21]. Consideration
should also be given to the impact of the unequal power
relationships in a historically disparate South African
landscape. It is, therefore, desirable, that the health pro-
fessional is able to communicate in the patient’s mother
tongue to deliver the best possible medical services.
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Claassen et al. evaluated additional Afrikaans and isiX-
hosa career-specific, communication skills courses which
were offered to doctors, nurses and general staff in two
CHC s [19]. The study confirmed the excessive disparity
in the language profiles of patient and healthcare provid-
ers in two impoverished communities in Cape Town.

Interns and communication skills

In assessing different studies from around the world
regarding medical internships, it becomes apparent that
developing communication skills, and specifically skills
in additional languages, is not necessarily a universal pri-
ority [22, 23]. Similarly, some significant South African
studies regarding medical internships do not highlight
communication skills or skills in additional languages
either [16, 24—27]. In contrast, Sturman et al., found that
junior doctors in Australia stressed the value of com-
munication [28], while Tan-McGrory and Betancourt,
in a study conducted in Israel, stressed that “ (i)f we are
to truly deliver high quality, cost-effective care, meeting
the needs of patients who experience language barriers
during health care will be essential” [29]. The aforemen-
tioned studies therefore reflect that the need for addi-
tional language communication skills within an intern/
junior doctor context is a global concern. Tavakol et al.
in a study investigating interns’ knowledge of communi-
cation skills in Iran, pointed to the need “for integrating
a communication skills course, which is linked to differ-
ent ethnic and religious backgrounds of interns” [30]. It
is thus acknowledged that communication skills courses
must account for the cultures of different patients, while
language is widely regarded as one of the most important
cultural markers.

In South Africa, Classen et al., stated that “..intern
training provides opportunities to further develop skills
in communication and teamwork as they were equally
important in the delivery of quality services” [31]. Even
so, Mofolo and Botes, conducted a study that evaluated
factors influencing the experiences of final-year interns in
the Free State Province where respondents reported that
“(t)he negative aspects [of their experiences] included...
language issues” [32].

Methods

This was an exploratory mixed-methods study comprised
of a questionnaire survey and semi-structured focus
group interviews. The design was open and flexible, and
was regarded as appropriate, as the topic is poorly under-
stood, with limited scientific data. The survey targeted
MBChB students who graduated from 2007 to 2011 to
evaluate their perceptions regarding the usefulness of
non-mother tongue communication skills taught during
the undergraduate curriculum. Sixty five graduates were
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surveyed during their second year of internship from
2009-2013.

Survey questionnaire

A draft survey questionnaire was developed by the
researchers as the most appropriate method of com-
municating with the interns. The background and aim
of the project were explained to the interns and they
were informed of their right not to participate if they so
wished. The questionnaire was piloted on a small group
of interns during one of their regular seminars. The draft
questionnaire was commented on by the group and their
feedback led to some changes before it was finalised and
converted to an electronic version.

Contact details of graduates were obtained for each
corresponding cohort by the undergraduate office in the
Faculty of Health Sciences at UCT. Updated details were
also obtained from the Tygerberg Hospital management
which is one of the tertiary teaching hospitals at which
UCT graduates would do their internship. The contact
details were entered into an Excel spreadsheet. Electronic
questionnaires were sent first via e-mail and those interns
who had not responded after two weeks were sent hard
copies of the questionnaire by post. SMS reminders to
complete the questionnaire were sent simultaneously.
The excessive workload of interns in South Africa has
been negatively highlighted in the media, where 60 h per
week workloads have drawn much scrutiny. Against this
backdrop, the response rate to this study was 5% relative
to the 1400 survey requests sent out.

Completed questionnaires were received at a central
office at UCT. Electronic response data were captured
by UCT’s Learning Management System, VULA, and
exported as an Excel spreadsheet. The responses from
hard copies were captured manually into the same Excel
sheet. The data were analysed, cross-tabulated, synthe-
sized and patterns were identified. Tables and graphs
were produced in Excel.

Focus groups

Focus group participants were recruited from the Groote
Schuur and Tygerberg Hospital tertiary teaching com-
plexes. The recruitment process ensured that inter-
viewees were available and that their participation was
consentual and voluntary.Interviews were conducted by
experienced interviewers and information was obtained
using a standardized semi-structured format. The par-
ticipants had, within the framework of the opening ques-
tions, the freedom to explore their own ideas and suggest
new topics which may have been of importance to the
opinions expressed. The opening questions were:

Page 4 of 14

> What are your thoughts on the usefulness of the
language learning you had in the BaDr course as
applied in your clinical work as an intern?

