




























































































Methodology

2.3 DESCRIPTION OF HEALTH CARE SITES

In an attempt to obtain a broad perspective across all three levels of health care, the
study was conducted at three sites, that is, at a Tertiary Hospital (TH), Secondary
Hospital (SH) and a Community Health Clinic (CHC) within the Western Cape.
Fifty-tfive health professionals were interviewed and included thirty-one health
professionals at the TH, twelve at the SH and twelve at the CHC. Furthermore, cighty

health professionals formed part of the survey.

The Tertiary Hospital: The population supporting a tertiary level service centre is
very large and will involve university teaching facilities. Furthermore, paticnts at the
level of health care will be involved with subspecialists in, for example, oncology,
cardiology, etc. (Kibel & Wagstaff, 1995).  In this study, the TH is home to
approximately 1100 staff members, ranging from academics, medical officers and
nurses, to professions allied to medicine, clerical and non-professional staff, as well as
both undergraduate and postgraduate paediatric students from South Africa and
abroad that train at that Tertiary Hospital. This includes 183 000 patients that frequent
the hospital on an annual basis, including inpatients, outpatients, trauma and medical

emergencies and operations (www.childrenshospitaltrust.org.za). Patients that attend

this TH are diverse, 40% come from outside the Western Cape, as well as from other
countries such as Rwanda, Tanzania, Uganda, Namibia, Mauritius, Botswana, Kenya,

Hungary, Romania, ete.

The Secondary Hospital: The SH is a referral base for patients from primary level
services for more sophisticated management. The secondary level of health care
consists of two classes, ‘district” and ‘regional” (Kibel & Wagstaff, 1995). A number
of district hospitals are found in each region and run by medical officers with part-
time specialist supervision that falls under a single regional hospital with full-time
supervision (Kibel & Wagstaff, 1995). In this study, the SH is a drainage area for a
number of local surrounding suburbs and thus accounts for a diverse patient
population group. Although the majority of the patient population receiving services
at the secondary hospital (SH) are first language isiXhosa speaking, the patient

population also includes first language Afrikaans speakers and few first language
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English speakers, ‘other South African languages’ or Arabic speakers (Personal

Communication from Head Sister at SH).

The Community Health Clinic: This first level of health care is that which is closest
to the patient (Kibel & Wagstaff, 1995). It may refer to a GP’s consulting room, a
well-developed group practice, a primary health care nurse in a clinic setting, or a
comprehensive community development programme with health issues as its focus
{Kibel & Wagstaff, 1995). Furthermore, it focuses on three main elements namely the
health aspect service, the staff and the community (Kibel & Wagstaff, 1995). in this
study, the CHC is a medical clinic that provides a service to a local community thus
the patient population is homogenous in terms of language spoken and culture. The

patient population attending this clinic are first language isiXhosa speakers.

2.4 INFORMANTS

142 informants formed part of this study. 80 informants formed part of the survey

and 62 informants were interviewed by the researcher.

The informants in this study consisted of five distinct groups:

Relevant authorities responsible for developing and implementing language

policy.

= Relevant authorities responsible for developing and implementing policy
within the health care sector.

»  Members of the management teams at the pre-determined health care sites [i.e.
Tertiary Hospital (TH), Secondary Hospital (SH) and Community Health
Clinic (CHO)].

¢ Health professionals in these establishments who encounter first language
isiXhosa patients on a daily basis.

#  Both formally trained interpreters and ad hoc mediators involved in medical

consultations.
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Selection Criteria

The Tollowing criteria were applied in the process of informant selection:

2.4.1.1

Authorities Involved in Language Policy Development and

Implementation

The authorities involved were required:

To be involved in Policy Planning, Development and Implementation at a Provincial

or National level

2.4.1.2

Management

Management were required to be:

Employed by the institution for a minimum of 2-3 years.

The rationale behind this selection criterion 1s to ensurc that those
professionals involved have had time to adapt to the culture of the organisation
they are employed by. The ability to adapt to another culture is referred to as
acculturation.  Acculturation may occur in a wide range of sociocultural
contexts and among a variety of groups (Fielding, 1997). The process of
acculturation in an organisation refers to the ability to adapt to the institutional
culture (Ruben, 1977). Since the study aims to describe the various
institutional contexts wherein interpreted interviews are conducted, and it is
acknowledged that interpreting is a complex process embedded within
institutional and societal discourses, it is important that the participating

professionals have an awareness and understanding of that culture.

Responsible for management decisions and the implementation of guidelines
and policies for more effective service provision within their specific health

care facilitics (HCF’s).
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2.4.1.3 Health Professionals

The health professionals were required to be:

Working in that specific public health institution for a minimum of 2-3 years.

The above-mentioned rationale with regards to acculturation applies to the health

professionals involved.

Employed full time.

2.4.1.4 Trained Interpreters

b)

The trained interpreters were required to:

Be L1 isiXhosa-speakers.

Be proficient speakers of English (to the language of the health professional

involved).

Be culturally similar to isiXhosa-speakers from the Western Cape.

Have attended a formal interpreter training programme and to have had some

exposure to field specific services/therapies.

The untrained ad hoc mediators were required to be:

L1 isiXhosa-speakers.

Proficient speakers of English.

Culturally similar to isiXhosa-speakers from the Western Cape.

