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Definitions of terms

Emergency Centre

- Centre providing urgent healthcare 24 hours a day
Emergency Medicine (EM)

- The division of medicine that gives emergency care to patients

List of Abbreviations

EC: Emergency Centre

LEP: Limited English Proficiency
RCWMCH: Red Cross War Memorial Children’s Hospital
VHW: Victoria Hospital Wynberg

NSH: New Somerset Hospital

ERH: Eerste River Hospital

KH: Khayelitsha Hospital

KBH: Karl Bremer Hospital

MPH: Mitchells Plain Hospital

UCT: University of Cape Town

NHRD: National Health Research Database
WCDoH: Western Cape Department of Health
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Part A: Literature Review

Obijectives of Literature Review

* To describe the importance of language as a medium of communication in health care

* To describe the amplified negative effect of these language barriers in the Emergency Center (EC)

* To describe international literature findings on effects of language barriers in health

« To describe the South African healthcare challenges with regards to communication and languages spoken

* To describe previous South African evidence on the effects of the language barrier on patients and staff

Literature Search Strategy

To identify relevant articles a systematic search of the literature was performed. The databases PUBMED, MEDLINE
and COCHRANE were searched for articles published between January 1995 and January 2020. Google and Google
Scholar were also searched to identify relevant literature. In each database, a search was performed using the terms:
“language barriers and health, communication barriers and health, language barriers in health and South Africa”.
Relevant articles identified in the references of sourced articles were also reviewed. Titles and abstracts were initially
screened for relevance to the review. Articles that related to language barriers and language difficulties within the
health context were screened. Articles with low relevance were excluded.

Literature Review
Introduction

Many patients throughout the world are seen in an Emergency Center (EC) where none of the doctors are able to
communicate with them in a language in which they can express themselves with ease. They may be experiencing
chest pain, which in itself is anxiety-inducing and often makes it difficult to communicate. They then have the added
burden of trying to make the doctors understand their symptoms in another language. This unfortunate circumstance is
only too real for refugees in foreign countries, minority groups, asylum seekers and in the case of South Africa, a
significant part of the population in their own country.(1, 2) The Oxford English Dictionary defines communication
as, “the activity or process of expressing ideas and feelings or of giving people information, speech is the fastest
method of communication between people”.(3) This review describes the international literature around language
barriers in health care, current methods and effectiveness of these methods used to overcome language barriers, and
then in the SA emergency care environment.

Significance of lanquage barrier in emergency health care

In busy ECs the world over, medical staff need to be able to determine the cause and degree of severity of an illness
quickly and efficiently. Communication is vital to patient-doctor interactions. Doctors need to take a history to
formulate a differential diagnosis, explain a plan of action or treatment, take consent for procedures, and explain
discharge instructions to patients and care-givers. The more complex or emotional the condition, the greater the need
for language proficiency to achieve adequate care.(4, 5)

In numerous international studies it has been strongly noted that language barriers in doctor-patient interactions have
significant adverse outcomes for patients and their families. They can also add additional strain to the health care
system.(2, 6-8) In an American cross-sectional study conducted on patients 10 days after they presented to the
emergency department, more than 50% of non-English speaking patients were not satisfied with their experience, and
a significant percentage attributed it to communication problems. (6) Another study found that doctors altered their
approach when faced with a language barrier which resulted in a higher rate of resources being used and longer
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duration of time in the EC(2). A troubling adverse effect of language barriers found by Jacobs et al (4) showed limited
English proficiency patients being more at risk due to medical errors when compared to English speakers. From the
literature it is evident that language barriers, in health care and the EC, undoubtedly result in suboptimal clinical
outcomes, increased use of already limited resources and poor patient satisfaction (1, 2, 4, 6, 7, 9-12).

International strategies around language barriers

In recent years the issue of language barriers in health care has come to the forefront, partly due to civil unrest and
war, resulting in mass population displacements. Many European countries have experienced large numbers of
refugees which bring to the fore the problem of patients being unable to communicate with health care professionals
(5-8). Meeuwesen (12) found that some countries such as the Netherlands have recognized the importance of good
communication and professional interpreter services are available by telephone within two minutes. This has been
legislated and made possible with government funding. In many other countries practitioners regard communication
as the migrants’ problem or responsibility, thus inadvertently neglecting patients’ rights. In 2000, the United States
Department of Health and Human Services Office for Civil Rights, stated that “denial of adequate interpreter services
to patients with Limited English Proficiency (LEP) is a form of discrimination”.(11) Similarly, in 2013 the Israeli
government passed laws stating every patient had the right to discuss their problems in their mother tongue(12).

In the face of the current humanitarian crises throughout the world many studies regarding the impact and best
possible solutions to language barriers in the EC have been undertaken(4, 6, 7, 9-11, 13-16). To assess if legislation in
the USA improved communication, Lee et al(11) in 2006 conducted a national survey across 149 academic hospitals
and received 2,047 responses (a 60% response rate). In it she found that only 55% of doctors took time to assess if
patients required an interpreter and of these only 35% used a medical interpreter. When faced with language barriers
84% of respondents indicated they used ad hoc (informal) interpreters 77% of the time in the form of adult family
members, friends, and other hospital employees, and 22% (including 37% of paediatric and emergency medicine
residents) used children. Lee et al (11) concluded that even with legislation, when faced with language barriers, most
doctors used informal interpreters including minors. This practice may result in negative consequences such as
misinterpretation and miscommunication either due to poor language skills by the interpreter, poor knowledge of
terms, and mismatch of words between languages resulting in persistent suboptimal outcomes. Based on humerous
studies the international literature supports the use of professional interpreters (4, 6, 8-11, 14, 17). A professional
interpreter should be a person who has proficiency of language, is trained in medical terminology, is culturally
sensitive, has good personal skills and is certified by a reputable institute (18, 19). Use of such interpreters have been
shown to result in a reduction of unnecessary tests, treatments, admissions, improved adherence, reduced hospital
stays and need for re-admission, thereby improving overall quality of care and patient satisfaction(4, 6, 7, 9-11, 13-
16).

Swartz et al (17) stated “the issue of language diversity is in fact greater in many low and middle-income countries,
however affordable models for making health services available to a range of linguistic communities are scarce”. (17)
In low income countries legislation may be enacted, however financial restraints and already strained health systems
do not have the luxury of training and deploying professionally trained interpreters. An example of this is a Ghanaian
initiative looking at using a pre-existing technology by creating a mobile application to improve health information
given to patients instead of expensive training of interpreters.(15) By dialling a specific code health information in a
specific language is sent to the patient by text message. This however is used more for doctor-patient interaction in
non-urgent situations.

Language in South African Health Care and the use of informal interpreters

In South Africa, research on language barriers was scarce prior to 1993 and the end of apartheid rule. In a notable
study done soon after the first democratic election in South African (1993-94), Crawford (1) interviewed doctors,
nurses and patients over an eighteen month period at two major inner-city academic hospitals and in three township-
based day hospitals in Cape Town. Crawford recognized and documented that there were discrepancies in doctors’
ability to communicate with isiXhosa speaking patients in the Western Cape and that the problem would only get
worse with the increased movement from the rural areas to the greater Cape Town metropole. Of importance, due to
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apartheid in South Africa, Crawford, commented on the power dynamic between doctors, nurses and patients whereby
doctors are in the dominant position during any consult and patients are often disempowered. Crawford argued that the
language barrier was yet another tipping scaling leading to greater power of the doctor over nurses and patients. This
led to nursing staff reporting that they had no choice in interpreting, no recognition for it by the doctors who felt it was
their job, and no remuneration as it was an additional task to their already busy workload. Crawford’s article, “We
can’t all understand the white’s language: an analysis of monolingual health services in a multilingual society” (1)
stated that no ready-made international solutions could be applied to the problem faced by South Africa as it was a
problem that was institutionalized over a considerable period of time. The article pointed out the fact that accepting
the problem would be “painful” due to the legacy of the previous government policies but was hopeful as a “rainbow
nation” that this could be resolved, as at the time the country was in a total state of transformation. She concluded “for
health care is to become accessible and effective, the political will to address the ‘language barrier’ at all levels will
have to be found.” (1)

Soon after Crawford conducted his study the new constitution of South Africa was adopted and the importance of
communication was well recognized in South African law with all services guided by the Batho Pele principles(20).
These are aligned with multiple constitutional ideals such as “providing service impartially, fairly, equitably and
without bias” and “utilising resources efficiently and effectively” (21). These principles also acknowledge the
patients’ rights charter which states “a patient has the right to be given full and accurate information in order to be able
to make a decision on testing or treatment and all necessary health information must be given to a patient in a
language understood by the patient and any proposed treatment must be explained to the patient”(22).

As previously noted legislation alone is not always enough even in countries without limited resources. In 1998, a
study at Chris Hani Baragwanath Hospital (Johannesburg) by Saohatse (18) still found language barriers to be a
significant problem in both hospital wards and in the EC. Nursing staff or lay interpreters, were still being used as no
formal interpreters were available. In a series of scenarios in different areas of the hospital it was concluded that the
use of informal interpreters resulted in poorer quality of care, inappropriate discharge, patient distress, medical
consequences and non-compliance with medication(18).

In 2005, a study explored the consequences of language incompatibility between clinicians and patients. Levin (23,
24) found, that both language and culture resulted in a misunderstanding of basic asthma care between doctors and
isiXhosa speaking parents at Red Cross War Memorial Children’s Hospital (RCWMCH), Cape Town. Levin
described that doctors in many South African ECs’ relied on codeswitching (with doctors and patients switching
between two languages) allowing the patient to converse in his/her own first language and the doctor to respond in
their own language. A basic understanding of essential terms and phrases helped to improve communication but also
led to misunderstandings as often certain words do not exist in another language or in the vocabulary of the patient or
doctor(23, 24). These misunderstandings often occur even when patient-doctor interactions occur in the same
language due to medical terminology not being explained in layman terms. As found in the above study this is
worsened when only a few basic terms were learnt.