> If you were the designer of the course, would you
structure the course differently with regard to con-
tent and method of instruction?

> Any other comments with regard to the course,
facilitators or venues used?

The interviewers summarised, reflected, stimulated
and asked for clarification where necessary. Focus group
discussions were planned with a sample of interns from
the WC during 2009 and this process was intended to
be extended to the other provinces between November
2009 and April 2013. Due to funding constraints, we were
unable to conduct focus groups outside of the WC. WC
interns were sampled and interviewed as from 2010.

The intention was to have at least 8 participants in a
group, which was not always achieved. Due to a low par-
ticipant uptake, the study relied on convenience sam-
pling. Five focus groups were conducted, each group
consisted of a varying number of participants (7; 5; 5; 4
and 2) who were randomly chosen from a list of UCT
graduates working at the Groote Schuur and Tygerberg
Hospital tertiary teaching complexes. Participation was
on a purely voluntary basis. Participants were offered
an opportunity to read the transcribed data for inform-
ant validation purposes where focus groups had been
conducted and to feed back to the researchers where
any inaccuracies had been identified. All interviews were
conducted in English and no interpreters were required.
There was no observer or video camera present. How-
ever, the interviews were audio-recorded and transcribed
in English with the verbal consent of the participants.
Verbal consent was also sought from the participants to
publish the findings in journals and to present them at
conferences.

Themes and sub-themes followed content analysis and
were systematically coded and indexed into these cat-
egories using NVivo software. Interpretation was con-
strained by intimate data knowledge, categorization,
flexibility and counter-analysis, as well as the exploratory
nature of the study. There was no hypothesis and data
were presented as found.

Results & discussion

The findings of this study give us insight into what
interns said and could do with regard to languages
communication in the workplace. It is noticeable from
the probed categories below that what interns reported
about Afrikaans, was not necessarily congruent with
what was reported about isiXhosa. The fact that more
interns professed some proficiency in Afrikaans relative
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to isiXhosa upon entry into the BaDr course, seems
to be consistent with the general trend of respondents
reporting higher levels of proficiency in Afrikaans in
identified tasks in the clinical setting than in isiXhosa.
In addition, isiXhosa and Afrikaans are non-cognate
to each other, in that they are linguistically unrelated.
IsiXhosa is an Nguni Bantu language, while Afrikaans
is an Indo-European language, which has different lin-
guistic forms in respect of syntactic, morphological and
semantic relations. Consequently, it is challenging for
Indo-European speakers to acquire isiXhosa as adults,
and vice versa. In addition, Afrikaans is widely taught
in schools and a significant number of the participants
would have done Afrikaans at school. Relatively less
students would have done isiXhosa at school.

In order to successfully investigate the usefulness of
acquired non-mother tongue communication skills in
the workplace, insight is required into the contextual
factors that influence the interpretation of the data.

A crucial aspect is an awareness of the linguistic
profile of individual participants. Most students regis-
tered for BaDr are bilingual. Various mother tongues
are represented by the target group and hence a range
of permutations are observed with respect to the first
and second languages which are spoken. The language
combinations interns used most often were English/
Afrikaans (42%), English/isiXhosa (6%), Afrikaans/Eng-
lish (3%) and isiXhosa/English (2%). English is the most
used language in any of the combinations.

Across the years of the study, an average of 15% of
interns rated their speaking ability as beginners in Afri-
kaans, while 61% of them stated they were beginners
isiXhosa. Interns who identified themselves as begin-
ners in either Afrikaans or isiXhosa are rated equiva-
lent to the Common European Framework pre-level
A1, American Council on the Teaching of Foreign Lan-
guages (ACTFL) Novice Level or Defence Language
Proficiency Test (DLPT) level 0 or Interagency Lan-
guage Roundtable scale (ILR) Level 0. On average, 8%
of the interns reported that they were complete begin-
ners in both languages. This detail may have influenced
the degree to which interns embraced opportunities to
develop oral competency in the target language, ini-
tially during the undergraduate years, and later during
their period of internship.

The linguistic profile of patients at the clinical sites
where interns practised may consequently also have
influenced responses. The reported mother tongues of
all the interns who completed the survey, in descend-
ing order are: English (71%), Other (23%), isiXhosa
(3%) and Afrikaans (3%). The order, however, of the
languages as reported spoken most often are; English
(86%), Afrikaans (5%) and isiXhosa (3%). In contrast,
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the languages commonly spoken by patients were
Other (37%), English (25%) followed by Afrikaans (18%)
and isiXhosa (17%).