An individual (e.g. a nurse or general assistant/cleaner) who is likely to be

familiar with the site.

b2
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* 2.4.2 Informant Description

Figure 2.1 displays the authorities interviewed by the researcher at a national and
provincial level. These authorities were involved to some extent with language policy
and planning. The informants interviewed materialised in a progressive manner

whereby one interview led the rescarcher to approach other relevant authorities.



Department of Arts and
Culture, Pretoria

National Level

Language Planning

- National Language Service, Pretoria

Provincial Level

Department of Cultural
Affairs and Sport:
Language Unit

Western Cape Language Service

Department of Health
Western Cape

Unit of Language Empowerment

Directorate of Policy and Planning

Figure 2.1: Interviews with Authorities at 2 Provincial and National Level
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Figure 2.2 represents those informants interviewed at the TH. A number of health
professionals involved in management werc interviewed and included two
superintendents at the TH. Furthermore, the management team included a number of
heads of departments, namely outpatients, school of medicine, ICU, surgery, oncology
and trauma. The heads of departiments were included in that the researcher felt that
different departments may utilise varying systems in addressing communication
barriers that they felt may be more efficient and sustainable. Head sisters and sisters
in charge of wards were interviewed as they were felt to provide important
information regarding the attitudes and perceptions of the nursing staff and other
members involved in mediating. A core group of interviews were represented by
those health professionals both medical ofticers (including heads of departments who
were involved on a clinical basis) and nursing staff who were clinically involved in
the treatment of patients. Lastly, trained interpreters employed at the TH were
interviewed so as to attain an understanding of the current system employed at the

HCF.
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| | Sister in charge of Sister in charge of Sister in charge of
<l outpatients inpatients ward D2 | inpatients ward E2
Medical Officers practicing in the various Nursing Staff working in the HCF Trained interpreters servicing the hospital

departments (6 health professionals)

(10 professional nurses and nursing assistants)

(2 trained interpreters)

Figure 2.2: Management, Clinical Staff and Trained Interpreters Interviewed at the Tertiary Hospital
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Figure 2.3 represents those informants interviewed at the SH and CHC. Nursing statt
at the SH and CHC were interviewed. General assistants at the SH were interviewed
as through the progression of the research it was noted that they played a role in

mediating medical consultations within the SH at times.



Health Professionals practicing in various Nursing Staff practisi General Assistants
departments (6 at SH and 8 at CHC) i:llr:alxni%us :epgrmen]tnsg servicing the secondary
hospital
4 at SH and 3 at CH
(4 at SH and 3 at CHC) (2 at SH)

Figure 2.3: Management, Clinical Staff and General Assistants Interviewed at the Secondary Hospital and Community Health Clinic
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2.4.3 Informed Consent and Confidentiality

2.4.3.1 Consent to Undertake the Study

Written permission to conduct the study was obtained from the University of Cape

Town, the Department of Health and the specific health care facilities involved.

2.4.3.2 Participant Consent and Confidentiality

Verbal and written consent were obtained from the superintendents, health
professionals, trained interpreters and ad hoc mediators at the various health care
facilities. The purpose of the study as well as the procedures to be undertaken, were
fully explained to all informants. Anonymity and confidentiality of the informants

was guaranteed and maintained throughout the research project.

2.5 PROCESS OF RESEARCH

The rescarch process consisted of four main stages. The activities within each stage

are summarised in Figure 2.4.
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Stage 1

This stage involved the perusal of written
documentation regarding language and policy
provision (See Appendix) at both a provincial and
national level, as well as conducting in-depth
interviews with relevant authorities, responsible for the
development and implementation of these policies.

: 1

Stage 2
Ewvaluation of the current practices employed across the

three HCF’s.

i

Stage 3
Analysis and documentation of the findings. By

employing findings from the various methods of data
collection, greater insight, meaning and validation to
the interpretation of the findings was made possible.

: !

Stage 4
Conclusions and recommendations emerging from the

findings were proposed with the hope of informing
policy.

Figure 2.4: Flow Diagram Outlining the Activities Undertaken in Stages 1 — 4 of

The Research Process
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2.6 DATA COLLECTION

2.6.1 Methods of Data Collection Employed in Stage 2 of the Research

Process

Three methods of data collection were employed at this stage of the research process.
Firstly, this included perusal of health care facility (HCF) information systems
regarding demographic information. Secondly, interviews were conducted with
relevant authorities regarding policy planning and development and with
management, as well as health professionals at the respective establishments. Lastly,
a survey using a written questionnaire was distributed to health professionals
employed within the selected sites (i.e. the TH, the SH and the CHC). In-depth
interviews were undertaken in conjunction with a survey in that a survey provided a
more general overview of the larger population whereas the in-depth interviews gave

a more refined insight regarding the highlighted issues.

2.6.1.1 Perusal of Health Information Systems

Perusal of health care facility information systems was undertaken in an attempt to
obtain the necessary demographic information regarding race and language status of

health professionals employed at the various health care facilities and patient

g

2.6.1.2 In-depth Interviews

Sixty-two in-depth interviews were undertaken. This included a number of
individuals at a national, provincial and institutional level, with policy planners at a
national and provincial level, and health management, health professionals and trained

interpreters at the various health care facilities (HCF).

