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INTRODUCTION

‘Even at its scientific best, medicine is always a social
act.’1

At the heart of effective diagnosis and treatment lies
the medical interaction between physician and patient.
More than 80% of these interactions in South Africa
take place across linguistic and cultural barriers. Many
of these interactions are mediated by the presence of
a third party. The impact of this third party, together
with linguistic barriers, poses the largest single obsta-
cle to health care in most medical settings.2 However,
little is known about this process, or about how to iden-
tify and measure the important variables or minimise
the barriers to effective health care.
This paper reports on a series of
studies which have been conduct-
ed at various sites in South Africa
on the mediated medical interview,
and presents a summary of results,
using illustrations from the data.
Broadly, the goals of this research
were to describe and analyse cross-
language interactions between
health professionals and patients,
and to understand the role of the
interpreter in this process, as well
as the perceptions of the different
participants (patients, health profes-
sionals and interpreters) regarding
the role of the interpreter and the
language dynamics of medical inter-
views.

METHODS AND PARTICIPANTS

Table I presents a summary of this body of research. 
Research has taken place at a number of different sites
involving a number of different languages (Zulu, Xhosa,
Setswana), a number of diseases and different health
professionals. The study aimed to capture the dynam-
ics of communicative and interpersonal interactions.
We used qualitative methods including ethnographic
descriptions of the sites studied, video-recordings of
interactions and interviews with the participants. Data
analysis included transcription, translation and back-
translation, and the prime method of analysis of the
data was conversation analysis which allows for
detailed consideration of verbal and non-verbal be-
haviours.3-6 These methods have allowed a multi-
dimensional perspective, combining direct evidence
from the interactions with the perceptions of the par-
ticipants around language issues.

RESULTS

Not surprisingly this research has demonstrated a wide
variety of institutional language practices, great linguis-
tic diversity within the settings, and differences in the
preparedness of clinicians and the mediators.7-9 There
is often a mismatch between the languages of the
health-care providers and the patients. While existing
language legislation promotes the use of interpreters in
all health-care sectors, common practice indicates that
in most cases a trained interpreter is usually not avail-
able and at best, interpreting is performed in an ad hoc
way using nurses, family members or fellow
patients.7,10,11 Figure 1 reflects the type of interpreter
used at three sites, a tertiary hospital, a secondary hos-
pital and a community health clinic (CHC).12 No formal
interpreters were used at any site. Nursing staff in-
variably interpreted at the CHC, but did not consider it
their role at the tertiary and secondary hospitals, result-
ing in either no interpreting or the use of family,
friends, cleaners or other health professionals.
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ABSTRACT

The majority of health interactions in South Africa
are mediated by a third party whose role is little
understood. Studies on the role of the interpreter in
health interactions suggest a number of factors
which influence the success of the process. The
effectiveness of communication between doctors
and patients does not just depend on the training or
experience of the interpreter but on a range of fac-
tors including the type of interaction, illness vari-
ables, and relationships between the participants, as
well as the site of practice. The research reveals at
least two distinct profiles of practice – one which
facilitates the mediated process and one which
inhibits communication. A number of guidelines are
suggested for improving cross-language interac-
tions.

Fig. 1. Most frequently used ad hoc mediators at three sites (tertiary hospi-
tal (TH), secondary hospital (SH) and community health clinic (CHC)).
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At one site, a pharmacist said: 
‘No, most of the time I don't give up, if the patient
and I can’t understand each other, and the method
of the tablet showing is not working, I tell them “byt
vas” and I go and look for any possible somebody
that can help me (laughs). Anybody, anybody in sight
that's willing to help, even if it’s another patient. I
don't care…if it’s another patient. I mean, the
patient needs to understand me. So now I try my
best to find anybody I can get hold of.’

Depending on the context, the mediator in such clinical
interactions is often expected to assume multiple roles
including those of linguist, cultural broker, research
assistant, counsellor, patient advocate and institutional
gatekeeper.13-16

Very often nurses are put into the role and this may be
perceived as problematic by the nurses themselves as
well as by the patients and the doctors. 

MO: Well, I think it will be a very big help if we get
(interpreters), because at this moment we’re using
the nurses as interpreters and I mean, they’re over-
worked as well, so if we call them from doing their
work, then the whole system falls apart.