The statistics above indicate that there is a misalign-
ment between the languages which are spoken most by
doctors and those by patients. Since patients are more
likely to speak a language other than Afrikaans, English
and isiXhosa during their encounter with a doctor, it can
be deduced from the data that conversationally doctors
are migrating to English as the Lingua Franca to facilitate
meaning during the consultation.

The following section highlights what interns’
responses were to select questions from the study ques-
tionnaire about their communicative abilities in the
respective languages. When reference is made to the
positive spectrum of responses, the ‘agree’ and ‘strongly
agree’ categories are viewed cumulatively. Similarly, the
negative spectrum relates to the cumulative responses
from the ‘disagree’ and ‘strongly disagree’ categories.

Interns can understand the cultural context related

to Afrikaans and isiXhosa better

A response of 43% in the positive spectrum in this cate-
gory confirms the complexity of understanding Afrikaans
culture (Fig. 2). Unlike many other languages around
the world, where a language is often intrinsically linked
to a homogeneous culture, the same cannot be said for
Afrikaans, where it is difficult to define a typical Afri-
kaans culture. Even as diverse linguistic backgrounds of
groups contributed to developing 17th Century Dutch
into Afrikaans, contemporary Afrikaans still has speakers
from diverse cultural backgrounds. In the BaDr course,
students are taught Standard Afrikaans, while an aware-
ness is also created of some other common varieties of
Afrikaans such as Cape (“Kaapse”) Afrikaans. Confidence
in cultural awareness is therefore only acquired through
frequent interactions with the targeted linguistic and cul-
tural demographic, as the study participants were doing
as interns within CHCs in the WC.

The notion and understanding of isiXhosa culture is
integral to the communication course which is subsumed
in the MBChB degree. The study participants interacted
with mother tongue isiXhosa-speaking patients which
presented them with the opportunity to engage with the
cultural aspects that they learnt during the undergradu-
ate years. Amongst other cultural elements, the interns
needed to apply their knowledge of taboo words, display
respectful body language and eye contact, and demon-
strate an understanding of the role of traditional beliefs
and religion. An average response of 74% (Fig. 2) in the
positive spectrum in this category demonstrates an
appreciation of this vital issue.
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Fig. 2 Reported understanding of Afrikaans and isiXhosa culture

The interns can greet patients fluently and understand
their replies

On average, 91% of interns reported that they are able
to fluently greet their patients in Afrikaans, and 88% are
able to understand patient’s replies to greetings. Eighty-
nine (89%) percent can greet the patient fluently in isiX-
hosa while only 68% of interns were able to understand
the patients’ responses to their greeting.

Meeting and greeting effectively is one of the compe-
tencies that students have the most opportunity to prac-
tice during the MBChB degree. It is a criterion which is
tested at all BaDr assessments and is an ability practised
during all clinical visits throughout the students’ course
of study. The action of meeting and greeting includes:
self-identification as a doctor, addressing the patient
appropriately and respectfully, establishing whether
the patient is comfortable, enquiring after the patient’s
well-being and providing a statement of confidentiality.
Interns were more confident in understanding replies
to greetings in Afrikaans than the act of greeting itself.
What this suggests is a development in comprehension
skills. There is no way of predicting beforehand how
detailed a patient’s response would be after enquiring
into their well-being. The more elaborate the response,
the greater the demand on the intern’s comprehension
ability. What the survey therefore reveals is that interns
are comfortable in initiating a therapeutic relationship in
Afrikaans and demonstrate a great level of comfort doing
so in the patient’s mother tongue.

Furthermore, the forms of greeting are one of the first,
and most important elements, taught during the Lan-
guages courses, particularly as it ties in on cultural levels.
On the one hand, greetings establish the bond between
the doctor and patient. On the other hand, it lays the
foundation for the quality of the relationship, how interns

participate in greeting the patient, and how their cultural
knowledge is reflected through their verbal utterances.
Not greeting an isiXhosa patient with the appropriate
acknowledgement of their social standing, leads to alien-
ation and displays disrespect to the patient. An average
response rate of 89% within the positive spectrum indi-
cates that participants are comfortable in greeting in
isiXhosa, and that they recognise the vital role of greet-
ing the isiXhosa patient correctly. The importance of
Interns introducing themselves fully by name and occu-
pation and clarifying their role, contributes to putting the
patient at ease, a competency that the medical interns
have grasped.