The in-depth interviews undertaken with management at national and provincial
(regional) levels and at the identified HCFs were semi-structured in nature. A topic —
guided route was employed as a means of facilitating discussion. Broad questions

were asked initially followed by more specific questions. Broad questioning allowed
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the informants to raise issues, which, were important to them, as well as generate new
idea and topics that may have not been previously considered. More specific
questioning allowed for information to be obtained relating to particular aspects of the

implementation process of the policy and management guidelines.

All questions were open-ended allowing for respondents to elaborate and respond in
different directions. In addition, the principal researcher conducted all interviews, in

an attempt to obtain consistency and reliability across interviews.

s Principles Underlying the Construction of the Questionnaires to be

Employed in the Interviews

a) Semi-structured vs. Unstructured Interviewing

The purpose of the interview was to describe and understand the experience of the
informants and to obtain a nuanced description (not a quantifiable one) of the

informant’s life and the needs thereof (Le Dorze & Brassard, 1995).

All interviews were conducted in a semi-structured manner as they follow the well-
defined structure of questionnaires, but allowed for deviation from these
questionnaires for clarification on certain issues and additional questioning where

necessary.

A semi-structured interview was chosen above a completely unstructured interview
for a number of reasons. A degrec of systematicisation in questioning is sometimes
necessary when many participants are interviewed (Marshal & Rossman, 1995). In
addition, an unstructured interview required an interviewer to have much skill and
experience in interviewing in order to avoid poor reliability as a result of increased
subjectivity (Joubert & Katzenellenbogen, 1997). In addition, the employment of a
semi-structured interviewing method allowed the researcher to partially control the
length of the interviews, thereby limiting the length of the transcription. Considering
that Skinner and van der Walt (1994 in Joubert et al., 1997) have indicated that an-
hour-long interview can take up to eight hours to transcribe, limiting the length was a

significant factor, considering the scope of this study.
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b) Types of Questions

The questions (and interview questions) were developed using guidelines proposed by
Katzenellenbogen, Joubert & Karim (in Joubert et al., 1997). The questions utilised in
the survey were both open- and closed-ended in nature. However, the majority of the
questions used in the semi-structured interviews comprised open-ended questions,
which enabled the researcher to capture and understand the points of view of other
people without predetermining those points of view through prior selection of
questionnaire categories (Patton, 1990). Open-ended questions also enabled the
researcher to obtain more opinionated and emotional responses from the informants.
Closed-ended questions requiring a “yes” or “no” answer or a response limited in
alternatives, were fewer in number and were used with the objective of obtaiming

morce factual information (e.g. biographical details).

¢) Phrasing of Questions
Questions were phrased in such a way that they were concise and unambiguous.

4y Language of Interviews
All informants (i.e. health professionals, trained interpreters and ad hoc mediators)
responded to the interview and questionnaire in English, as they were all competent
English speakers.
2.6.1.3 Survey

2.6.1.3.1 Sample Size

The survey was administered to thirty-five medical officers and forty-five nursing

staft, which included both professional nurses and nursing assistants.
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Development of the Questionnaire

The development of the written questionnaire for the survey required a number of

processes:

= Determining the Content of the Questionnaire

Using a dynamic and participatory process, refinement of the specific items to be
included in the survey was undertaken. This followed consultation with key
personnel at national and provincial (regional) levels and at the identified HCF's.
These items were pnmarily determined from the interviews and were grouped

according to the following themes.

Table 2.1: Themes of the Questionnaire

. 7Démographic information

= Policy awareness

=  Current inferpreting/mediating service

= Health professionals’ attitudes and perceptions of trained interpreters and ad

hoc mediators

* Interpersonal communicative proficiency and competency of health
professionals and interpreters/mediators within a mediated triadic medical

consultation

*  Availability of resources at the HCIE’s

* Current activities, courses, etc. offered at the various HCF’s regarding more

effective communication in health

The results of the in-depth interviews led to the development of the survey questions.
A number of themes arose that were found to be relevant and imperative to this study,

these are presented in Table 2.1 above. These will be addressed in more detail below.

Demographic information: Due to the diversity of the population group attending

health care facilities in South Africa and more specifically in the Western Cape, as
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well as the array of health care settings (i.c. TH, SH and CHC) employed in this
study, it was deemed necessary to include the demographic details of all informants.
The demographic information provided an initial prospect regarding the informants as
well as an immediate, general indication of the multilingual, multicultural population

attending South African health care facilities.

Policy awareness:  From the in-depth interviews it was highlighted that the
awareness of a policy at a national, provincial and institutional level was inconsistent.
It was thus included in the survey to identify and clarify health professionals
awareness of a policy regarding effective communication whether it be at a national or
provincial level, or unique to that specific HCF, as well as to note where effective

communication was seen as a priority.

Current interpreting/mediating services: Variability was noted between HCF’s as
well as between health professionals within the individual HCF’s. Thus, the
researcher found it necessary to acquire further information regarding the more
common practices employed across and within the HCF’s. It was necessary to note
whether it was a system developed by the institution, or whether it was one adopted

by the individual health professional.

Health Professionals’ attitudes and perceptions of trained interpreters and ad
hoc mediators: The health professionals’ attitudes and perceptions regarding the use
of trained interpreters versus ad hoc mediators led to the above theme. Through
discussions from the in-depth interviews, it was evident that the health professionals’
attitudes and perceptions varied depending on who was used to mediate these
consultations. It was further highlighted that the institutional culture adopted by
different health professionals depending on their pervious job, language status, race,
ete played a role n their attitudes and perceptions. Attitudes and perceptions were felt
to be important in that they bring with them the reality of communication at various

levels of health care.