In many interviews patients expressed dissatisfaction
about the fact that nurses had not addressed them in
their home language. Nurses expressed resentment
about being used as a ‘tool’ for the doctors. Some of
our findings seemed to confirm the observation that
the nursing profession has negative attitudes which
are often illness-specific and may inhibit or unduly influ-
ence patient participation and opinion.17,18

On the other hand at sites where language services are
part of the job description and where nurses were
made to feel part of the team, the interpreting function
was conducted with willingness – a fact reflected in
the following impression from a nurse at a community
site:

‘… when I'm with the medical officer and the
patient, then the patient normally says, “Oh, I’m so
glad, you know, because I’m so nervous, I can’t
speak this English and I can’t understand this
English, you know” and then she say, “Oh, I’m glad
you're one of, one of me now like”.’

When nurses are not available and other patients are
used as interpreters, both patients and doctors have
concerns about confidentiality.
At many of the sites trained counsellors have been
introduced to assist the medical team with the func-
tions of the clinic. These are trained by NGOs but
results have shown that the role of such mediators is
not well defined and is often less efficient than desired.
They have less formal training than other health pro-
fessionals, have no formal hierarchy in the workplace,
their position is emotionally challenging and they often
experience a feeling of isolation.16,19 There is often a
clash between the perceptions of counsellors and the
health system for which they work.12,16

In general it has been found that the ad hoc interpret-
ing procedures often result in omissions, substitutions,
condensations and distortions of information resulting
in reduced understanding and awareness of patient
diagnosis, as well as increased patient dissatisfaction.
In some contexts up to 40% of the utterances within a
medical interview contain translation errors, many of
which have negative implications in terms of accuracy
and efficacy of medical service.7,9,19-21 At sites where
there were trained interpreters, the errors seemed to
be fewer and have a smaller impact than the errors
made by untrained interpreters, but errors of major clin-
ical significance affecting diagnosis and treatment plan-
ning still exist. Such accuracy seemed to depend as

much on other factors as on the level of training such
mediators received. These factors are linked very
strongly to a number of interactional and contextual
aspects discussed below.

Type of interaction

Firstly, the purpose or genre of the medical interaction
appears to make a vast difference. We found for exam-
ple that there were fewer errors in interpretation dur-
ing the history-taking procedure component of the
medical interview than in the counselling session.7,9

The history-taking procedure in itself is specific to the
medical context, and lends itself to a questioning pro-
cedure often limited to short and specific routines, eas-
ier to control when three parties are present.5,6,22

Counselling and recommendations are more likely to
be more open-ended and involve the discussion of
options, and therefore seem to increase the likelihood
of making errors. Similarly, it would appear that the
genre of gaining informed consent for a study trial
(such as a treatment or vaccination trial) has many
potential pitfalls including complex issues of randomi-
sation and equipoise, and that translation issues inter-
fere with the task, as the language of the protocol is
often prescribed by international drug trials.23,24

Illness

Secondly, there are particular linguistic demands which
are illness specific and which have the potential to
affect the interactions. As Levin25,26 has shown in rela-
tion to respiratory illness, some of the meanings of
terms used by the doctors and patients do not corre-
late.
In the field of HIV we have a number of similar exam-
ples. For example, there seems to be regular confusion
regarding the use of the terms ‘positive’ and ‘negative’
in our data.

‘I wish counsellors, nurses, doctors and others…
would explain clearly how the viral load is related to
being positive… counsellors should be trained prop-
erly and patients should be taught the terminology
and understand what they mean. She thought she
had a disease called CD4 but did not relate it in any
way to being HIV positive… we don't have words
like that in Setswana.’

Similarly we have found some confusion regarding
other common terms.
For example, when a patient was asked about the
medicine she had received she said:

‘You don’t get medicine here. Only pills and that
green syrup for the children?’

Many patients show very limited understanding of
other aspects such as the concept of CD4 count. In a
series of interviews with caregivers at antiretroviral
(ARV) rollout sites27 only 12 out of 45 participants at
one site were able to explain what a CD4 count was.
Patients show an imperfect understanding of treat-
ment issues as well.