After at least two years of isiXhosa communication
skills tuition, one would expect interns to display a higher
understanding of responses to greeting. However, from
a cultural point of view, when first greeted by medical
practitioners and asked about their welfare, isiXhosa-
speaking patients may immediately start speaking about
their ailments, their symptoms and its influence on their
daily functionality. Although patient-centred health care
practice is common in South Africa, a three-stage assess-
ment methodology underpins the medical practitioners’
assessment of a patient’s primary presenting complaint
and determining its diagnosis. This means of patient
assessment [Clinical, Individual and Contextual assess-
ments], which aims at utilising a subtle structure, could at
times elicit isiXhosa responses like [“Ndiphilile ngaphan-
dle kwenkosikazi egulayo ekhaya” meaning ‘I'm fine
except (for) my sick wife at home!] or [“Inkomo zam zifile
yimbalela” meaning ‘My cattle died from (the) drought!].
This may make it extremely difficult for the burgeoning
isiXhosa communication skills of interns to understand
the scope of the responses. If the responses contain ele-
ments that straddle the clinical, individual and contextual
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categories, interns may feel overwhelmed, as patients
may be discussing symptoms and their impact, in a non-
linear manner, or with language that the interns do not
know yet or feel comfortable with. This may contribute
to interns hearing responses that they did not expect, or
be unrelated to the primary presenting complaint, which
may reflect a lack of medical competency. Together with
this possibility, the interns however must respect the
cultural elements of sharing, which may make it difficult
for them to identify the patient’s needs, thereby affecting
their own level of understanding.

Interns can ask relevant questions to establish

the presenting complaint

In this category, 80% could ask the relevant questions in
Afrikaans to establish the primary presenting complaint.
The proportion of respondents who reported either an
inability or uncertainty to establish the presenting com-
plaint in Afrikaans could be linked to patient responses
which include conditions that are not specifically covered
in the BaDr curriculum. Interns may still grapple with
the skill or struggle to retain vocabulary that they had
learned during their undergraduate years. Without an
understanding of what a patient’s presenting complaints
are, it is more challenging to explore these.

Relative to Afrikaans, a larger proportion of interns
indicated an inability (21%) or uncertainty (12%) to estab-
lish the presenting complaint in isiXhosa. These results
should be interpreted with the fact that respondents last
received formal isiXhosa communication tuition at least
four years prior to the study. There may be a measure of
attrition when considering their retention of vocabulary,
if there was no continuous application of communica-
tion skills in the interceding years. The measure to which
interns are familiar with the possible responses to ques-
tions that are posed to patients, may affect the responses
in this category. Another contributing factor may be the
amount of time interns invest in self-directed language
learning.

Interns can ask relevant questions to obtain a history

from a patient and understand patient responses

during history taking

Since history taking is central to every case in medicine,
consequently it becomes second nature to conduct it in
any language. From the interns’ responses, 73% agree that
they can ask relevant questions to obtain a history from
a patient in Afrikaans. Furthermore, 72% agree that they
understand patient responses in Afrikaans while a history
is being taken. Regarding isiXhosa, 46% of interns agreed
that they can ask relevant questions in history taking.
However, 69% felt that they are either uncertain or unable
to understand patient responses during history taking.
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The Afrikaans statistics for this category suggest that
active language learning is manifested during the history
taking component of the consultation, which is funda-
mental to the process of making an accurate diagnosis.
While history taking demands active speaking and inter-
rogation skills, the understanding of patient responses
requires a different set of linguistic skills, namely, listen-
ing and comprehension. The results for Afrikaans there-
fore suggest that respondents are as confident listeners as
they are speakers.

The isiXhosa responses in this category may be attrib-
uted to the fact that new vocabulary is required for his-
tory taking. It therefore becomes imperative for students
to learn the vocabulary across every formal lesson. Sev-
eral language learning factors may contribute to this
lack of confidence, namely, the time needed to learn
vocabulary, the regularity of language classes and time
spent outside of class in language learning. The struc-
turing of sentences could also deter interns from asking
enough history taking questions, to extract the appropri-
ate information about the symptoms from the patients in
isiXhosa.

Thorough comprehension of the numerous answers
to history-taking questions requires mastering isiXhosa
tongue-clicking. In this context, a substantial vocabu-
lary is required. Furthermore, it is often the case that
isiXhosa-speaking patients do not restrict their responses
in a way that beginners in the language can comfortably
comprehend.

Interns can give the patient necessary instructions

to conduct a clinical examination and understand

the patient’s responses during the examination

The following graph shows that 77% of respondents
agreed that they could give the necessary instructions
in Afrikaans to conduct a clinical examination (Fig. 3).
A total of 80% believed that when patients responded to
these instructions, they were confident that they under-
stood the reply. Similarly, 57% agree that they are able to
give patients the necessary instructions in isiXhosa.