Levin’s (25) follow up study in 2006 aimed to identify barriers to optimal care for isiXhosa-speaking parents of
patients at RCWMCH. A questionnaire was administered to isiXhosa-speaking parents of children admitted to the
short stay ward at RCWMCH. Parents stated the following difficulties: understanding doctors (64%), making
themselves understood (54%), asking questions (38%), dissatisfaction with communication (69%) and concern about
negative consequences (45%) for them or their children. Overall, more parents reported communication problems as
more troubling than structural or socioeconomic concerns. The study concluded that barriers to good care for
isiXhosa-speaking parents were first due to language issues, closely followed by socioeconomic issues. Levin
ultimately suggested, as did previous American studies, that more interpreters should be available and that medical
staff should receive language training in order to holistically care for their patients (24-26).

In 2006 Schlemmer et al (27) conducted interviews with members of staff and patients at Hottentots Holland Hospital
(HHH), a district hospital in the Cape Town metropole. Staff mainly spoke Afrikaans or English and patients
predominantly isiXhosa. Language barriers were found to result in poorer work efficiency and reduced certainty of
diagnosis. They also caused ethical dilemmas in trying to take consent, negatively influenced patients and staff
attitudes towards each other, decreased satisfaction with care and caused cross-cultural misunderstandings. Staff
recommended language and culture training, even with the extended workload this brings, to be the best solutions in
addition to medically trained interpreters.



In 2010, in conjunction with the Western Cape Department of Health, Deumert (28) conducted an empirical study in
three public hospitals (one each of metropolitan, urban, and rural hospitals) in the Western Cape. It focused on how
the medical system in the Western Cape was coping with language related issues in the face of increasing numbers of
isiXhosa-speaking patients. Expanding on previous studies this article took a look into “‘unproductive patient—provider
interactions’ and argued that linguistic issues played a central role in such interactions. It is stated that the minimum
criteria for communication is a common language. In a multilingual South Africa, this could, however, prove
challenging. Questionnaires, staff and patient interviews as well as ethnographic observation were the source of data.
Interviewees included nurses, doctors, pharmacists, therapists as well as non-medical staff who had direct contact with
patients, and/or were regularly pressed to be interpreters. The results were in keeping with previous studies with
patients expressing dissatisfaction with doctors’ inability to communicate and care. It was concluded that the language
barrier at the hospitals studied lead to the systematic marginalization of patients who couldn’t express themselves in
the main language(s) used by health providers. It was strongly suggested that what was needed was comprehensive,
professional interpreting services at each health facility. Deumert stated “language and communication are essential
for equitable and effective health delivery in multilingual societies. ‘Unproductive patient—provider interactions’ due
to language barriers directly impede medical diagnosis, treatment, health education, and trust”. (28)

Hussey (29) in 2013, echoed the sentiments of studies before when she stated “communication can become time
consuming, which increases frustration levels and decreases empathy, approachability and confidentiality” and that
untrained, ineffective interpreters and overworked nurses are not suitable to address the problem and multilingual
education, as a part of professional training, and trained interpreters are required.

A systematic review by Tate (30) in 2015 brought forward the need for more research on the effects of language
barriers and ways to limit adverse outcomes due to language barriers in the pre-hospital setting. A follow up study the
following year by Tate et al (31) examined communication strategies used by emergency medical personnel when
challenged by language barriers as part of an, international study, in the Western Cape (South Africa) and New
Mexico (USA). Across the study, 3rd party telephonic interpreters were available at both sites (although seldom used
in SA) and noted to be the most effective strategy, with limitations being time delays. Field providers across both sites
also used similar techniques such as relying on bystanders, multilingual co-workers and nonverbal communication.
Other limitations also noted were time delays, breaches of patient confidentiality, and inaccurate interpretation.

In 2016, two additional studies were conducted by Penn et al (32, 33) which focused on pre-hospital language barriers.
Penn et al successfully decreased time to dispatch medical personnel using conversational analysis at a call centre in
the Western Cape. Training call takers to be more precise with their introductions and acknowledging the callers
preferred language was the key.

Significant time has passed since Crawford’s conclusion in 1993 that professionally trained interpreters would be
needed and that legislation would be required to ensure change. In the Western Cape, legislation in the form of the
Western Cape language policy (34) is in place but from the above studies it is clear that the ideal of having trained
interpreters in the health system has still not been realized. This is perhaps best summed up by the article “Still lost in
translation” (35), which reviewed relevant medical and linguistic journals dealing with the language barrier in South
Africa. It stated that in 2016 it was still common practice in South Africa to use family members, nurses, cleaning staff
and even sometimes fellow patients as interpreters. The use of informal interpreters resulted in lack of patient
confidentiality, miscommunication with possible misdiagnosis and life threatening consequences and patient
dissatisfaction. In addition staff such as nurses often became resentful at having to interpret in addition to their own
duties in a busy stressful EC(35).

Just as many countries are struggling to find a solution to language barriers in health care, South Africa is also
attempting to bridge the gap between the legislative ideal and the reality of limited resources.

Possible solutions for language barriers in the South African Health System

With 11 official languages in South Africa, different languages are prevalent in different regions of the country. In the
Western Cape, according to the 2011 census, 34.9% of the population spoke Afrikaans, 29.2% spoke isiXhosa and
27.8% spoke English as their first language (32). The Western Cape initiated a language policy in 1998 that equally
recognizes English, Afrikaans, and isiXhosa in all aspects of government services(34).
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Community Trained Interpreters

In South Africa it has been noted that English was used in more than 80% of medical interactions occurring across
language and cultural barriers and most consultations were in a patient’s second or third language (23). In December
2011, based on studies from Crawford, Levin, Hussey, Tate and many others the Western Cape Department of Health
initiated a pilot project to train community interpreters to help address the language barrier experienced by isiXhosa-
speaking patients. Fifteen first-language isiXhosa speakers who had graduated with a minimum of Grade 12 (Matric)
were recruited on a contract basis. They received a three day training course in Interpreting and Psychiatry, after
which they were placed in six Western Cape Public hospitals as intern interpreters. Due to funding reduction by March
2012, all interns were re-appointed as administrative personal. By this stage only eleven interpreters were still
employed due to attrition and resource constraints. It was only in 2013 that permanent posts were created by the
Department of Health for these interpreters and by then a further two had resigned. Benjamin et al (36) concluded that
most community trained translators were not emotionally or practically prepared for the challenges of translating, and
there was uncertainty between the government and health department about how community translators fit into the
health system. There was a disagreement between the government, health department and hospitals as to who is
responsible for paying these community trained interpreters. Within the hospitals the interpreters felt underutilized and
were often used more for administrative roles rather than for their interpretation skills. It was concluded that the
issues of roles, remuneration, supervision and emotional support would need to be addressed immediately(36).

It has been proposed by Van Den Burg (35) that perhaps the best solution for the South African context would be
specialised interpreters who are trained in medical terminology. “Being able to converse with patients in their first
language builds respect, trust and rapport between healthcare providers and patients, while improving cross-cultural
understanding, all of which are vital components of effective patient care”(35).

Telephone Interpreters

The use of 3rd party telephonic interpreters was explored in a prehospital study and found to be more effective than no
interpretation or informal interpretation. The main limitations were time delays(31). In a busy South African EC, time
delays are not only economically costly but can cause significant comorbidity due to delay in information and
ultimately treatment.

In the Western Cape, a telephonic interpretation service, called Folio Intertel Telephonic services is currently available
to government hospitals but further study needs to be done to ascertain if this resource is being used or if it has
reduced the effect of the language barrier.

Health Professionals Learning More Languages

Recently, there has been a push towards health care professionals being culturally competent(37), that is to learn a set
of attitudes and communication skills that allow them to be sensitive to the culture of their patients. However in the
article “Cultural competence or speaking the patient’s language?” it is argued that in order to be culturally competent
as professionals, language must be systematically addressed in medical institutions(37).

English is the dominant language in South African universities, despite the fact that it is only the sixth most spoken
home language across the country(38). The public health system is responsible for the majority of uninsured, poorer
South Africans whose first language is not English(29).

In 2019, Docrat et al (38) showed that South African Universities are now progressively more aware that students
need to be more linguistically competent to properly help the majority of people accessing their expertise who can’t
speak English. Although vocation specific language courses were available soon after the apartheid era, Crawford (1)
noted that these course were not mandatory and did not affect students grades.

Today each University has its own language policy and can vary this from course to course even within the same
institution. At Rhodes University isiXhosa is mandatory in journalism and an elective for pharmacy students. At UCT,
isiXhosa and Afrikaans courses are integrated into the medical degree and must be passed. The University of Limpopo
has a bilingual (Sesotho/English) Humanities degree. The boldest step has been taking by the University of KwaZulu-
Natal (UKZN) which implemented a policy that all graduates must learn isiZulu regardless of their degree(38).

Mathews et al(39) used a survey, written test and oral exam to ascertain if 3™ year UKZN students had an improved
ability to converse in isiZulu. It was found that students had a positive attitude to learning isiZulu and rated their
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competence of the language higher. Ability to write the language also improved but their ability to communicate with
patients had not improved sufficiently for it to be used practically.

UKZN has now implemented the use of video technology which simulated clinical scenarios in isiZulu for
communication and language teaching(40). Other institutions such as North West University and the University of
South Africa, are also investigating technology to assist with language learning(38).

At the University of Stellenbosch, a study was conducted using formal lectures and e-learning to teach isiXhosa as a
second language to first year occupational therapy students. On completion a majority of students indicated that
adding e-learning to formal classes helped them learn the additional language(41).

In an ideal world all doctors would be able to communicate with their patients in a common language. South African
health departments, universities, doctors and allied health professionals have recognized the vital importance of being
able to communicate with patients in their own language. With this common goal each establishment has tried to
implement changes to try and reduce the impact of language barriers in the health system.

Conclusion

Internationally and in South Africa it has been recognized that reducing the language barrier is vitally important to
health care. Despite legislation, improvement of language access in the South African health system has been slow. A
majority of South African studies regarding language barriers in health have been conducted in the Western Cape,
with community trained interpreters, telephonic services and positive language policies being implemented at medical
schools. In 2019, how far have we progressed? Having implemented these positive steps have we been able to solve
the problem or do doctors in the Western Cape still perceive there to be a language barrier and if so what effects do
these barriers still have?