Interpersonal communicative proficiency and competency of health professionals
and interpreters/mediators within a mediated triadic medical consultation: Due

1o the multilingual diversity that exists between health professionals and patients in
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the South African health care context, the majority of health professionals were found
to make use of an interpreter/mediator at some time during their career. The
effectiveness of a triadic team was found to be crucial in that both parties, that is the
medical officer and interpreter/mediator should be proficient and competent and be
able to work as a unit for the best possible results. Thus by incorporating this theme
into the survey, one was able to obtain information regarding individual abilities and

preferences.

Availability of resources at the HCE’s: From the in-depth interviews, it was
found that resources across the three levels of health care differed. Therefore, each
HCF developed and uses systems best suited to their individual needs and is often
driven by the availability of resources. It was thus deemed necessary to identify what
resources were available and how the HCF’s made use of them as well as what they

do when there are insufficient or a lack of resources.

Current activities, courses, etc. offered at the various HCF’s regarding more
effective communication in health: The transformation of health care in South
Africa was evident from the interviews. However, although a transformation is
occurring, where health care was now becoming more available to everyone, there is
still large gap between the old and new systems. It was thus important to note how
and it HCF’s and health professionals from the old system together with newly
qualified health professionals were adapting to the change, that is being able to
provide and effective and efficient communication to the multilingual population

attending the various HCF’s.

& Structure and Design of the Questionnaire

A structured, self-administered, questionnaire, comprising 48 items, was

developed.

»  Format of the Questionnaire

The format of the questionnaire was designed in such a manner so as to:

- facilitate limited time required for the respondent to complete the
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questionnaire
- facilitate understanding by including items which were unambiguous,
specific, only including one idea and devoid of emotive

words

e Variety of Types of Items

The questionnaire included the use of a variety of types of items:

- Scale items, such as, semantic differential and cumulative scales
- Fixed alternative questions, with a yes/no response

- Open-ended questions requiring specific factual information

The specific items included in the questionnaire appeared to be relevant and important

as was determined by the high response to the majority of items in the questionnaire.

2.6.2 Procedure

This section examines the procedure in terms of setting, timing and equipment used.

2.6.2.1 Setting

The in-depth interviews and survey were conducted at the respective health care
facilities. This is in accordance with Katzenellenbogen et al. (1991), who suggest that
qualitative research needs to be carried out in as natural environment as possible as
this shows acknowledgement of the influence that the situation has on behaviour and
that behaviour has on situations (Cassel & Symon, 1997). Attention was also paid to
Lutz et al.’s (1992) recommendations that interviews should preferably be conducted
with the respondent alone, in a place of reasonable comfort and away from

disturbance.
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2.6.2.2 Time

The length of the semi-structured interviews ranged from 20 - 30 minutes. In total 35
hours of interview material were recorded. The length of time required to complete

the questionnaire ranged from 5 — 10 minutes.

2.7  TREATMENT OF DATA

2.7.1 Transcription of Data

Each session and interview was transcribed verbatim from the tape recordings.
Verbatim transcriptions are deemed necessary in order to allow a detailed analysis to
be carried out (Patton, 1990). This was considered to be a major advantage because it

allowed the researcher to become familiar with much of the data and at the same time

allowed for the process of data analysis to begin (Minichiello et al., 1990).

2.7.2 Coding of Data

All data from the questionnaires were coded using a formal coding system necessary
for analysis using a statistical programme SPSS, which allowed for descriptive
statistical procedures to be applied to the data.

2.8 DATA ANALYSIS

The data from the in-depth interviews was analysed using a thematic analysis.

The data from the questionnaires was analysed using various statistical procedures.
2.8.1 Thematic Analysis
The data obtained from the interviews was not simply analysed according to the

questions asked. A thematic analysis, involving various stages of analysis and

organisation of information was undertaken.
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Data interpretation and analysis in qualitative research involves making sense of what
people have said, looking for commonalties and integrating themes. It is an inductive
analysis, meaning that patterns, themes and categories emerge from the data (Patton,
1990). Data analysis essentially involves reading through one’s data repeatedly and
engaging in activities of breaking the data down (thematising and categorising) and
them building it up again via elaboration (exploring of themes more closely)
interpretation and integration (Terre Blanche & Durrheim, 1999). The transcribed
interviews were analysed according to the principles of thematic analysis. Certain key
procedures were used in thematic analysis and included the immersion in the data and
generating categories. An examination of the qualitative analysis procedures by a
number of sources (Corbin & Strauss, 1990; Patton, 1990; Marshall & Rossman,
1995) allowed for the development of a five-stage procedure of data analysis, depicted

in Figure 2.5.
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1. ORGANISE THE DATA

= Ensure all raw data available for analysis

= Ensure familiarity with raw data

2, INITIAL CLASSIFICATION OF RAW DATA

= Read through the transcriptions, commenting in the margin
= Label phenomena
»  Compare incidents so that common phenomena receive common names

. |

3. GENERATE CATEGORIES, THEMES AND PATTERNS

= Group or categorise concepts
»  Name categories
= Describe categories into properties and dimensions
= Develop category files / sheets
= Determine convergence and divergence
a) Look for regularities in data
b) Judge categories in terms of two criteria:
-Internal homogeneity
-Extermal homogeneity
¢) Verify meaningfulness and accuracy of data
d) Priontise categories
e) Test sets of categories for completeness
s Extend categories via extensions, bridging and surfacing

&

4. CHALLENGE EMERGENT HYPOTHESIS

: ]

5. SEARCH FOR ALTERNATIVE EXPLANATIONS

Figure 2.5: Flow Diagram Depicting the Stages Involved in the Data Analysis
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These stages will now be discussed in more detail:

Stage One: Organisation of the Data

The first step of the analysis procedure was to ensure that all raw data had been
gathered and was available for analysis. The transcription of the interviews, as well
as numerous additional read-throughs of the raw data allowed the researcher to
become familiar with the information, thereby facilitating further analysis (Patton,

1990; Marshall & Rossman, 1995).