In terms of conducting a clinical examination in
isiXhosa, interns appear to have been more comfort-
able in giving necessary instructions in the early years
of study. The interns are guided by the required clini-
cal procedure, which informs the instructing process.
In the formative years of the isiXhosa course, the
focus fell on the skill of asking questions and giving
instructions. Due to limited vocabulary, the develop-
ment of comprehension skills were delayed. As time
progressed, students were required to increase their
repertoire of isiXhosa speech acts (giving instructions
relating to numerous procedures; having an extended
conversation, giving advice, and referrals). The
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Fig. 3 Reported ability to give instructions during a clinical examination

increase in workload and grammatical complexity may
have led to a reduction of confidence and minimised
the retention of vocabulary.

The intern feedback insofar as they expressed their
ability to understand patient responses in isiXhosa
(34%) during the clinical examination, confirms this.
Figure 4 shows higher levels of comfort in the years
where comprehending responses was not part of the
course (2009 and earlier). In 2010 and 2011, where
this skill became part of the course, the percent-
ages dropped. The coursework was then amended to
include more dialogues, which served to stimulate
comprehension.

Interns can explain to their patients about their illness

and assess their understanding thereof

According to the graph below, only 54% of interns
agree that they were confident in their ability to counsel
patients about their illness in Afrikaans and assess their
understanding thereof (Fig. 5). For isiXhosa, 66% disa-
greed with the same statement.

Sharing information on a specific illness in any lan-
guage challenges the speaker’s communicative ability, as
it requires the synthesis of a medical register into one
which befits a more colloquial style. For this reason, it is
expected that communicators with a lower level of oral
proficiency will find this stage of the consultation more
challenging. The MBChB curriculum equips graduates

| am able to give my patient the necessary instructions in IsiXhosa in
order to conduct a clinical examination

70%
62%
60%
50%
40%
30%
20%

10%
Strongly agree

Agree

W 2007 w2008

Uncertain

] TH | B

Disagree Strongly <Blank>

disagree

m 2009 m2010 w2011

Fig. 4 Reported ability to give instructions in isiXhosa during a clinical examination per cohort
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| am able to explain to my patient about his/her illness and assess
the understanding

40% 37%

35%

30%

25% 22%

20% 17% 15%

15% 12%

S I : I I
5%

Strongly agree Agree

Uncertain

37%

29%

15%

% 0,
|

<Blank>

D

Disagree Strongly

disagree

® Afrikaans W isiXhosa
Fig. 5 Reported ability to explain and assess understanding of patients’illness

with the knowledge to counsel patients on a myriad of ill-
nesses. The BaDr course offers multilingual exposure to
systems covered in the Year 2 and 3 curricula; the gen-
eral examination, the cardio-vascular, respiratory and
neurological systems, as well as HIV/AIDS, anaemia and
jaundice. Therefore, where illness is concerned, the mul-
tilingual clinical ability in many interns is limited.

Making a diagnosis and the associated vocabulary and
new knowledge such as breaking bad news was a vital
addition to the isiXhosa courses after 2007. Subsequently,
the negative response is to be understood, as respondents
do not feel that they possess the vocabulary to under-
stand the range of possible isiXhosa responses.

Interns can explain to the patient how to use their
medication and assess their understanding thereof
Despite the uncertainty of some respondents, 68% agreed
that they had the capacity to explain to a patient in Afri-
kaans how to use prescribed medication, and to assess
the patient’s ensuing understanding (Fig. 6).

Prominent themes covered in the Languages strand,
include establishing the presenting complaint, taking a
relevant history, discussing the nature of the illness and
its management. Regarding the prescription of medi-
cation, students are taught only a generic vocabulary.
They do not possess the terminology to discuss types of
medication, how frequently it should be used and what
its indications are. Here too there is a possible termino-
logical deficiency as only illnesses covered in the Family
Medicine courses were taught in the Languages courses.
The graph highlights a comparison of the context rel-
evant to this category with the preceding one (Fig. 5). It
reveals an emerging trend in the Afrikaans component
of this survey: a gap in multilinguistic content knowledge
is directly proportional to an increase in an ‘uncertain’
response in the associated survey question. Multilinguis-
tic content knowledge is having the necessary vocabulary
to communicate on information relevant to a specific
domain. In this case there was a gradual increase in the
number of respondents who were ‘uncertain’ (12%) about
their ability to talk about the prescription of medication.