Has legislation, and change in mind set resulted in meaningful change to ensure that all citizens of South Africa have
equal opportunity to be addressed, in their greatest time of need, in a language they understand and relate to.
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Language Barriers in the Emergency Centre: A survey of doctors working in Western
Cape public sector hospitals on the perceived presence and impact of language barriers

Abstract
Background

Communication is vital to patient-doctor interactions especially in emergency centres (EC). It is evident from
international and South African studies that language barriers result in suboptimal clinical outcomes, increased use of
already limited resources and poor patient satisfaction. In the Western Cape, initiatives such as community trained
interpreters, telephonic services and multilingual language policies have been implemented to improve communication
between doctors and patients.

Objectives

This study was done to ascertain to what extent language barriers are perceived to still exist by doctors in emergency
centres in secondary public hospitals in Cape Town.

Methods

A quantitative on-line survey of full time doctors in the ECs of six urban secondary public hospitals in Cape Town
was conducted in October 2019. Data was collected over a 5 week period and covered demographics, languages
spoken, (self-reported) fluency of languages spoken, languages encountered, perceived occurrence of language
barriers, perceived impact of language barriers and strategies currently implemented to overcome these barriers.

Results

Of the 119 doctors invited to complete the survey, 74 eligible responses were received. Language barriers still exist in
secondary public hospitals in the Western Cape. The majority of doctors spoke Afrikaans and no isiXhosa speaking
doctors took part in the survey. Half of the doctors surveyed stated they would not be able to take a history in isiXhosa
without an interpreter. Most (97%) of doctors had not heard of community trained interpreters and only 23% had ever
used the telephone interpretation service available. Perceived consequences of language barriers include: inability or
longer duration to get a history, increased use of resources, and patients returning because they did not fully
understand the treatment plan. Informal interpreters such as nursing staff and family members were used most often to
overcome language barriers. No official interpreters were available to assist in person and doctors are either unaware
of telephonic interpreting services or woefully under-using this service. Due to language barriers, doctors are left
feeling frustrated with themselves or sad for the patients that they are meant to be helping due to language barriers.

Conclusion

Reintroduction of community based interpreters, teaching doctors more languages and investment into technology-
aided translation services are possibilities that have been suggested by doctors and could be researched further to help
improve the current situation.
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Language Barriers in the Emergency Centre: A survey, of doctors working in Western
Cape public sector hospitals on the perceived presence and impact of language barriers

Introduction/Background

“Molo gqgirha ndiva iintlungu ezingamandla esifubeni enye into zihla ngengalo yase kunxele zigagamshelane
nomgqolo!” (Hello doctor, | have a heavy pain in my chest, which is going down my left arm and into my back’) This
presentation should get a doctor urgently ordering a bed, pain management, nitrates and an ECG. But it’s unclear how
much of a reaction it would get in many Cape Town Emergency Centres (EC) without an interpreter’s assistance.
Unfortunately, if we cannot understand our patients how can we treat them urgently as is often required in the
emergency centre? Communication is vital to patient-doctor interactions, and even more so in the emergency setting.

International studies have clearly identified that language barriers in doctor-patient interactions have significant
adverse outcomes.(2, 7, 8, 12, 17) It is evident from several studies that language barriers, in health care and the EC,
result in altered treatment approach from doctors, suboptimal clinical outcomes, increased use of already limited
resources, poor patient satisfaction and higher incidence of medical errors. (1, 2, 4, 9-13)

All government services in South Africa are guided by the Batho Pele principles.(20) These are aligned with the
constitutional ideals as well as the patients’ rights charter which states “a patient has the right to be given full and
accurate information in order to be able to make a decision on testing or treatment and all necessary health information
must be given to a patient in a language understood by the patient”.(22)

Several South African studies over the last three decades have recognized discrepancies in doctors’ ability to
communicate with isiXhosa speaking patients in the Western Cape.(1, 23, 25, 28, 42, 43) The use of informal
interpreters is common, and one study alarmingly found language incompatibility to be more of a barrier to receiving
adequate care than socioeconomic factors. (25)

The Western Cape adopted a language policy in 1998 which equally recognizes English, Afrikaans, and isiXhosa in all
aspects of government services including health care.(34) In 2006, a study noted that English was used in more than
80% of medical interactions and most consultations were in a patients’ second or third language.(23) Deumert (28) in
2010 investigated how the health system in the Western Cape was coping with language related issues, in the face of
increasing numbers of isiXhosa-speaking patients. The results were in keeping with previous studies: patients
expressed dissatisfaction with doctors’ inability to communicate, leaving patients feeling marginalized because they
couldn’t express themselves adequately. It was strongly suggested that comprehensive, professional interpreting
services was required.(28)

In an attempt to address the language barriers in healthcare in the Western Cape, initiatives such as training
community interpreters were initiated by the Western Cape Department of Health (WCDoH)(36). A telephonic
interpretation services, called Folio Intertel Telephonic services has been made available to public sector hospitals in
the Western Cape, providing telephonic translation services from 8:30am till 5:30pm for all South African languages
and 27 other languages.(44) In addition many South African Universities have adapted their undergraduate health
professional curricula to produce linguistically competent graduates to properly help the majority of people accessing
their expertise. Each University has its’ own language policy with the boldest step has been taking by the University
of KwaZulu-Natal (UKZN) which implemented a policy that all graduates must learn isiZulu regardless of their
degree(38).

Internationally it has been recognized that reducing the language barrier is vitally important to health care. In the
Western Cape, where community trained interpreters, telephonic services and positive language policies have all been
implemented, how far have we progressed? This study aims to ascertain how doctors in emergency centres in
secondary public hospitals in the Cape Metropole perceive the language barriers between themselves and their
patients, as well as the strategies they use to manage language mismatches in everyday consultations.

Methods

A guantitative on-line survey was conducted, using the Google Survey tool. Doctors in six urban secondary hospitals
in the Cape Town metropole (New Somerset Hospital (NSH), Victoria Hospital Wynberg (VHW), Karl Bremmer
Hospital (KBH), Khayelitsha Hospital (KH), Eerste River Hospital (ERH) and Mitchells Plain Hospital (MP))
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participated in the survey. These hospitals were chosen as they have specialist driven ECs, and generally serve patients
from predetermined surrounding geographical catchment areas, rather than a mix of distant referrals as seen at tertiary
hospitals. All South African emergency consultants, registrars, medical officers, community service doctors working
at the six hospital ECs were eligible to participate, but not foreign doctors such as supernumerary registrars, interns
and locum doctors who likely have different or briefer experiences.

A survey was developed to address key factors based on prior research on language barriers in hospitals in the
Western Cape, with input from the Linguistics Section of University of Cape Town. The survey was piloted (results
not included) and modified accordingly. It comprised Likert-type questions, short answer questions and scenario-
based questions to test actual practice rather than perceived fluency in different languages. Data collected covered
basic demographics, information about language proficiencies, and language barriers encountered in their workplace,
and finally about the perceived impact of language barriers, and commonly used strategies for overcoming language
barriers. Email addresses of eligible doctors in the six hospitals were obtained from the EC heads of each unit (or they
emailed the survey invite to their staff in some cases). All eligible doctors in each facility were approached via an
emailed survey link which was open for a period of 5 weeks with weekly reminders. All participants took part in the
online survey voluntarily and consented prior to beginning the survey. Participants were assured of the confidentiality
of their input, with all responses anonymized by the survey tool. There was no financial reimbursement for any
participants. Some results were followed up with personal communications with EC heads to clarity.

Approval to conduct the study was obtained from the Human Research Ethics Committee at the University of Cape
Town (HREC 315/2019) and from the National Health Research Database (NHRD) and hospital managers.

Data was captured into Microsoft Excel spreadsheets and analysed and reported using standard descriptive statistics
and graphics.

Results

Demographics of sample

A total of 119 doctors from six secondary public sector hospitals in the Cape Town metropole were emailed with an
invitation to complete the survey over a 5 week period in October-November 2019. Seventy five responses were
received (65.3% response rate). One survey response was excluded (intern not eligible to participate). There were
similar numbers of doctors participating from each hospital (all with similar staff numbers) (Table 1). On average,
the doctors had been working in an EC for 4.7 years (ranging from half a year to 22 years). The majority of doctors
spoke Afrikaans as their home language, and the balance English, with no home language isiXhosa speaking doctors
surveyed.

Table 1. Demographics of Participants (Doctors)

n %
Hospital working at
Eerste Rivier 14 19
Karl Bremmer 6 8
Khayelitsha 11 15
Mitchell’s Plain 17 23
New Somerset 17 23
Victoria 9 12
Home language
English 34 46
Afrikaans 40 54
isiXhosa 0 0
Length of time working in current EC
Less than 3 months 5 7
3-6 months 11 15
6 months - 1 year 17 23
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Greater than 1 year 41 55
Current qualification
Community Service 17 23
Family Physician 3 4
Emergency Medicine Consultant 10 14
Emergency Medicine Registrar 6 8
Family Medicine Registrar 2 3
Medical Officer 36 49

Languages spoken by patients

As reported by the doctors, Khayelitsha Hospital had a predominantly isiXhosa speaking patient population (91%),
Eerste Rivier Hospital a predominantly Afrikaans speaking patient group (58%), whereas the other four hospitals seem
to be mixed (Figure 1). Doctors also reported encountering languages other than the three official languages of the
Western Cape (Table 2).
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60%
50%
40%
30%
20%
10%

0%

Eerste River Karl Bremer Khayelitsha Mitchell’s Plein  New Somerset Victoria
Hospital Hospital Hospital

EEnglish @ Afrikaans @isiXhosa

Figure 1. Language predominantly spoken by patients at each Emergency Centre as reported/ perceived by doctors
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Table 2. Languages encountered by doctors other than 3 official language of the Western Cape

South African N Other Languages N
Languages
Sepedi 1 French 42
Sesotho 9 Shona 22
Setswana 4 Arabic/ Somali (Somalia) | 18
Xitsonga 2 Chichewa 7
isiZulu 17 Lingala 3
German 3
Mandarin 4
Portuguese 13
Kiswabhili 8
Other African Languages* | 6

* QOther (5 not specified, 1 Oshiwambo)

Language barriers

Of the 52 doctors that were interviewed for their current position (others were allocated to hospitals without
interview), only 31% (n = 23) of doctors were asked about their ability to communicate in the languages of patients
attending their hospital (the majority of these were medical officers, n = 18).