‘I just give my child all these tablets without know-
ing the reason. I will probably end up giving him all
the tablets we come across, because even the ones
that I have, I don’t know what they are for. I just
want my child to get better. I don’t want this HIV
and TB because I don't know how he got it.’

Similarly the characteristics of the disease in context
influence the process. These have been well docu-
mented and include the impact of stigma and difficul-
ties around issues of disclosure.28-30 Those individuals
enrolled in large-scale vaccination and microbicide pre-
ventative trails have often shown a poor understanding
of the components of the trial.24
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Institutional variables 

Finally, institutional variables play a very important role
in the success or failure of the communication interac-
tion. The data suggest a marked difference in commu-
nication effectiveness between some of the settings
studied. Interestingly, patient and staff satisfaction
seems linked neither to the resources available at the
site, nor to security of tenure in the positions staff held,
but apparently to the relationships between staff at
that setting.12 This suggests the vital influences of sys-
temic and organisational aspects. At different sites
nurses use a different profile of languages which
accounts for different perceptions about roles and
functions in health interactions.
At a community-based clinic, for example, a doctor
describes the role of the nurse in interpreting: 

I think they're perfectly happy to do it, personally. I
mean they’re trained nurses, but they don’t take
blood pressures or do anything. They sit with us and
interpret. I mean, they actually switched roles now. 

The development of trust between the medical officer
and the mediator appears to be related to factors such
as training and field-specific knowledge of the media-
tor. In addition, the relationships that develop are
important in that they may allow for trust to develop
between medical officer and mediator and hence the
relinquishment of power. The more frequently individu-
als work together, the more likely they are to form a
good working relationship.

MO: You’ve got to generate trust and so what hap-
pens is that to get the most out of someone,
they've actually got to spend some time around you
to trust them.

Whereas nursing staff at other sites felt used by doc-
tors, at the community clinic in question the nurses felt
part of the medical team, and saw interpreting as part
of their job description and as a function highly valued
by the doctors.

Profiles of the ‘good’ and ‘bad’ mediated

interview

Combining the evidence from the interviews together
with the perceptions of doctors, patients and inter-
preters has allowed the emergence of two typical pro-
files of interaction.32 The one scenario allows for the
development of a common goal, the relationship of
trust, the tackling of issues of stigma and disclosure,
the incorporation of cultural models of explanation and
negotiation around management. In this pattern, the
role of the third party is often one which combines the
functions of interpreter as well as counsellor and cul-
tural broker. The physician acknowledges and values
that role and provides an opportunity for the relation-
ship to develop. Such doctors showed sensitivity to the
language needs, difficult life circumstances and health-
care expectations of the patients. A facilitative conver-
sational style emerges which helps balance the signifi-
cant power difference between doctors and patients.
This includes a willingness to repair breakdowns in the
interaction, reference to language issues and facilitat-
ing non-verbal strategies such as gaze and gesture. An
opportunity is provided to rectify possible breakdown.
The other profile, framed largely around the medical
questioning framework of the institution, is often inhib-
ited by institutional structure including space and time
factors, and is not facilitative. Quite often the partici-
pants appear to have entirely different agendas and
expectations. This profile is characterised by an essen-
tially doctor-dominated communication with a focus on
biomedical disease. During such interactions there is
little opportunity for patients to express their concerns

or to obtain sufficient explanations. Patients often mis-
understand such doctors’ messages but do not
attempt to ‘repair’ the conversation - an attitude inter-
preted by the doctors as passive or submissive.
Interpreters are perceived as being there to support
the doctor rather than to assist the patient, and contra-
dictory information is ignored. 
The methods we have used have helped us distinguish
these styles and their impact and have also helped us
develop training materials for medical students and for
health professionals at specific sites. Such materials
draw on specific verbal and non-verbal facilitators such
as seating, eye gaze, body posture and gesture and
include text and video examples (using actors) of the
data. Some examples of such facilitators appear in
Appendix A together with a series of recommenda-
tions for improving the language of the mediated inter-
action.
Table II lists a summary of strategies which have been
found to be useful in improving communication in the
sites under study.