I am able to explain to my patient how to use their medication and
assess their understanding

60%
50% 48%
40%

30%

40%

23%

20% 9
20% A 15%
12%11%
10% 6%
. m il
Strongly agree Agree Uncertain Disagree Strongly <Blank>
disagree

Fig. 6 Reported ability to explain how to use medication

m Afrikaans misiXhosa
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In the previously reported category of understanding the
Afrikaans cultural context better, the uncertain response
was 28% (see Fig. 2), which reinforces the assertion that
it is linked to a gap in multilinguistic content knowledge.

Of the interns, 24% reported that they would be able to
explain the use of medication in isiXhosa, which invari-
ably involves the use of different types of clicking in isiX-
hosa (Fig. 6), which students anecdotally report as having
a measure of difficulty. If the interns are unable to pro-
duce isiXhosa clicks appropriately, the pronunciation
would alter the meaning of the words. Thus, misunder-
stood instruction may then have an adverse effect on the
communicative process, as well as potentially harm the
patient’s health. It is thus understandable that collectively
63% of respondents report that they would be unable to
explain medication use.

Interns can counsel the patient on basic health promotion
Health promotion is not an explicit outcome of the com-
munication skills courses. Consistent with the previously
predicted trend in Afrikaans, Fig. 7 shows an increase in
the ‘uncertain’ response, where 17% of interns identified
themselves as such. Of the respondents 54% agree that
they were able to counsel their patients on health promo-
tion, while effectively 29% felt that they were unable to. It
must be remembered that a large percentage of respond-
ents received some tuition in Afrikaans at school prior
to commencing the communication skills courses which
meant that their starting point for the development of
Afrikaans was different to that of isiXhosa.

In isiXhosa, a low score in this category may be
expected in participants who are learning a language
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non-cognate to their mother tongues. According to the
data only 19% of respondents agreed that they could
offer appropriate health promotion in isiXhosa. Health
promotion communication places immense linguistic
demands on a speaker who has limited proficiency in
the language. It requires not only encyclopaedic knowl-
edge of the topic, but also the ability to synthesise and
correctly apply the appropriate grammatical, phonologi-
cal, morphological and lexical knowledge. The statistics
in this category therefore suggests that this is one area
in the BaDr communications course that requires atten-
tion. The challenge however does not lie in expanding
the existing course, but rather identifying where and how
additional information is included in a demanding cur-
riculum delivered under tremendous time constraints.

Qualitative focus group findings

Participants in the focus group interviews agree that even
learning the basics in Afrikaans and isiXhosa languages
during their medical training has helped them with
their present clinical work as evidenced by the following
comments:

...I needed to like use what basic knowledge I had.
1 find that in that way the introduction was useful.

You're not going to know all the Xhosa that you learn
at med school, internship you forget like 90% of it,
but most of it like isifuba (chest problem), comes in
handy.

I think it has made us better doctors. And I think
that it was, the language that ...at first are very lim-

| am able to counsel my patient on basic health promotion
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Fig. 7 Reported ability on how to counsel patients on health promotion
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ited and usually only applicable to medicine so I
can’t ask a lot of other things other than direct medi-
cal questions, but it is enough that I can get through
if I am stuck without a translator.

Although some interns do not feel that they mas-
tered a high-level proficiency in the languages, they do
believe that the communications skills in the additional
languages assisted them with the ability to do their jobs
more effectively as interns. As one participant states
above, I think it made us better doctors. In addition to
the curriculum assisting with vocabulary and extensive
knowledge of question formation that helped with his-
tory taking, it also created an atmosphere where patients
were more at ease seeing their doctor.

Yeah, I think it was overall very helpful. The look on
people’s faces when they've been frustratedly trying
to communicate with people, and you just say one
sentence, and they all laugh, all of them will laugh...
Aaah! And you just suddenly become the most
amazing person in the room. It's a lovely feeling just
to think that they know you actually made the effort.

I think it is actually quite amazing when you walk to
a patient and they see you and you greet them, and
they answer you. And then they immediately almost
want to speak to you and that the fact that you are
not that articulate doesn’t actually matter.

From the group discussions there appears to be a gen-
eral sense that the introduction of languages into the
medical curriculum has been helpful in assisting with the
interns’ clinical work, as they are able to assist patients. It
also fosters better relationships with patients when they
access the public health care system, as evidenced from
the participant comments above.

Curriculum design feedback
As Tyam and Mohamed et al. contend, there was also
critical feedback from the respondents with regard to the
course design, which had been updated after the annual
course reviews [33, 34]. Although Beginners receive inde-
pendent classes, respondents felt that the basic grammar
of the languages was not optimally taught, specifically
within the isiXhosa teaching. Many respondents felt that
they had their steepest learning curve with isiXhosa. For
most it was not a subject at school, unlike Afrikaans, and
therefore they needed to be grounded in the basic gram-
mar, which would require extra tutelage.