When asked how often they encountered a situation in which they were unable to communicate independently with a
patient, over half 55% (n=41) said sometimes, almost one-third stated (n=22) rarely, and 14% (n=10) stated often
(Figure 2). Noticeably in Khayelitsha, where the predominant language spoken is isiXhosa , the majority of doctors
(55%, n=6), reported encountering situations where they were unable to communicate with patients more than 3 times
a shift. All the doctors surveyed at Khayelitsha hospital encountered a situation where they were unable to
communicate independently with a patient at least once on every shift.

100%
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70%
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40%
30%
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10%
0

Mitchell's New Eerste
Plein Somerset River

X

Victoria Karl Overall

Bremmer

Khayelitsha

M Rarely (<1 per shift) B Sometimes (1-2 per shift) Often (3+ per shift)

Figure 2 How often doctors are unable to communicate with patients

Nearly all doctors felt able to obtain a history, explain a differential diagnosis, explain tests/images, obtain informed
consent, explain the next step and explain prognosis in English (>90%). A majority (>50%) also felt able to do so in
Afrikaans, whereas for isiXhosa, none of the doctors reported being fully able to complete any of these tasks in the EC
(Figure 3). Half (n=37) of the doctors reported not being able to take a history at all in isiXhosa and 70% of doctors
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could not complete the other 5 tasks in isiXhosa at all. In comparison less than 5% of doctors reported not being able
to complete any of these 6 tasks in Afrikaans, and 0% in English.

Ability in English
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Ability in Afrikaans
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Ability in isiXhosa
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Figure 3. Doctors perceived ability to perform routine emergency consultation tasks in the three official languages.
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In Eerste River Hospital, Afrikaans was the predominant language of patients, and 79% (n=11) of doctors at this
facility felt they were fully able to communicate with their patients. No doctors felt unable to communicate at all. In
Khayelitsha Hospital, where isiXhosa was the predominant language, none of the doctors felt confident in being able
to fully communicate with their patients. Only when taking a history did 64% (n=7) of doctors feel they would be able
to communicate somewhat with their patients.

Language services

Of the 74 responses, 88% (n = 65) of doctors were aware that the Western Cape recognizes English, Afrikaans and
isiXhosa as official languages of communication for all government services including health services. Just over half
(51%; n = 38) of the doctors were aware of the telephonic interpreter service “Folio InterTel Telephonic Interpreting”
(Folio) provided by the Western Cape Department of Health, and almost half (47%; n = 35) of doctors stated that
Folio was available at their EC. Of the 38 who had heard of Folio, 61% had never used it, 16% found it ‘good ‘at
improving communication, 13% found it ‘okay’ at improving communication, 8% thought it was not helpful at
improving communication, and 3% found it extremely tedious. Reasons cited for Folio not being helpful included
early closing times, the phone number not working, lack of visibility of the service, and difficulty getting a patient to
the phone to use the service. Of the doctors who hadn’t heard of Folio, 75% (n=56) wanted to know more about the
service and would be willing to use the service.

Only 7% (n = 5) were aware of the hospital-based community-trained interpreters provided by the Western Cape DOH
(none of the doctors had used these interpreters before), and none knew if this service was available at their EC. Of
those not aware of hospital-based community-trained interpreters, 38% (n=28) would be willing to use the service, and
62% (n=46) wanted to know more about the service and would be willing to use the service. Doctors across all sites
reported having no dedicated interpreters in their EC.

Consequences of language barriers

Doctors felt that language barriers impact negatively and result in more resources being used in most cases, with
inability or longer duration to get a history, and patients returning because they did not fully understand the treatment
plan. (Figure 4).
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Figure 4. Consequences of language barriers.

Language barriers left doctors feeling frustrated, sad and angry (Figure 5) with all doctors reporting that language
barriers are an important topic.
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M Frustrated with myself
B Frustrated with patient
M Sad for patient

Angry over delay

Figure 5. How doctors feel when unable to communicate effectively with a patient

Current strategies and recommended strategies

To assist with translation doctors report using medical personnel, family members, hospital support staff, other
patients and multiple forms of technology such as google translate. (Figure 6)

Nursing staff [N
Family member [N
Colleague [INENE—
Another patient [N

Other hospital staff * |G

Google translate / m
other tech

0 10 20 30 40 50 60 70 80
Number of doctors who chose (more than one choice was allowed)
*Qther (admin staff, cleaners, porters and security guards)

Figure 6 Strategies recommended by doctors to assist with translation

The majority of doctors, 78% (n=58) across all 6 facilities felt that a full-time interpreter on site for the three major
languages of the Western Cape was the best solution to overcoming language barriers (Figure 7). As a second option
‘language training for doctors’ or ‘technology aided devices to assist with translation” was almost equally favoured by
38% (n=28) and 36% (n=27) respectively.
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Figure 7. Possible interventions to improve language barriers.

Discussion

Doctors in secondary public hospitals in the Cape Town metropole still perceive language to be a frequent barrier
between themselves and their patients. Our findings are in keeping with previous studies which show that language
barriers increased resource use, increased time in the EC and resulted in poor patient satisfaction (2, 18, 45, 46).
Language is clearly still a barrier in this setting, affecting not only patient care and satisfaction but also doctors’
outlooks. In busy EC’s with long waiting times, and patients in need of urgent medical care, doctors are already under
a lot of pressure and delays in the system result in longer wait times and greater work load. (47).

Many studies show that the use of informal interpreters, clearly prevalent in these ECs, results in negative
consequences such as misinterpretation and miscommunication and does not improve patient care in the face of
language barriers (1, 4, 6, 7, 9-11, 14, 15, 18, 43, 48). The use of professional interpreters in high income countries
has resulted in a reduction of unnecessary tests, treatments, improved adherence, reduced hospital stay, or need for
admissions/ readmission (11, 18). Nurses are most often used to help translate which has been shown not to be an
appropriate solution. In two studies in the Western Cape nurses revealed that they had negative feelings towards
doctors who felt it was okay to ask them to interpret(1, 27). They also felt they had no choice in interpreting, no
recognition for it by the doctors, and no remuneration as it was an additional task to their already busy workload (1,
27). Hussey (29) agreed, pointing out that overworked nurses are not suitable to address the problem because
“communication can become time consuming, which increases frustration levels and decreases empathy,
approachability and confidentiality”. He concluded that multilingual education, as a part of professional training, and
trained interpreters were required. Yet in our study doctors reported using nursing staff 92% (n=68) of the time to
assist with interpretation, followed by family members 78% (n=58) of the time. If nurses or family members are being
used as translators it raises major ethical dilemmas regarding patient confidentiality and patient rights, thus suggesting
that there are still significant issues in providing adequate services to deal with language barriers in secondary public
hospitals in the Western Cape.(1, 11, 18, 27)

In 2011, the Western Cape Department of Health initiated a community trained interpreter service, with fifteen
individuals receiving a three-day training course, after which they were placed in six Western Cape Public hospitals as
intern interpreters. (36) From early on it was evident that major problems existed with the program as only nine
individuals remained six months after the program. Based on our study not a single community based interpreter was
available at any of the surveyed facilities and 97% doctors had never even heard of the service. This program may
prove to be worth-while and a majority of doctors surveyed stated they would like to know more about this
service.(36)

23



A study by Tate et al (31) explored communication strategies for emergency call centre personnel in the Western Cape
(South Africa) when they were challenged by language barriers. Tele-communicators across the study noted 3rd party
telephonic interpreters as being a useful strategy. Currently in the Western Cape “Folio” telephonic interpretation
services are available to all public hospitals, yet only half of the doctors who participated in the survey were aware of
it and of those only a third of them had used it. This service is underutilized and awareness of the services needs to be
prioritized (this study has made many who took part aware of the service and future studies could expand on how well
this service works once doctors are aware of its existence).

Language barriers occur more often when a disparity exists between the home language of doctors and patients(28).
There were no home language isiXhosa speaking doctors who completed the survey. On further enquiry to each of the
6 facilities, heads of departments at five facilities reported that they had no isiXhosa home language doctors working
in their EC at the time of the study and one facility who had one part time MO [Personal Communications EC Heads
of Department March 2020]. This was reflected in our results which showed half of doctors serving a predominately
isiXhosa speaking population could not take a medical history without some interpretation assistance and even more
could not explain a differential diagnosis, obtain informed consent, explain the prognosis or explain the next step in
care without interpretation. It is significant that none of these facilities had full time isiXhosa-speaking doctors
working in their EC’s considering that the Western Cape has accepted isiXhosa as an official language of the
province. Where are we falling short, and what can be done?

A study in 2016, noted that most medical students in SA were black (38.7%), followed by white (33.0%), coloured
(13.4%) and Indian/Asian (13.6%). Still at the time the number of black students was proportionately lower than the
general population(50). Perhaps the best place to start is for selection policies to include language proficiency as one
of the criteria to ensure future doctors are able to serve the needs of those they will be helping.

There has been a push towards health care professionals to be culturally competent, that is, to learn a set of attitudes
and communication skills that allow them to be sensitive to the culture of their patients, and Burch(37) argues that in
order to be culturally competent as professionals, language must be systematically addressed in medical institutions.
English remains the dominant language in South African universities, despite the fact that it is only the sixth most
spoken home language across the country(38). South African Universities are aware that graduates need to be more
linguistically competent to properly help the majority of people accessing their expertise whose proficiency in English
is limited. (37) Our survey highlighted that many doctors would be willing to learn more languages to improved
communication with their patients.