Stage Two: Initial Classification of the Data

This stage marked the beginning of the coding process which takes place in content
analysis. The researcher was required to read through each of the transcripts from the
semi-structured interviews and make comments in the margin (Patton, 1990). These
comments included ideas and perceptions of particular observations, sentences and
paragraphs. FEach of these incidents, ideas or events, in turn were given a label that
was felt to represent that phenomenon. Incidents were then compared so that
common phenomena would receive common names (Corbin & Strauss, 1990). The
data was conceptualised in this way to facilitate the large amount of raw data in the

transcriptions.

Stage Three: Generale Categories, Themes and Patterns

Once the phenomena had been identified, they were grouped together into categories.
Categories were given names that were more abstract than the concept names, but
were still felt to be transparent enough to remind the researcher of the raw data.
Categories were further developed in terms of their properties and dimensions (Corbin
& Strauss, 1990). These characteristics formed the basis for differentiating categorics

and subcategories.

Patton (1990) suggests that data should be organised mto topics and files. Each

category was thercfore allocated a separate category sheet. After completing a
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detailed coding procedure, the information pertaining to the topic was then cut out

from a copy of the original raw data and placed onto the category sheet.

At this stage of the analysis, categories were examined for divergence, convergence
and completeness as proposed by Guba (1985 in Patton, 1990). This entails “fleshing
out” patterns and categories in order to determine what could be appropnately fitted

together in particular categories. This was achieved by:

a) Looking at regularities in the data.

b) Judging categories in terms of internal homogeneity (the extent to which data
in a category holds together) and external homogeneity (the extent to which
differences in a category are bold and clear).

¢) Working back and forth between data and classification systems to verify
meaningfulness and accuracy of placement ot data within certain categories.

d) Prioritising categories, by determining which categories were more important
according to features of saliency, uniqueness and credibility.

e) Sets of categories being tested for completeness by:

o Extension — building on items of information already known.
o Bridging — making connections between different items.
o Surfacing — proposing new information that should fit and verifying its

existence.

At this stage certain categories were joined together to form themes, while other
categories were reduced to variables in the study. Themes are defined by Ely (1991)
as statements of meaning that run through all or most of the important data. Their
impact is thought to be primarily emotive and actual (Ely, 1991). Categories were
also laid out in terms of priority so that they could be reported on in this order in the

Results & Discussion section of this study.
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Stage Four: Challense Emersent Hypotheses

At this point, the data was searched in order to challenge the established hypotheses
and to find information that may not be in agreement with the hypotheses (Corbin &

Strauss, 1990).

Stage Five: Search for Alternative Kxplanations

When challenging the patterns that scemed to be apparent, alternative explanations
were sought out, identified and described. It was deemed necessary to demonstrate

why a particular explanation was the most plausible (Corbin & Strauss, 1990).

2.8.2  Statistical Analysis

Data collected in the survey, was entered into a database using Excel. Data was
analysed quantitatively using the statistical package of SPSS. Data analysis was
explorative. This provided quantitative information and allowed for any general
patterns regarding the structures, mechanisms and processes employed in the
implementation of the “use of interpreters in HCFs” across and within the respective
regions to emerge. Categorical Principal Component Analysis and HOMALS (cluster
analysis) were used as a preliminary investigation into the inter-relationships between
variables,  Furthermore specific information relating to individual HCFs was

determined.

2.9 RELIABILITY

Research is said to be trustworthy if the research process is carried out fairly and the
product is closcly representative of the informants involved. Thus, a number of
methods will be employed in this study in order to enhance and determine the rigour
of the data analysis procedure. This will have to be undertaken at a number of

different levels in the research to ensure that the data is accurate throughout.
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2.9.1 Confirming the Accuracy of the Transcription of the Data

The data was checked and consisted of only one possible level of breakdown — in the

transcription phase.

To ensure intra-rater reliability, the rescarcher validated all the data.