The universal feeling is that the way the isiXhosa
course was structured could be improved to incorporate
greater learning support with basic grammar, syntax and
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noun classes as important starting blocks that were not
included when the course was introduced to them.

I suppose, once you get the vocab down... then you
will have to start putting sentences together. But like
keeping it basic. And just making sure the sentence
is built up gradually word by word added together.
And at the end you say [a] sentence and you actually
know what you are saying.

No, I don’t think roleplaying and that will actu-
ally help, it's more the teaching us how to construct
a sentence basically or understanding it. I think it
would take more than probably the little time that
we have in order for us to learn a language.

Students want structured, scaffolded language instruc-
tion rather than learning phrases where they were unable
to use the building blocks of the language to explore and
experiment with the languages themselves.

I was also thinking more in terms of the personal
responsibility. If you learnt the basics, more basic
like language structure and stuff then you have more
something to work on in terms of building up your
own skills as opposed to just learning sentences.

This participant compared her learning of the language
with what she remembered from school and how her
school experience was more useful.

But I remember thinking at the time that when we
were learning at school, we learnt it more in terms of
principles, whereas at varsity I found it was a lot of
trying to memorise long sentences, you did not even
know what the different parts of the words meant. ...
And I remember thinking that I much preferred it
the way we did it at school.

While interns, who were Beginners, were able to com-
municate some ideas and commands to patients in their
mother tongue, one respondent said things usually “fall
apart” when the patient would respond, which points
to a greater need for vocabulary and semantics particu-
larly for the Beginners. Some interns report calling on
other medical staff, such as nursing staff, students, other
patients, and often porters to assist with translations,
which however provides adverse challenges and ethical
concerns.

The value of early exposure and application

during the undergraduate years

At no time did participants express that they had reached
a point where the knowledge of Afrikaans and isiXhosa
had been saturated, and the only way they might improve
their proficiency levels was through practice.
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...I mean we are there for six years. So, in that time, if
the training was started at the beginning and ended at
the end and became more medical focused only at the
end and beginning started very generally with conver-
sational languages, then you would have had six years
of training and you would have developed the breadth
of the language that is necessary to understand...

.1 think I would stress the clinical part and incorpo-
rating the language in the clinical part because that's
the only way to remember.

Participants also highlighted the importance of get-
ting early exposure to the purpose of learning the lan-
guage. They agreed that they were not motivated to learn
the language as students, as their focus was medicine. The
interns admit that they had not realised that languages
would assist them in their careers, allowing them to be bet-
ter doctors. This participant suggests that early exposure to
a clinical setting might emphasise the importance of learn-
ing languages while studying medicine:

Perhaps even taking just like one trip with the people
right at the beginning to Gugulethu and put in small
groups with a consult doctor at a time. And then just
letting the consult doctor continue doing the nor-
mal thing, and at the end maybe the doctor can just
explain to them because we all feel like that because
we are working there now. You know, just so they can
see the frustration of a patient being on anti-hyperten-
SiVes...

It appears the interns felt that if they are able to under-
stand the importance of language coupled with clear, real-
istic sets of outcomes for their learning, there may be better
participation from them during their undergraduate years.
It was suggested that the only way they might improve their
proficiency levels was through integrated practice during
the clinical years of undergraduate study.

However, in a study of the undergraduate student per-
ceptions of the communication skills courses at UCT [34],
only 52% indicated that they worked on their isiXhosa (in
varying amounts of time), while 53% indicated that they
worked on Afrikaans (in varying amounts of time) on a
weekly basis. This ties into the focus group comments, that
as undergraduate students they needed to invest more time
on the additional languages and explains why many interns
felt a lack of confidence in using the additional languages to
communicate.

Limitations of study

The limitation of the study has typical features of a lon-
gitudinal study in that the response rate was low, as fol-
low-up with participants after leaving the university was
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nearly impossible to maintain. It was thus difficult to
guarantee participant respondents who were predomi-
nantly in the WC, the primary space in which gradu-
ates were expected to practise after graduation. Some
respondents may not have been within CHCs where they
were able to utilise the additional language communica-
tion skills. The study could therefore not determine what
the nature of their clinical exposure would have been had
they not been placed in the WC. An annual review of
cohorts, therefore, should be a future consideration.