With universities implementing language policies, Mathews et al (39) showed that in third year UKZN students (with
mandatory isiZulu courses) communication skills had improved, and they had a positive attitude to learning isiZulu
and rated their competence of the language higher. However, their ability to communicate with patients had not
improved sufficiently for it to be used practically. This raises many questions - if brief undergraduate interventions are
not showing a real life impact when seeing patients, where are the meaningful solutions, and how do we pack these
into already crammed curricula? Language learning requires significant investment, and could arguably be better
addressed by schools and at home. Time-investment is needed for successful second language acquisition. Without
immersion the number of hours taught in undergraduate programs are simply not enough and it is practice and use that
is necessary for success. In many ways this speaks to the legacy of apartheid and the fact that we are still divided in so
many ways.

In order to best serve patients, perhaps we need a system that better matches doctors assigned to a hospital or hired for
a post with the languages of their patients. Enquiring about a doctors’ language competency should be part of any
interview process, and could help alleviate some of the problems and help motivate doctors to learn more languages to
improve employment opportunities. Possibly implementing a system to ensure that at least a certain number of doctors
in any given EC speak the home language of the majority of patients attending that hospital could be a start?

As we have shown, it is not just patients who suffer the consequences of language barriers but doctors feeling
frustrated, angry and over worked could lead to more doctors joining the private sector or immigrating thus further
exacerbating the situation where doctors, trained up at considerable state expense, are not retained in the public sector
(51, 52).

When asked for solutions, most doctors want full time interpreters who speak the three official languages of the
Western Cape. Based on this, relooking at trained community based interpreters could possibly be a start to improving
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the situation. With a heavy workload and tough working conditions only a third of doctors stated that they would be
willing to learn more languages if necessary. This, however, would not be required if early language immersion and
appropriate undergraduate programs were in place and if doctors were allocated to hospitals in which they could
already communicate with the majority of the patient population.

Strengths and Limitations

This study builds on previously conducted studies, in order to identify if there has been an improvement in the
language mismatch between patients and doctors, particularly in the emergency setting. It included hospitals in
varying demographic regions around Cape Town, including areas with varying languages usage. The number of
doctors participating was small, but we believe this was a good response rate for an online survey, and broadly
representative of public sector doctors working in Cape Town ECs. An online survey was a low cost option which
allowed busy emergency physicians to respond in their own time and resulted in a relatively high response rate. Thus
resulting in a higher degree of reliability and validity. The study only represents secondary hospitals in Cape Town
and explored retrospective perceptions of only doctors. The study did not ask about language learnt as a student and
newer language programs implemented at medical school may result in improved communication skills of newly
graduated doctors. It does not include other hospital staff or patients. Further studies into patient’s perceptions of the
language barrier and current translations services are required. Cape Town metropole’s demographics vary greatly
from other regions in the Western Cape and South Africa and as such these results may not be generalizable.
However, similar language barriers are likely widespread around the country, with doctors who speak the African
majority languages still a minority despite rapidly evolving demographics.

Conclusion

Communication is vital for productive patient-doctor interactions and although the Western Cape Department of
Health has adopted measures to improve language barriers between doctors and patients, this remains an important
and unresolved issue in the EC. Doctors report that language barriers increase resource use, increase time in the EC
and result in poor patient satisfaction which is in keeping with previous international and South African studies. Our
results highlight the persistence of significant language barriers, particularly for isiXhosa speaking patients, with no
official interpreters available to assist. Reintroduction of community trained interpreters, better language teaching
through social interactions, educational opportunities, and investment into technology aided translation services are all
options that need urgent investigation to help improve the current situation.
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Part C: Addenda

Appendix 1: South African Medical Journal: Instructions for authors

The South African Medical Journal was selected for publication. The article relates to South African
emergency centres specifically in the Western Cape. It may be used by other institutions in South Africa to
further research on how to bridge the language barrier. The South African Medical Journal is an open
access journal and would allow wide access of the findings even beyond South African borders.

The Instructions for authors can be found at the following link:

http://www.samj.org.za/index.php/samj/about/submissions#Research
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Appendix 4: Survey

e

“Language Barriers in the Emergency
Centre”

Dear emergency centre (Com Serve/MO/REG/Consultant)

» L

It would be much appreciated if you would complete the following survey titled “Language Barriers in Emengency
Centres (EC): A survey, of secondary public hospital EC doctors in the Cape Town metropole, regarding the
perceived presence and effects of language barriers”. This study aims to help identify if doctors still experience
language barriers which cause a disruption in patient care. In previous studies it has been shown that
communication problems due to language barriers have caused difficulty for doctors in obtaining vital
information fram the patient and the patient feeling sometimes unhappy with the interaction.

The survey is administered as part of a research project conducted in partial fulfilment of the MPhil Emergency
Medicine program of the University of Cape Town. It will take no longer than 15 minutes of your time but it will
pravide vital information regarding language related issues when communicating with patients in the emargency
CENre.

You will not be required to provide identifying information and the survey is entirely anonymous. No responses
will be linked to any individual and no facility will be named in reporting of results.

This study has been approved by the University of Cape Town, Faculty of Health Sciences Human Research
Ethics Committes: HREC, Western Cape Department of Health and the facility you are cumrently working in.

We do not anticipate any personal harm arising from study participation and you will not receive remuneration
for participating in the survey.

Your participation in this study is voluntary, and there are no negative conseguences for declining to participate.
Please take time to read the consent prior to answering all of the questions. If you consent to participating
please complete all guestions as fully as possible to allow for meaningful conclusions to be drawn from results.

For any guestions or concerns about the research please contact the principal investigator (see contact details
below), or for any ethical concems contact Prof Mare Blockman, the Chair of the University of Cape Town's
Faculty of Health Sciences, Human Research Ethics Committes at Marc.Blockman@uct.ac.za or on 021 404
TeB2.

Thank You for your valuable time and participation in this study,

Dr Nasreen Docrat,

nasdocrat@gmail.com 0845813817 (Investigator and MPhil Student)
AJ/Prof Peter Hodkinson

peterhodkinson@uct.ac.za 0271 404 7601 (Supervisor)

e e @ Multiple choice -

Option 1

Add option or add "Cther”

|_D D] Required ) :

After section 1 Continue to next section -
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»q

CONSENT

Description (optional)

1. | confirm | have read and understand the information sheet regarding the study “Language
Barriers in Emergency Centres (EC): A survey, of secondary public hospital EC doctors in the
Cape Town metropole, regarding the perceived presence and effects of language barriers”

YES

MO

2. lunderstand participation is voluntary and anonymeous and that | am free to withdraw
without conseguences at any time

Yes

MO

3. lagres to take part in the above study (If NO you will not be required to complete the study)

Yes

Mo

After section 2 Continue to next section -
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SURVEY

This survey should take no longer than 15 minutes of your time. Please complete all answers as fully 23 possible
for meaningful conclusions to be made from results. Thank You

¥4

Institutional Information

& Questions

1.Which emergency centre are you currently working in?

Short answer text

2. Are you aware that the Western Cape recognizes English. Afrikaans and isiXhosa as official
languages of communication for all government services including health services?

Yes

Mo

3. For the EC you are currently working in which of the three official languages are most commonby
spoken? Please rate the freguency (1- most commoen to 3-least common)

Enalish
Afrikaans

IsiXhosa
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In your experience: approximately what percentage of the patient population are English speaking
(heme language) in this EC? (Eg 509%)

Short answer text

In your experience: approximately what percentage of the patient population are Afrikaans speaking
(heme language) in this EC? (Eg 50%)

Short answer text

In your experience: approximately what percentage of the patient population are Isi-Xhosa speaking
(home language) in this EC?

Short answer text

Are thers any other languages you encounter in the patient population in this EC? (Please list all other
languages you encounter in the order of frequency they cccur)

Short answer text

For the "other language" you encounter most frequently (from the question above) please state how
often you encounter this other language

maore than once a shift
more than once a week
more than once a month

Other...
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4, Does your EC have a trained and dedicated interpreter available to assist with communicating with
patients in any of the three official languages?

Yes

Mo

If YES: For which languages?

Short answer text

Are they? (choose all applicable answers)

Full time medical interpreters
Community Trained Interpreters
Telephonic Services

Other...

If NO: Whorn do you use to assist with communicating with patients? (choose all applicable answers)

A colleague (i.e. another dactor)?
Mursing staff?

Admin staff?

Family member?

Ancther patient?

Other...
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5. Are you aware of the telephonic interpreter service “Folio InterTel Telephonic Interpreting”
provided by the Western Cape Department of Health?

Folio InterTel Telephonic Interpreting

Step ¥: Dial your facility’s designated number

021 480 0731

Step2: Welcome to Folio InterTel

M you know the three-digit code of the language you require, please press ()

If you do not know the code of the languoge you need,
and want to listen to the longuage menu below

foranosapren 009 o e 020 Tropecs Langvages

For2ubupress 010 o rimbapress OR  For french press 027
ForYorubupress 02T For tallan prem 028
For Cichewa press. 033 For Garman press 029
Foelrundipress O34  ror Portuguess prass 030
For Amharic, press 035 for Munsian o o3
For Matagary 9705 037 o Soumiun rens o

021 480 0731

Yes
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If YES:

I am aware of "Folic® but have not used it

| have used this service and found it to be very good at improving communication
| have usad this service and found it to be okay at improving communication

| have used this service and found it not to be helpful in improving communication

Other...

If it was not helpful please explain what problems you faced using this system?

Long answer text

If NO: (choose all applicable answers)

| would like to know more about this service
I would be willing to use this service?

Other...

To your knowledge is this service available at the current EC you are working in?

Yes

Mo
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&, Are you aware of hospital based community trained interpreters provided by the Western Cape
DOH?

Yes

No

If YES:

| am aware of this service but have not usad it
| have used this service and found it 1o be very good at improving communication
| have usad this service and found it to be okay at improving communication

| have used this service and found it not to be helpful in improving communication

If it was not helpful please explain what preblems you faced using this system?

Long answer text

If NO: (choose all applicable answers)

| would like to know more about this service
| would be willing to use this service

Other...

Te your knowledge is this service available at the current EC you are working in?

Yes

No
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Fersonal Information

9 Questions

1. What is your current qualification?

Medical Officer

Community Service

Emergency Medicine Registrar
Emergency Medicine Consultant

Other...