In addition to this, twenty percent of the data, from the interviews, was reviewed by
an 1.1 English speaker, to ensure inter-rater reliability. Twenty percent of the data
was chosen from a cross-section of recorded sessions. The data was randomly

sclected in that any part of these sessions was selected for the purpose of reviewing,

Based on suggestions by Cucchiarim (1995), a word-by-word percentage agrecment
procedure was used to determine inter-rater reliability of transcribed English data in

an objective manner. The following formula was employed (Cucchiarini, 1995):

Number of Agreements

X 100

Number of Agreements + Number of Disagreements

Figure 2.6: Formula for Inter-rater Reliability

Inter-rater word-by-word agreements for transcriber 1 vs. transcriber 2 across 62

transcribed interviews are presented below.
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Table 2.2: Inter-rater Transcription Reliability

Interview |

Interview 2

Interview 3

Interview 4

Interview 5

Interview 6

“Rater 1 &2

96%

98%

100%

980 i3

99%

S9%

Interview 7

Interview 8

Interview 9

Interview 10

Interview [1

Interview {2

Rater 1 & 2

97%

98%

98%

99%

97%

99%

interview 13

Interview 14

Interview 15

Interview 16

Interview 17

Interview 18

Rater 1 & 2

99%

97%

59%

99%

98%

96%

Interview 19

Interview 20

Interview 21

Interview 22

interview 23

interview 24

Rater [ & 2

99%

98%

98%

98%

100%

99%

Interview 25

interview 26

Interview 27

Interview 28

Interview 29

Interview 0

| Rater 1 &2

96%

96%

99%,

100%

100%

98%

Interview 31

Interview 32

Interview 33

interview 34

Interview 35

interview 36

Rater 1 & 2 995%, 95% 99% 97% 98% 98%
interview 37 | Interview 38 | Interview 39 | Interview 40 | Interview 41 | Interview 42
Rater 1 &2 | 99% 96% 99% 96% 100% 96%

Interview 43

Interview 44

Interview 45

Interview 46

Interview 47

Interview 48

Rater 1 & 2

56%

97%

99%

100%

97%

98%

interview 49

Interview 50

Interview 51

Interview 52

Interview 53

Interview 54

» Rater 1 & 2

100%

100%

99%

97%

98%

98%

Interview 55

Interview 56

Interview 57

Interview 58

Interview 59

Interview 60

Rater 1 & 2

98%

96%

9%

97%

97%

98%

Interview 61

fnterview 62

Rater 1 & 2

98%

100%

The mean percentage word-by-word agreement across 62 interviews for transcriber |

and transcriber 2 was 98%.

This result indicates high inter-rater transcription

reliability.  Subjectively, it was found that there were no errors of content, in that

there were no propositions missing.

However some ritual utterances and prompts

were missing.  Where notable discrepancies arose in the interview transcriptions,

changes were made to the transcripts prior to further analysis.
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2.9.2  Validating the Data at the Level of Thematic Analysis

Validation of the data at this level was based on suggestions by Patton (1990), Polgar
and Thomas (1991), DePoy and Gitlin (1994), and Joubert et al. (1997). These

suggestions are outlined below.

2.9.2.1 Data on Characteristics of Informants

Joubert et al. (1997) state that it is important to report on the characteristics of the
respondents in order to give an indication of the reliability of the responses. It was
suggested that characteristics such as training, experience and the agendas of the
imformants be made known so that the results could be correctly interpreted within

context.

According to Polgar and Thomas (1991), research demonstrated that in ones everyday
communications and social interactions, people take an enormous amount of cultural
context for granted and they tend to bracket this as obvious or common sense. When
the cultural backgrounds of individuals diverge, the understanding of personal
meaning becomes less obvious. Consequently, people need to establish what cultural
background the informants in the study come from and what their previous training
and experience are, in order for their perceptions to be analysed in context. For these
reasons, the biographical details of all informants are included as well as, in the case
of the trained interpreters, details of training and experience and descriptions of the

programmes to which the informants are affiliated.

2.9.2.2 Audit Trial

It has been reported that in qualitative rescarch such as this, the researcher 1s more a
part of the phenomenon being investigated than in quantitative research (Polgar &
Thomas, 1991). However the advantages of using a human measuring instrument, is
that we are more adaptable and multi-purpose than even the most sophisticated
machinery and we can observe subtle behavioural changes as well as verbal and non-

verbal cues in subjects.
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One way of indicating the train of thought of the researcher, is through an audit trial.
An audit trial refers to the thinking and action processes involved in obtaining results
and involves the researcher reporting on his or her train of thought (DePoy & Gitlin,
1994). This was felt to be achieved via the following: notes on procedures in
methodology, notes on the construction of materials in the methodology and notes on

the utilisation of the constructed materials in the methodology.

2.9.2.3 Triangulation

Triangulation is a process whereby one source of information is checked against one
or more other sources of information (DePoy & Gitlin, 1994). According to Patton
(1990), thc combination of methodologies in the study of the same phenomena
strengthens the study design. It can involve using several kinds of methods or data,
including using both quantitative and qualitative approaches. Any given study can
include several mixes of the approaches by including several measurement
approaches, varying design approaches and varying different analytical approaches to
achieve triangulation (Patton, 1990). Using triangulation is recognition that the

researcher needs to be open to more than one way of looking at things.

Denzin (1978 in Patton, 1990) stated that no single method ever adequately solves
the problem of rival causal factors. Furthermore, each method reveals different
aspects of empirical reality, and consequently multiple methods should be employed

in every investigation (Denzin, 1978 in Patton, 1990).

2.9.2.4 Subjective Assessment of the Interviews Immediately after the

Recording

Directly after each interview, the rescarcher wrote down brief ficld notes on the
positive and negative aspects of cach session, as well as the researcher’s feelings
about the responsiveness of the informants. In order to make this as easy and as quick
as possible to administer, the researcher constructed a short checklist to be used after
each interview. The checklist was based on suggestions from several researchers
(Patton, 1990; Marshall & Rossman, 1995; Evans, 2000; Fisch, 2001} and included

comments on the following:
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O

(@]

O

29.25

Others present during the interview

Distractions during the interview

Interviews affected by others present and distractions
Informant characteristics

General

Equipment check

ldeas from the interview which needed to be followed up.