We were able to establish the degree of individual
reported competencies, but we could not determine the
full impact thereof due to the placement of interns in
provinces where the need for interaction in the target
language is minimised. In order to establish full impact,
a follow-up study of UCT medical graduates practising in
the WC would be the logical next step.

Recommendations

When this study was initiated, UCT was one of the first
institutions in South Africa with a comprehensive addi-
tional language programme embedded into Health Sci-
ences curricula. The University of the Western Cape,
Stellenbosch University, The University of Kwazulu Natal
and The University of Pretoria amongst others have also
launched similar additional language courses in different
fields.

In the UCT MBChB degree, the programme is one that
integrates the learning of the languages within the con-
tent of clinical courses across several years. This study
advocates that other institutions continue to follow suit
by incorporating the predominant additional languages
in their respective provinces.

Interns in our study confirmed recommendations in
the study by Mohamed, Roche et al., (2019) that addi-
tional contact periods could be offered instead of just one
weekly contact session of one-and-a-half hours.

In pursuance of a more rounded skill set, the course
convenors and designers explored the possibility of
addressing gaps in the Languages curriculum. One such
initiative is the compulsory SSM, which commenced in
2009. The SSM should be strengthened and expanded to
include a larger cohort of future students.

Additional variables that need acknowledgment and
attention in the existing course in relation to the speed
of developing proficiency in a language, include the effect
of fostering an attitude of willingness to learn a new lan-
guage and creating a culture of self-directed learning by
foregrounding the necessity and relevance of consulta-
tions in the patient’s mother tongue.

Some interns, who are beginners in the target lan-
guages continue to grapple with the retention of gram-
mar and vocabulary that they had learned during their
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undergraduate years. A solution to this matter would
be to tweak the existing curriculum to the extent that
it offers a blend of verbal and embodied communica-
tion to establish the primary presenting complaint with
certainty. Mastery of this can be tested during regular
Objective, Structured Practical Examination type assess-
ments (OSPE’s) which are conducted throughout the aca-
demic year.

Most of the interns who participated in this study did
not have access to multimedia materials produced in
Afrikaans, English and isiXhosa, which were developed
in 2010 to supplement their classroom learning. These
electronic materials are available on an Open Educa-
tional Resource, on OpenUCT (Clinical Skills Examina-
tion Procedures: Afrikaans and isiXhosa (https://vula.
uct.ac.za/x/5lgphv), where current and past students
have access to these practical learning aids that bolster
discipline-specific communication skills. Tools like this
could be combined with a future in-class focus on dyadic
communication in both languages. Interns would not
only understand patient responses with greater ease but
would continue to deepen overall communicative abili-
ties and cultural understanding as they interact with their
patients.

Conclusion

The findings of this study provide insight into the degree
of perceived communication competency in the addi-
tional languages that is achieved in the authentic work-
place context. The study has shown that the usefulness on
each of the probed categories was not consistent across
both languages. One of the contributing factors leading
to this inconsistency was identified as the non-cognate
relationship between Afrikaans and isiXhosa in respect
of syntactic, morphological and semantic relations.

The results also confirm a misalignment between the
languages that are most spoken by doctors and those spo-
ken by patients, as determined in previous studies. Often
patients are more likely to speak a language other than
Afrikaans, English and isiXhosa during their encounter
with a doctor.

Interns report understanding the cultural context
related to isiXhosa better than for Afrikaans. They can
greet patients fluently (equally in both languages), and
understand their replies, more so for Afrikaans than for
isiXhosa.

Relative to Afrikaans, a larger proportion of interns
indicated an inability, or uncertainty, to establish the pre-
senting complaint in isiXhosa.

The interns can ask relevant questions to obtain a his-
tory from a patient in Afrikaans and understand patient
responses to their questions, but to a lesser extent in
isiXhosa during clinical examinations. Interns could also
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give patients the necessary instructions and were mostly
able to understand their replies better in Afrikaans, than
in isiXhosa.

Of the interns who responded more than half (54%)
were confident in their ability to counsel patients on their
illness in Afrikaans, while less than half (17%) reported
the same for isiXhosa.

Interns possess the terminology to discuss types of
medication, how frequently it should be used and what
its indications are. Twice as many interns were confident
to explain in Afrikaans how to use their medication com-
pared to isiXhosa.

The results in the category for health promotion sug-
gest that this is one area in the BaDr communications
course that requires attention. There is thus doubt
whether an investment of one contact session per week is
sufficient to ensure appropriate growth and development
for students to reach levels of the additional language
proficiency.

Overall, qualitative focus group findings indicated that
the knowledge of even the basics of the target languages
were beneficial to interns within their present clinical
environments.
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