2. How long have you worked in this EC?

less than 3 months
3-6 months
Gmonths-1year

Greater than a year

3. How long have youworked as an EC doctor? (in years)

Short answer text

4. What is your homelfirst language?

Short answer text
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&.A For ENGLISH an official language of the Western Cape:

Indicate if you would be able to: {0 is not at all and 5 fully fluent and able to communicate with mutual understanding)

a. Take a det_..

b. Explainto .

c. Explainto ...

d. Obtain inf...

e. Explain th...

f. Explain the...

&.B For AFRIKAANS an official language of the Western Cape:

Indicate if you would be able to: {0 is not at all and 5is fully)

a. Take a det_..

b. Explain to ..

c. Explain to ...

d. Obtain inf.

e. Explain th...

f. Explain the...
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&.C Forisi XHOSA an official language of the Western Cape:

Indicate if you would be able to: (0 is not at all and 3 is fully)

a. Take a det_.

b. Explain to .

c. Explain to ...

d. Obtain inf._

e. Explain th...

f. Explain the...

7. IF you were interviewed for your current position were you asked about your ability to
communicate in the languages of patients attending this hospital pricr to starting in this EC?

Yes
Mo
| was not interveiwed for this position

Other...

8. How often have you encountered a situation when you were unable to communicate independanthy
with a patient?

Rarely (Less than once a shift)
Sometimes (once or twice a shift)
Often (maore than thrice a shift)

Other...
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How have you overcome this language barrier (indicate all applicable)

1. Used an interpreter (medical persenal-doctor, nurse)

2. Used an interpreter (family member, other patient)

3. Used an interpreter (support staff in hospital)

4. Used gooagle translate or some other form of technology

Other...

Please indicate which of the above you use most frequently

Short answer text

Effects of Language Barrier

3 Questions

Do you believe a language barrier results in any of the following? (choose all applicable options)

1. Inability or longer duration to get history

2. Longer duration to differential diagnosis

3. Increased special investigations (blood tests ordered/regquired to obtain info)
4. Increased time to definitive care

5. Longer stay in ED, Overnight Ward, Admission rate

&. Patients return because they did not fully understand treatment plan

Other...
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Please indicate which of the above occurs the most frequently

Long answer text

2. Which interventions would, in your view, improve the language barrier in regards to the three
official languages recognized in the Western Cape? (indicate all applicable answers)

1. Full time interpreter on site for maost notable languages of population from referral ar=as
2. Full time telephons interpreter

3. Training or hiring of doctors to speak more languages

4. Technology aided translation devices

Other...

Please briefly explain your above choicels (why do you use this method over another)

Long answer text

3. Which interventicn. in your view, would improve the ability to communicate in languages other than
the three official languages of the Western Cape? (indicate all applicable answers)

1. Full time interpreter on site for most notable languages of population from referral areas
2. Full time telephone interpreter

3. Training or hiring of doctors to speak more languages

4. Technology aided translation devices

Other...
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Please explain your above choicels (Why you choose this over other options)

Long answer text

4. Woeuld you be willing te learn the language or languages most often spoken in your envircnment

if this was offered by the department of health?

Yes

Mo

If NO please explain why

Short answer text

5. How do you feel when you are unable to communicate effectively with a patient?

1. Frustrated with myself
2. Frustrated with patient
4. Angry over delay

3. Sad for patient

Other...
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Please provide any further comments related to languages and language issues in the EC that you
may feel are relevant to this study?

Long answer text

Thank you very much for your time. We will be sharing the results of the survey with facility managers
and hopefully publishing. If you would like to specifically lzarn the results of the study please email
nasdocrat@gmail.com.

Description (optional)

After section 3 Submit form -

Consent not given

R 4

Description {opticnal)

‘fou have not given consent to complete this survey. Please take a minute to explain why not. Thank
you

Short answer text
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This study is in partial fulfilment of the requirements for a Master’s in Philosophy:
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Declaration
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What is the perceived presence and impact of language barriers in secondary government
hospital ECs by Cape Town EC doctors?

Background

In busy emergency centres (EC) the world over, medical staff need to be able to ascertain the degree of
severity of illness quickly and efficiently. The ability to communicate with your health provider gives
context for a differential diagnosis but in many instances it can also act as an important therapeutic
treatment. The existence of language barriers in multiple areas of medicine has been recognized and
researched for decades in Europe and the United States.(2, 45, 46, 53)

Carrasquillo (29) et al (1999-USA) conducted a cross-sectional survey of English and non-English speaking
patients 10 days after an emergency department visit. More than 50% of non-English speaking patients
were not satisfied with their experience, and a significant amount said they experienced communication
problems.

Hampers et al (1999)(2) attempted to identify if clinicians alter their approach when confronted with a
language mismatch between themselves and their patients. In a prospective cohort study, they found the
language barrier between physicians and families resulted in a higher rate of resources being used and
longer duration of time in the ED.

Downing et all (2002)(45) suggested a system that incorporates language training for clinicians, dedicated
interpreters and telephonic interpreters. Jacobs et al (2006)(53) conducted a systematic review and found
that people with limited English proficiency (LEP) are less likely to receive the care they need and less likely
to receive preventive care. LEP patients were more likely to be admitted, have longer hospital stays and
were more at risk due to medical errors compared to English speakers. Three broad areas were identified
as requiring more research, “the ways in which language barriers affect health and health care, the efficacy
of linguistic access service interventions, and the costs of language barriers and efforts to overcome
them.”(3)

It has been strongly noted that the language barrier in the emergency centre specifically can have
significant adverse outcomes for patients, their families and can add additional strain to the health care
system. Studies in the USA and Europe have shown that language barriers cause delays in definitive
treatment, use extra time and resources, cause difficulty in explaining course of action and obtaining
consent from patients, which ultimately, results in suboptimal clinical outcomes, increased use of already
limited resources and poor patient satisfaction.(1, 2, 23, 28, 29, 42, 46, 53)

In South Africa all services are guided by the Batho Pele principles(54) which are aligned with the multiple
constitutional ideals such as “providing service impartially, fairly, equitably and without bias” and “utilising
resources efficiently and effectively”. These principles also acknowledges the patients’ rights charter which
states “a patient has the right to be given full and accurate information in order to be able to make a
decision on testing or treatment and all necessary health information must be given to a patientin a
language understood by the patient and any proposed treatment must be explained to the patient”.(54)

South Africa has 11 official languages and in the Western Cape, the newly developed language policy
initiated in 2017 equally recognizes English, Afrikaans, and isiXhosa in all aspects of government services.
(2) The public health system is responsible for the majority of uninsured, poorer South Africans whose first
language is not English. In our society where English is the predominant language of medical schools,
language barriers will inevitably be an issue which requires urgent attention.
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Research in South Africa, was initially very limited. Soon after the end of apartheid, during an 18 month
period in 1993-94 Crawford (1999)(1) conducted interviews of doctors (who used nurses and lay
interpreters) and patients. Even 25 years ago, Crawford, recognized that there was a discrepancy in
doctors’ ability to communicate with isiXhosa speaking patients in the Western Cape and that the problem
would only get worse with the increased movement from the rural areas to the greater Cape Town
metropole. It took a further 5 years before his article “We can’t all understand the white’s language: an
analysis of monolingual health services in a multilingual society” was published in the International Journal
of Sociology of Language.

Saohatse (1998)(18) conducted a survey of nurses and ad hoc interpreters at Chris Hani Baragwanath
Hospital. Even two decades ago language barriers were noted as a problem and the solution of using
nursing staff or lay interpreters, which is still implemented today in many hospitals across South Africa,
was proved to result in poorer quality of care, inappropriate discharge, patient distress, medical
consequences and non-compliance with medication.

It was only again in 2005 that significant research was done into the consequences of language
incompatibility between clinicians and patients. Levin (2005)(24, 26) found, that both language and culture
resulted in a misunderstanding of basic asthma care between doctors and isiXhosa speaking parents at Red
Cross Children’s Hospital (RCWMCH).

Levin’s (2006)(25) follow up study aimed to identify barriers to optimal care for isiXhosa-speaking parents
of patients at RCH. A questionnaire was administered to isiXhosa-speaking parents of children admitted to
the short stay ward at RCH. Parents stated the following difficulties: understanding doctors (64%), making
themselves understood (54%), asking questions (38%), dissatisfied with communication (69%) and concern
about negative consequences (45%) for them or their children. Overall, communication problems were
cited by more parents than structural and socioeconomic concerns. The study concluded that language
issues are closely followed by socioeconomic issues as major barriers to good care for isiXhosa-speaking
parents. Levin suggested, as did previous American studies, that more interpreters should be available and
that medical staff should receive language training in order to holistically care for their patients.

Schlemmer et al (2006)(42) conducted interviews with members of staff and patients, at Hottentots
Holland Hospital (HHH), a district hospital in the Cape Town metropole. Staff mainly spoke Afrikaans or
English and large numbers of patients mainly isiXhosa. The aim of the study was to understand the effects
of the language barrier on health workers and patients. Language barriers were found to result in poorer
work efficiency, reduce certainty of diagnosis, cause ethical dilemmas in trying to take consent, negatively
influence patients and staff attitudes towards each other, decrease satisfaction with care and cause cross-
cultural misunderstandings. It was concluded that this problem was likely not limited to this hospital and
other district hospitals may be experiencing similar problems. Staff recommended language and culture
training, even with the extended work load this brings, to be the best solution as well as medically trained
interpreters.

Deumert et al (2010)(28) in conjunction with the Western Cape Department of Health, conducted an
empirical study in three public hospitals (1 metropolitan, 1 urban, and 1 rural) in the Western Cape. The
study was focused on the increasing number isiXhosa-speaking patients who have entered the Western
Cape medical system since the early 1990s. Expanding on previous studies this article took an in-depth look
into ‘unproductive patient—provider interactions’ and argued that linguistic issues played a central role of
such interactions. It is stated that communication requires, at a minimum, a common language. In a
multilingual South Africa, this could, however, prove challenging. Questionnaires, staff and patient
interviews as well as ethnographic observation were the source of data. Interviewees included nurses,
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doctors, pharmacists, therapists as well as non-medical staff who had direct contact with patients, and/or
were regularly pressed into service as interpreters. The results were in keeping with previous studies with
patients expressing dissatisfaction about the doctors’ inability to communicate and care. It was concluded
that the situation at the hospitals leads to the systematic marginalization of patients who cannot express
themselves in the main language(s) used by health providers. It was strongly suggested that what was
needed was comprehensive, professional interpreting services at each health facility. Deumert states
“language and communication are essential for equitable and effective health delivery in multilingual
societies. ‘Unproductive patient—provider interactions’ due to language barriers directly impede medical
diagnosis, treatment, health education, and trust”.(28) This ultimately results in inequitable care for a large
proportion of South Africans.