Missing Data

The incidence of data that could not be transcribed was minimal (Joubert &

Katzenellenbogen in Joubert et al., 1997). The little data that could not be transcribed

could be attributed to one of the following:

@)

2.10

Speaker variables: Some of the informants had very soft voices which
contributed to poor sound quality.
Environmental/situational variables: At times, background noise at the

various HCFs interfered with the sound quality.

Pilot Study

A pilot study was carried out with three health professionals at a tertiary-based health

care facility. The aims of the pilot study were as follows:

To estimate the time required for each interview.

To measure the effectiveness and appropriateness of the open and closed-
ended questions that were developed for the interviews.

To identify any technical difficulties that may arise from the tape-recording

and the quality of sound.

Based on the pilot study, the following was determined:

Twenty to thirty minutes should be allowed for the interview process.
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®=  The analysis would need to be data driven in order for all relevant data to be

included in the analysis.

Data from this pilot study was not included in the research project.



3. RESULTS

In this section, the qualitative findings from the interviews with the informants and the
quantitative and qualitative data obtained from the survey are discussed. The results are
considered under each of the themes that emerged from the thematic analysis of the in-

depth interviews. These themes are listed in Table 3.1 below.

Table 3.1; List of Themes

DEMOGRAPHIC INFORMATION REGARDING RACE AND LANGUAGE
STATUS OF HEALTH PROFESSIONALS AND PATIENTS
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3.1 DEMOGRAPHIC INFORMATION REGARDING RACE AND LANGUAGE
STATUS OF HEALTH PROFESSIONALS AND PATIENTS

To date, no formal health information statistics are available regarding the language
status of the health professionals providing medical services at the tertiary hospital,
secondary hospital or community health clinic, nor of the patient populations served at

the various health care facilities,

3.1.1  Tertiary Hospital

i The Languages of the Population Served

From the findings of the interviews conducted at the TH, it was evident that a large
majority of the patients attending the TH do not present the so-called ‘dominant’

languages of English and Afrikaans as their first languages.

MO: Iwould think 80% of the patients are isiXhosa and 20 % are Afrikaans or
English and we see more and more children from abroad, from Central Africa,

French speaking, or what’s that Swahili.

MO: But certainly 40% - 50% of outpatients, you know, something like that, are
isiXhosa and the parent, well, it’s mainly the parents that are isiXhosa of whom
probably half speak English to some degree. The other half, they don’t,
particularly the ones who recently arrived from the Fastern Cape, they cannot
speak English, or very, very poorly. So it's not really possible to communicate on

difficult issues.

The TH provides a service to number of people of different cultures and language groups.
However, results from the survey by medical officers and nursing staff, reported that
isiXhosa is the first language of the majority of the patients. Furthermore the health

professionals reported that it appears that at least 10% of the patients served at the TH
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speak other indigenous languages as well as languages spoken in the rest of Africa such
as French and Swahili. French-speaking patients attending the TH were reported to have
markedly increased as a result of a greater amount of referrals from other countries in
Africa as well as increasing numbers of French-speaking African immigrants in South

Africa.

MO: [ think it’s not just for South Africa languages. [ think even other African
languages, because we're getting lots of refugees coming in to live in Cape Town

who speak French, who speak Somalian.
MO: [ mean, we've had a Somalian patient.

MQO: Soit’s not, definitely not only isiXhosa. We have to get, you know, the guys

who do the parking, one of them, they speak French.
ii). The Health Professionals’ Language Status and Diversity
As illustrated in Figure 3.1, the nursing population at the TH comprises, 74.8% Coloured,

15.0% Black, 9.7% White and 0.5% Indian °(Provincial Administration of the Western

Cape {PAWC} statistics, 14 November 2003).

[ . . , . . . s
I'he use of terms to denote ‘race’ are controversial and the researcher’s intention is not to offend but to use
terms which still have social meaning in South Africa.

A
o



Results

B Black
B Coloured
O Indian
O White

Figure 3.1: Racial Percentages of the Nursing Staff Emploved at the Tertiary
Hospital (PAWC, 14 November 2003)

Considering the socio-linguistic history of South Africa, the majority of White, Coloured
and Indian nurses are unable to speak isiXhosa, and even if one assumes that all of the
15.0% Black nursing staff are first language isiXhosa, it is strikingly low when one
considers that the majority of the patient population is isiXhosa-speaking. As reported by
informants in the interviews, the nursing staff at the TH are predominantly Coloured,

either English or Afrikaans first language speakers, and are unable to speak isiXhosa.

MO: Almost all of our nurses are English or Afrikaans speaking but we have a
recent acquisition to the staff, who is the junior sister, who's fluent in isiXhosa,

and that’s very nice.
As illustrated in Figure 3.2, 74.5% of medical officers at the TH are White, 11.8%

Coloured, 8.1% Indian, 5.5% Black (Provincial Administration of the Western Cape
statistics, 14 November, 2003).
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5.50%

\/& 16%
° |@ Black

B Coloured
O Indian
O White

Figure 3.2: Racial Percentages of Medical Officers Employed at the Tertiary
Hospital (PAWC, 14 November, 2003)

From the survey employed in this study it was found that of the 5.5% Black medical
officers, few are unable to speak isiXhosa, as they are from other indigenous African
groups and thus speak other languages such as Sesotho, Zulu, etc. As reported in the
interviews, the majorty of the White, Coloured and Indian medical officers are first
language English/Afrikaans speakers and are unable to speak isiXhosa. In addition,
informants reported that amongst the White medical officers, a small percentage are

foreign.