THE WAY FORWARD

The results of the research project suggest that it may
be possible to improve communication in health set-
tings in South Africa through proper training and estab-
lishment of consistent teams, and that efforts should
be made to enlist the expertise of language specialists

Table II. A summary of strategies which have been

found to be useful in improving communication in the

sites under study

Before the interview begins

• Assess setting

• Establish relationship of trust with mediator (including
disclosure)

• Ensure appropriate training for mediator (not just ful-
filling the role of interpreter but also as cultural broker)

• Be aware of impact of noise, interruptions, privacy,
seating

• Have a discussion on language issues: establish partic-
ipant’s language history. Even if the participant speaks
English as one of their languages, preferably the inter-
view should be conducted in his/her home language
with English version as back-up

• Have a discussion of roles and expectations with each
participant

During the interview

• Present information in short manageable chunks with
pauses for clarification.

• Highlight topic changes

• Be sensitive to non-verbal aspects

• Stop and ask if clarification is needed

• Bring important things to the front

• Create time for an opportunity for patient’s story to
emerge

• Provide flow talk which is social and not only linked to
aims of interview

After the interview

• Debrief session between doctor and mediator

• Assess the comprehension by culturally relevant meth-
ods including narrative, open-ended questions

• Send home suitably adapted materials (including sim-
plified or illustrated version).
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in research and at treatment sites to facilitate this train-
ing. Evidence of the impact of such training may be
found in the results of an intervention study which
examined the impact of counsellor training on the accu-
racy of comprehension in potential subjects for a treat-
ment trial.33 The training which incorporated the
encouragement of home language and the use of pic-
tures and visual support resulted in increased compre-
hension on the part of the participants and improved
confidence on the part of the counsellors, exemplified
by the following perceptions:

C1: ‘Firstly for me to explain it in Xhosa was much
better. Secondly this took a more short time than in
English. Thirdly I did even feel that I needed to refer
to my own knowledge, what I know and what I am
doing now, then I can make some more examples
than before.’

Pleasingly our research has also shown that South
African health professionals often appear to be using a
wider variety of strategies to ensure understanding of
their patients than some of the monolingual same-lan-
guage interactions recorded in developed countries. In
an ongoing study which examined the interactions
between 26 pharmacists and patients at an ARV clinic
in North-West province,27 it was found that both verbal
and non-verbal strategies were used on a regular basis
to enhance delivery of the message. The daily contact
with diversity seems to prime all parties in the interac-
tion towards flexibility. An example from a pharmacist
is illustrative: 

By repeating instructions, explaining that the virus
will become resistant and this might be their last
chance... We give info on side-effects, questioning
patients, continuous training of health workers and
counsellors. Implementing adherence tools, e.g.
posters, diaries, video and we would like to use a
checklist as an adherence tool (time permitting). If
time permits, we motivate them by checking on the
improved CD4 count.

CONCLUSIONS

Communication challenges occur in every doctor-
patient interaction, but these challenges are magnified
in certain contexts. The first is when there is a diversi-
ty of language and cultures. The second occurs in the
context of a disease such as AIDS with its specific
vocabulary and its envelope of stigma. Yet the goal of
effective communication is not remote. Positive evi-
dence exists that a combination of systemic changes,
as well as insight into the process, can significantly
influence patterns of interaction and outcomes for the
patients, the health team and the institution.
Emerging data suggest that when there are consistent
teams in place and when the medical team, which
includes the interpreter or counsellor, has site-specific
and illness-specific communication training, there is
increased efficiency of communication and increased
satisfaction for all concerned, despite linguistic and cul-
tural barriers. This does not depend simply on having a
trained interpreter in place, but it does depend on the
health triad having a common identified goal of good
communication.
In conclusion, the mediated health interaction may be
viewed very much like a dance between its partici-
pants. It improves with practice; it is dynamic, interac-
tive and particular. Its efficiency depends on skills and
on attitudes of co-operation and trust and also a will-
ingness to be influenced by others with expertise in
matters of linguistic and cultural concern and an under-
standing of the barriers present in the context imposed
by culture, site and disease. 

South Africa provides a profoundly rich and diverse
context, which demands a merging of scientific and
artistic sensibilities, as well as quantitative and qualita-
tive methods. There are daily reminders that: ‘the
notion of disease... is not only a linguistic construct that
presumes to index objectively a common human expe-
rience, but is also an expression or a moral universe
bounded by culturally and historically specific norms,
values and beliefs about that which is good, bad and
beautiful in the world.’34
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