Hussey (2013)(29) echoed the sentiments of studies before when she stated “communication can become
time consuming, which increases frustration levels and decreases empathy, approachability and
confidentiality” and that untrained, ineffective interpreters and overworked nurses are not suitable to
address the problem and multilingual education, as a part of professional training, and trained interpreters
are required.

A systematic review by Tate (2015)(30) brought forward the need for more research on the effects of
language barriers and ways to limit adverse outcomes due to language barriers in the pre-hospital setting.
A follow up study by Tate et al (2016)(31) developed communication strategies for emergency medical
personal for when they were challenged by language barriers as part of a multi-site, international study, in
the Western Cape (South Africa) and New Mexico (USA). Tele-communicators across the study noted 3™
party telephonic interpreters as the most effective strategy, with limitations being time delays. Field
providers across both sites also used similar techniques such as relying on bystanders, multilingual co-
workers and nonverbal communication. Other limitations also noted were time delays, breaches of patient
confidentiality, and inaccurate interpretation.

Two additional studies were conducted by Penn et al (2016) (2017)(33, 55), and focused on prehospital
language barriers. Penn et al successfully decreased conversational mismatches and time to dispatch of
medical personnel using conversational analysis at a call centre in the Western Cape. Training call takers to
be more precise with their introductions and acknowledging the callers preferred language was the key.

Based on studies from Crawford, Levin, Hussey, Tate and many others, the Western Cape Department of
Health initiated a pilot project in 2017 to train community interpreters to help address the language barrier
experienced by isiXhosa-speaking patients. In the Western Cape during this time languages spoken were
Afrikaans (41.4%); isiXhosa (28.7%) and English (27.9 %). English was used in more than 80% of medical
interactions occurring across language and cultural barriers. Benjamin et al (2016)(36) recently highlighted
some limitations of community trained translators in her study. The overriding themes suggested that the
experience was a greater challenge on a practical and emotional level, and there was uncertainty about
how community translators fit into the health system. It was concluded that these issues needed urgent
attention because despite the legislative ideal (Batho Pele principles), progress was slow in addressing
language access in health services in South Africa.

In 2019, how far have we progressed? Have we been able to solve the problem that Crawford concluded
25 years ago - “if health care is to become accessible and effective, the political will to address ‘the
language barrier’ at all levels will need to be found”?(1)

This study aims to ascertain if doctors in emergency centres in secondary public hospitals in the Cape

Metropole still perceive there to be language barriers between themselves and the patient population they
serve. Are doctors aware of resources such as telephonic translation and community translators that have
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been implemented by the Western Cape department of health to assist with translation in emergency
centres? Are these resources being used and do they improve communication between doctors and
patients?

A survey of emergency centre doctors could provide data on the continued perceived presence and extent
of language barriers since the last major study almost a decade ago by Deumert et al. (2010)(28)

The findings could be used to reassess if progress has been made in improving communication. Also if
initiatives implemented by the Western Cape department of health, such as training of community
interpreters or telephonic interpreters have assisted doctors in communicating with their patients.

Research Question
What is the perceived presence and impact of language barriers in secondary government hospital ECs by
Cape Town EC doctors?

Aims
The aim of this project is to determine to what extent language barriers are perceived to exist in
emergency centres in secondary government hospitals in Cape Town.

Objectives
1. Conduct a survey of doctors in a representative sample of secondary hospital emergency centres

2. Determine the perceived occurrence of a language barrier in EC doctors’ daily practice
3. Determine the perceived impact of these barriers from the EC doctors’ perspectives
4. Ascertain how EC doctors currently overcome this barrier

5. Determine if EC doctors are aware of current resources provided by the Western Cape department
of health to aid with communication

Study Methodology

Study Design and Setting

In secondary hospitals the majority of doctors may not speak the language of patients who come from a
predetermined geographical catchment area, which may result in potential languages barriers. Potential
adverse effects of language barriers exist across all levels of the public health care but could be more
pronounced at a secondary level due to logistics of where the hospital is based, doctors who work in these
hospitals and the variety of communities they serve.

This will be a quantitative survey of doctors in secondary government hospitals in the Cape Town
metropole area. Medical officers (MO), registrars (REG), EM consultants (EMC) and community service
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(COMM SER) doctors will be requested to participate. The following six secondary hospitals (which are all
the urban district hospitals in the metropole) will be approached to participate, New Somerset Hospital
(NSH), Victoria Hospital Wynberg (VHW), Karl Bremmer Hospital (KBH), Khayelitsha Hospital (KH), Eerste
River Hospital (ERH) and Mitchells Plain Hospital (MP).

The survey (max 15 minutes) (See appendix 1) will be comprised of Likert-type questions. There will also be
sections to expand on answers and a scenario to test actual practice rather than perceived fluency in
different languages. These responses will be analysed and discussed in the findings of the study. Data to be
collected will cover demographics, languages spoken, fluency of languages spoken, languages
encountered, impact of language barriers and strategies currently implemented.

The survey (appendix 1) will be piloted with input from the Linguistics Section at UCT prior to
dissemination.

Participants will complete the questionnaire online, using the Survey Monkey® software or a similar online
survey tool, allowing participants to complete the questionnaire at a time and venue that is convenient for
them. There are computers with internet access at all participating hospitals which can also be used.

Study Population

All South African MOs, REGs, EMC and COMM SER doctors working at the six hospital ECs will be eligible to
participate. Surveys will coincide with the second month of registrar rotations to ensure doctors are
familiar with the EC they currently work in. All eligible doctors in each facility will be approached (average
staff compliment is 12-15), and a response rate of 60% would give approximately 7-10 doctors per facility.
The survey link will remain open for 5 weeks with weekly reminders being sent via email for the duration of
the time to increase the response rate.

Inclusion Criteria:
e South African MOs, REGs, EMC and COMM SER doctors working in participating ECs will be eligible
to participate in the study.
Exclusion Criteria:
e Foreign doctors such as supernumerary registrars will not be eligible as there are too many
confounders.
e Interns and locums will also not be eligible for the purpose of this study as their experience in the
emergency centre may be limited, and they do not rotate for long.
e Any MOs, and COMM SER doctors with less than one month’s experience working in the emergency
centre will not be eligible to participate

Recruitment and Enrolment

Once institutional permission and department of health permission is obtained,(see appendix 4) the Pl will
meet with the head of each EC to explain the study and its importance, and to get an email list of staff.
With permission a meeting will be held with eligible doctors to explain the importance and need for such a
study. Emails will be sent via researcher or via the head of each participating EC if they prefer. Consenting
doctors will complete the survey online using an online survey tool such as Survey Monkey ©.
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Validity and Reliability

The survey will be developed in multiple stages. The key factors it addresses are based on prior research on
language barriers in hospitals in Western Cape. A pilot survey will be conducted to check for bias and
clarity. The survey will be developed in participation with the Linguistics Section at UCT. The survey
consists of questions related to demographic data, institutional data, languages spoken, fluency in
languages, languages encountered by doctors and current use of interpretation devices. Likert-type
guestions assess perceived frequency of language barriers, effects of barriers encountered, frequency of
poor history/inaccurate history due to language barrier, frequency of increased resources use and delayed
care due to poor communication. Participants will be asked to give strategies to overcome current
language barriers from a list of possibilities as well as free text responses. The sample size is estimated to
be approximately 12-15 eligible doctors per facility. For a total sample population of 72-90 possible
participants. The generally acceptable online survey response rate of 60% will provide adequate numbers
for the data to be meaningful in being able to gauge the perceptions of the participants.(56) Weekly
reminders will be sent for a period of 5 weeks to increase the response rate.

Data Management

The online survey tool will collect and store the data set. Only the researcher will keep the responses on a
password protected laptop. All data will be backed up on an online data base and password protected.
Surveys will be conducted and all results will be reported without any identifying information about
individuals, although hospitals will be identified for comparison. Total anonymity of both participants and
facilities will be maintained.

Data analysis

Data will be captured from surveys into Microsoft Excel spreadsheets after which analysis will occur. Data
will be reported using standard descriptive statistics and graphics such as tables, histograms and bar charts
representing data analysed. Trends will be explored in the discussion.

Ethical Considerations

The researcher has no conflicts of interest to declare. Permission from Department of Health, Institution
and Departmental heads will be obtained prior to surveys being sent to EC heads of departments.(see
appendix 4) All eligible participants will do so voluntarily and will be required to consent prior to
participating. All surveys will be anonymously completed and no identifying data will be used when
reporting results.

Informed consent

The invitations to participate will be sent via email to the study population. A letter will accompany the
invitation stating the purpose of the study and that all completed surveys will be anonymous and
confidential. A consent tick box will need to be ticked “YES” prior to gaining access to the survey for the
following statement: (See appendices 2, 3)

e | confirm I have read and understand the information sheet regarding the study “Language Barriers
in Emergency Centres (EC): A survey, of secondary public hospital EC doctors in the Cape Town
metropole, regarding the presence and effects of language barriers”
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e |understand participation is voluntary and anonymous and that | am free to withdraw without
consequences at any time
e |agree to take partin the above study
If participants tick “NO” they will be not be required to complete the survey.

Risks and benefits to participants:

There are no risks to participants of the survey as all surveys will be anonymous. There are no questions on
the survey that could harm participants personally or professionally. The benefit of participating is the
opportunity to share perceptions and experiences of a possible problem facing doctors in the EC in a safe
and anonymous environment. This allows an awareness of the problem to be brought to the fore and allow
for further research and solutions to be found to aid both doctors and patients.