It is thus evident from Figures 3.1 and 3.2 that the highest percentage of medical officers
together with nursing staff are first language English or Afrikaans speaking, with little
knowledge of isiXhosa. Considening that the majority of the patients attending the TH
are 1siXhosa and the majority of health professionals are first language English or
Afrikaans speaking, there is clearly an existing communication and cultural bammer

between health professionals and patients.

The extent of language diversity was expressed by the health professionals as an

extensive problem that needs to be dealt with.

MO: Ja, I mean, the diversity of languages here is huge. It's massive!
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3.1.2 Secondary Hospital

i). The Languages of the Population Served

As noted from the interviews, the majority of the patient population receiving services at
the secondary hospital (SH) are also first language isiXhosa speakers. First language
Afrikaans speakers with few first language English speakers and ‘other South African
languages® or Arabic speakers also receive medical services at this HCF (Personal

Communication from Head Sister at SH).

M@O: “Um”, here most patients speak isiXhosa but some tend to be able to speak
like at least smatterings of English or Afvikaans if they ve isiXhosa. You know,
like they'll be at least sort of, you know, you’ll have your own language and then
like little bits and I mean, the patients mostly, the medical officers are appalling,

they'll speak English and Afrikaans only.

i) The Health Professionals’ Language Status and Diversity

As represented in Figure 3.3, 61.5% of nursing staff were reported to be Coloured and
38.5% Black (Provincial Administration of the Western Cape, 14 November 2003).
Again highlighting the more dominant languages amongst nursing staff, being Afrikaans

and/or English.
However, as illustrated in Figure 3.3 (compared to Figure 3.1), currently there is a larger

proportion of Black nursing staff employed at the SH as compared to the TH, with the

majority of Black nursing staff being first language istXhosa speakers.
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@ Black

B Coloured
O Indian
CJWhite

Figure 3.3: Racial Percentages of Nursing Staff Employed at the Secondary
Hospital (PAWC, 14 November 2003)

® Black

M Coloured
Indian
White

Figure 3.4: Racial Percentages of Medical Officers Employed at the Secondary
Hospital (PAWC, 14 November 2003)

Statistics illustrated in Figure 3.4 regarding race once again found that the medical
officers in the SH comprise 60.4% White, 20.8% Coloured, 10.4% Indian and 83%
Black (Provincial Administration of the Western Cape, 14 November 2003). Hence, the
majority of the medical officers at the SH are White English/Afrikaans first language
speakers, although there is a higher percentage of Black and Coloured medical officers at
the SH than the TH, it is still however, markedly less than Whites. With the large
isiXhosa-speaking patient population and the limited number of isiXhosa-speaking
medical officers, coupled with the majority of the nursing staff bewng first language
English and Afrikaans speakers at the SH, again a communication barrier between health

professional and patient is evident.
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3.1.3 Community Health Clinic

i) The Languages of the Population Served

As noted from the interviews and in response to the survey, it was clearly determined that
the patient population attending the Community Health Clinic (CHC) are first language

isiXhosa speakers.

ii). The Health Professionals’ Language Status and Diversity

According to Senior Management interviewed, the majority of medical officers at the
CHC are first language English and Afrikaans speakers, with few who arc able to
communicate in isiXhosa. Unfortunately no statistics were available from the Provincial
Administration of the Western Cape as well as from personal communication with the
Head Sister at the CHC pertaining to the race and language status of the health
professionals employed at the CHC. However, it was strongly agreed by all informants
interviewed and those forming part of the survey that isiXhosa is the most dominant first

language amid the majority of the nursing staff.

3.1.4 Summary of the Language Diversity across the Three Health Care Sites

amongst Health Professionals and Patients

As can be seen from these findings, there is a vast language divide between medical
officers and patients across all three health care facilities. This is a result of the
overwhelming majority of medical officers, being unable to speak isiXhosa.
Furthermore, medical officers were required to rate their own proficiency in
communicating in isiXhosa. As is illustrated in Figure 3.5, 90.40% of the medical
officers participating in the survey rated their proficiency in isiXhosa as ‘very poor’ or
‘poor’, thus supporting the finding of the evident communication barrier existent between

medical officers and patients.
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Very Poor
B Poor

B Average

O Good

@ Very Good

\ 45.20%

45.20%

Figure 3.5: Medical Officers’ Self-Rated Proficiency in isiXhosa

Nursing staff where required to rate their own proficiency in communicating in isiXhosa.
As can be seen from the results of the survey illustrated in Figures 3.6 and 3.7, 72.8% and
60.0% respectively of the nursing staff at the TH and SH were reported to be ‘very poor’
or ‘poor’ with regards to 1siXhosa proficiency. However, this is not the case regarding
the nursing staff at the CHC. As can be seen in Figure 3.8 100% of the informants
participating in this study rated their proficiency in isiXhosa as ‘very good’.

Very Poor
O Poor

B Average

O Good

@ Very Good

36.40%

Figure 3.6: Nursing Staffs’ Self-Rated Proficiency in isiXhosa at the TH
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