Privacy and confidentiality

As stated previously all surveys will be completed anonymously. There is no way to identify participants
from the data captured by the survey. All responses will be only available to the researcher on a password
protect online cloud based system. All doctors will participate on a voluntary basis. All feedback of results
will be done without the use of doctors’ personal information, and hospitals will not be identified by name.

Reimbursement
There will be no financial reimbursement for any participants.

Emergency care/ insurance for research-related injuries
No risk for any research related injuries arise

Dissemination of findings plan
The findings will be submitted in the form of an article to a peer-reviewed journal, as well as a report back
to the Department of EMC, DOH for the Western Cape and to individual unit heads.

Strengths and limitations
The strength of this study are

1. Itis based on previously conducted studies
2. The study covers hospitals in varying demographic regions across Cape Town and includes areas of
all three prominent languages in the metropole as well as other languages doctors may encounter
3. Theresults generated from this study will help to identify if a problem exists
4. The study will likely lead to further research into possible solutions, as well as in-depth qualitative
studies.
The Limitations of this study are

1. Small sample population
2. ltonly represents secondary hospitals in Cape Town
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3. The survey will explore retrospective perceptions of doctors only and does not include other

hospital staff or patients

4. Further study will need to be conducted at both a primary and tertiary level to fully understand the

extent of the problem.

5. Cape Town metropole demographics vary greatly to other regions in Western Cape and South

Africa and as such these results may not be generalizable.

Project timeline

2019 JAN | FEB | MAR | APR | MAY | JUNE

JULY | AUG | SEPT | OCT | NOV

DEC

JAN

Proposal X

Development

EM-DRC X X X

Ethics X

Institutional X X

permission

Data X

Collection

Data Analysis

Compilation
of Final

Report

Submission

Budget and Resources

ITEM DESCRIPTION

COST

CONSUMABLES

Office supplies, printing Printing of documents

R500

LANGUAGE EDITING Editor

R1000

TRANSPORT To and From institutions

R500

Total

R2000

Funding
This study will be self-funded by the student.
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Appendix 1: Draft version of Survey
(This is a draft version of the survey with the central concepts, still to be refined and piloted)

SURVEY

This survey should take approximately 10-15mins of your time

Institutional Information

1.
2.

If NO

Which emergency centre are you currently working in?
In your experience with patients what language(s) do the majority of patients from referral areas to this EC
speak?
To your knowledge does the hospital have a language policy?
IF Yes how is it made available to staff?
Does the emergency centre have a trained and dedicated interpreter available to assist in communicating
with patients?
IF yes :for which languages?
: are they trained community interpreters?
:is it a telephonic service?
: other?
(Indicate all used)
IF no: Whom do you use to assist with communicating with patients?
: family members?
: nurse/admin staff?
: other?
(Indicate all used)

Are you aware that the Western Cape recognizes English, Afrikaans and isiXhosa as its official languages of
communication for all government services including health services?

Are you aware of the telephonic interpreter service “Folio InterTel Telephonic Interpreting” provided by the
Western Cape Department of Health?
If Yes-

a. How often have you used it on average per week?

b. Was it helpful?

c. Did it provide you the ability to fully communicate with your patient?

d. Would you recommend it to other doctors?

e. Whatif any problems did you face using this system?

a. Would you like to know more about this service?
b. Would you be willing to use this service?
c. Do you think it will aid communication with your patient?

Are you aware of community trained interpreters provided by the Western Cape DOH?
If YES

a. Have you used their services?

b. Did you find it helpful?

¢. Would you recommend this to other doctors?

d. Whatifany problems did you face using this service?
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a. Would you be willing to learn more about this service?
b. Would you be willing to use this service?
c. Do you think this would aid communication with your patients?

Personal Information

What is your current qualification?

How long have you worked in this EC?

How long have you worked as an EC doctor?

What is your home/first language?

How many languages do you speak? List these please
a.

vk wnNpe

b.
C.
d.
6. In which institution did you receive your medical training?
7. Forthe three most frequent languages you have encountered at this EC, please indicate using the scale, if

you would be able to: (0 is notat all and 10 is fully)
Language 1:

a. Take a detailed history from the patient?

b. Explain to the patient your differential diagnosis?

c. Explain to the patient tests/images you require to confirm diagnosis?

d. Obtain informed consent for any procedures the patient may require?

e. Explain the next step (ie referral, discharge, await results) to the patient or family?
Language 2:

a. Take a detailed history from the patient?

b. Explain to the patient your differential diagnosis?

c. Explain to the patient tests/images you require to confirm diagnosis?

d. Obtain informed consent for any procedures the patient may require?

e. Explain the next step (ie referral, discharge, await results) to the patient or family?

Language 3:
f. Take a detailed history from the patient?
g. Explain to the patient your differential diagnosis?
h. Explain to the patient tests/images you require to confirm diagnosis?

Obtain informed consent for any procedures the patient may require?
j.  Explain the next step (ie referral, discharge, await results) to the patient or family?

8. Were you asked about your ability to communicate in the languages of patients attending this hospital prior
to starting in this EC?
9. Have you encountered a situation/s when you were unable to communicate with a patient?
If YES, how often does this occur?
a. Sometimes (less than twice a shift)
b. Often (more than thrice a shift)
c. Rarely
10. How have you overcome this language barrier (if more than one of the below please indicate which one you
use the most)
a. Used an interpreter (medical personal-doctor, nurse)
b. Used an interpreter (family member, other patient)
c. Used an interpreter (support staff in hospital)
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d. Used google translate or some other form of technology

Effects of Language Barrier

1. Do you believe a language barrier affects your ability to care for your patient?
If so which of the following are affects:
Inability or longer duration to get history
Longer duration to differential diagnosis
Increased special investigations (blood tests ordered/required to obtain info)
Increased time to definitive care
All of the above (please indicate which one most occurs)
None of the above
Other-

@m0 a0 T

2. Do you believe a language barrier results in increased use of resources?
If so how?
a. More tests required
b. Longer stay in ED, Overnight Ward, Admission rate
c. Patients return because they did not fully understand treatment plan
d. All of the above (please indicate which one occurs the most)
e. None of the above
f. Other-
Which interventions would, in your view, improve current situation?

Full time interpreter on site for most notable languages of population from referral areas
Full time telephone interpreter
Training or hiring of doctors to speak more languages
Technology aided translation devices
Multiple above options
6. Other?
Which intervention would, in your view, improve the ability to communicate in languages other than the three
official languages of the Western Cape?

vk wNe

a. Telephonicinterpreter

b. Technology aided translation devices

c. Other?
Would you be willing to learn the language or languages most often spoken in your environment if this was offered
by the department of health?

Please provide any further comments related to languages and languages issues in the EC that you may feel are
relevant to this study?

Thank you very much for your time. If you would like to learn about the results of the survey, you can contact me at
nasdocrat@gmail.com.
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Appendix 2: LETTER OF EXPLANATION OF STUDY

Dear emergency centre physician (Com Serve/MO/REG/Consultant)

It would be much appreciated if you would complete the following survey titled “Language Barriers in
Emergency Centres (EC): A survey, of secondary public hospital EC doctors in the Cape Town metropole,
regarding the perceived presence and effects of language barriers”. This study aims to help identify if
doctors still experience language barriers which cause a disruption in patient care. In previous studies it
has been shown that communication problems due to language barriers have caused difficulty for doctors
in obtaining vital information from the patient and the patient feeling sometimes unhappy with the
interaction.

The survey is administered as part of a research project conducted in partial fulfilment of the MPhil
Emergency Medicine program of the University of Cape Town. It will take no longer than 15 minutes of
your time but it will provide vital information regarding language related issues when communicating with
patients in the emergency centre.

You will not be required to provide identifying information and the survey is entirely anonymous. No
responses will be linked to any individual and no facility will be named in reporting of results. This study
has been approved by the University of Cape Town, Faculty of Health Sciences Human Research Ethics
Committee: HREC, Western Cape Department of Health and the facility you are currently working in.

Your responses could result in acknowledgement of a problem should one still exist and further research
on how best to help doctors and patients to improve communication and guide government policy to
improve resources available to both doctors and patients in emergency centres.

We do not anticipate any personal harm arising from study participation and you will not receive
remuneration for participating in the survey.

Your participation in this study is voluntary, and there are no negative consequences for declining to
participate. Please take time to read the consent prior to answering all of the questions. If you consent to
participating please complete all questions as fully as possible to allow for meaningful conclusions to be
drawn from results.

For any questions or concerns about the research please contact the principal investigator (see contact
details below), or for any ethical concerns contact Prof Marc Blockman, the Chair of the University of Cape
Town’s Faculty of Health Sciences, Human Research Ethics Committee at Marc.Blockman@uct.ac.za or on
021404 7682.

Thank You for your valuable time and participation in this study,
Dr Nasreen Docrat,

nasdocrat@gmail.com 0845813817 (Investigator and MPhil Student)

A/Prof Peter Hodkinson

peter.hodkinson@uct.ac.za 021 404 7601 (Supervisor)

Division of Emergency Medicine, University of Cape Town
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Appendix 3: Consent (first page of online survey)

1. lconfirm | have read and understand the information sheet regarding the study “Language Barriers
in Emergency Centres (EC): A survey, of secondary public hospital EC doctors in the Cape Town
metropole, regarding the perceived presence and effects of language barriers”

2. lunderstand participation is voluntary and anonymous and that | am free to withdraw without
consequences at any time

3. lagree to take partin the above study (If NO you will not be required to complete the study)

YES NO

For any concerns prior to consent please contact
Researcher
Dr Nasreen Docrat

nasdocrat@gmail.com 0845813817

Principal Supervisor

A/Prof Peter Hodkinson

peter.hodkinson@uct.ac.za 021 404 7601

Division of Emergency Medicine, University of Cape Town
Human Research Ethics Committee

Prof Marc Blockman

Marc.Blockman@uct.ac.za

Chair of the University of Cape Town’s Faculty of Health Sciences, Human Research Ethics Committee
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Appendix 4: Letter of Authorization

Letters from:

1. Department of Health
2. Participating Hospitals
3. Emergency Centre HOD

Will be obtained once ethics approval has been obtained.
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