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Background: Language barriers between doctors and patients have been shown globally to
negatively affect the quality of health care and infringe on basic patient rights. In response to
these challenges, the Division of Family Medicine at the University of Cape Town (UCT)
integrated career-oriented Afrikaans and Xhosa communication skills classes into the MBChB
degree programme in 2003.

Aim: To measure students’ perceptions of the effectiveness of the language communication
skills classes in creating multilingual medical practitioners in the South African context and
compare these perceptions between the Afrikaans and Xhosa courses.

Setting: The study was conducted on the Health Sciences campus of the University of Cape
Town, South Africa.

Methods: The study was a cross-sectional survey. During March 2017, access to an online
structured questionnaire was provided to 600 randomly selected medical students from
second to sixth year at the UCT.

Results: The response rate was 43.7%, and students reported a much higher baseline
level of Afrikaans compared to Xhosa (99.0% vs. 42.7%). Respondents reported a lack of
confidence in the clinical sphere for both languages (Afrikaans 51.5%; Xhosa 60.0%) and a
lack of communicative ability (Afrikaans 35.3%; Xhosa 67.2%) as major barriers to patient
communication.

Conclusions: Respondents overwhelmingly agreed that second language learning is valuable
for their future as medical practitioners, but did not feel that they are developing sufficient
communicative competence. The courses need to be re-evaluated to account for the lower
level of pre-MBChB Xhosa exposure, as compared to Afrikaans. Increased time allocated to
languages, increased attention to cultural issues and informal variants, and redesigning
assessments to better reflect students” abilities are all potential recommendations.

Keywords: student perceptions; communications skills; languages barriers; additional
languages; doctor-patient communication; Xhosa; Afrikaans.

Introduction

Language barriers between doctors and patients pose a significant health challenge globally, in
Africa and in South Africa. It has been shown that these barriers decrease the quality of care and
infringe on the basic patient rights.'?** Language barriers are associated with decreased access
to health care, unnecessary testing and increased hospital stays, highlighting both social and
economic effects.’ Improved patient communication also leads to improved patient satisfaction
and thus adherence to treatment, which improves health outcomes on an individual and societal
level.® Informed consent is inevitably affected, with patients agreeing to procedures without
fully understanding the intricacies involved.*”#*

There is extensive literature from around the world describing the existence of language barriers
in health settings, which is largely descriptive, but there is only limited information available
on the interventions that might be used to overcome these barriers.”’ Interestingly, more
research is becoming available on health care professionals’ perceptions of language barriers,
which our research will contribute towards, but there is still only limited evidence on the feasibility
and effectiveness of interventions.!’ Various studies describe the limitations of using interpreters,
including ethical issues around confidentiality; however, there is a lack of research investigating
language tuition for medical students as another tool to overcome language barriers in

http://www.phcfm.org . Open Access


http://www.phcfm.org�
https://orcid.org/0000-0003-0445-0562
https://orcid.org/0000-0002-7177-4121
https://orcid.org/0000-0002-4560-3986
https://orcid.org/0000-0002-3485-8203
mailto:joel.claassen@uct.ac.za
https://doi.org/10.4102/phcfm.v11i1.2121�
https://doi.org/10.4102/phcfm.v11i1.2121�
http://crossmark.crossref.org/dialog/?doi=10.4102/phcfm.v11i1.2121=pdf&date_stamp=2019-10-17

clinical contexts.*” Although our research is not an
interventional study, weaim to provide abetter understanding
of the current student perceptions in order to provide a basis
for future research, which can then assess the effectiveness
of small group language teaching in medical schools as an
intervention to reduce language barriers in the health care
setting.

As in other African countries, the challenge to the South
African health system is significant because of the language
barrier, as there are 11 official languages. There are over
8 million home-language Xhosa speakers and almost 7 million
home-language Afrikaans speakers.”? Despite this, the
majority of South African health professionals, excluding
practicing nurses, are unable to communicate in any of the
indigenous languages.” In a study at the Red Cross War
Memorial Children’s Hospital, it was found that most
interviews were not conducted in the patient’s home language
and occurred without the use of an interpreter® Patients
reported that language, along with cultural factors, formed an
immense barrier to health care with more than 70% being
dissatisfied with communication during interviews.”31415

The responsibility of ensuring successful communication is
placed on patients, who are expected to understand
English.”*® This expectation poses a threat to both cultural
diversity and the dismantling of Western cultural norms.” In
South Africa, the negative relationship between previous
disadvantage and English proficiency means that language
barriers in the clinical setting further marginalise illiterate
and uneducated South Africans.” As discussed by Meuter
et al.,, language barriers in a patient-doctor relationship
represent the power dynamic and can be used to enforce
or manipulate the power dynamic; the importance of
recognising and addressing this is essential when taking
into account the already deeply entrenched inequality in
South Africa® Despite a constitutional and legislative
framework, there has been slow progress in developing
multilingualism on a broad scale, a process that must occur
in order to produce medical doctors that are communicatively
competent and patient-centred.'” 5%

In 2003, the Faculty of Health Sciences at the University of
Cape Town (UCT) started towards this goal by introducing
career-oriented Afrikaans and Xhosa communication
courses to MBChB students from year 1 to year 4. In year 1,
students who self-identify as beginners in either Xhosa or
Afrikaans (i.e. Common European Framework pre-level A1,
Interagency Language Roundtable (ILR) scale Level 0,
American Council on the Teaching of Foreign Languages
(ACTFL) Novice level, or Defense Language Proficiency Test
(DLPT) Level 0) receive a 12-week introductory course.
During years 2 and 3, all medical students attend weekly,
face-to-face, small group language tutorials and undergo
assessments through Objective Structured Clinical
Evaluations (OSCEs) in the Family Medicine course, Becoming
a Doctor. In year 4, the module General Medicine includes
a language component that is tested in a clinical setting.
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There has never been an independent evaluation of student
perceptions regarding these courses.

This study aimed to investigate medical students’ perceptions
of their additional language learning within the UCT MBChB
programme and their subsequent communicative competence.
In addition, and in line with recent student-led demands to
move towards more Afrocentric curricula, the study aims to
compare the results for Afrikaans and Xhosa to evaluate
whether the current programme is producing graduates
with competencies in both Afrikaans, a language historically
used in higher education, and Xhosa, an indigenous language
historically marginalised in South African universities.??'%%

Methods
Study design

A descriptive, cross-sectional study design was selected, using
a questionnaire consisting of multiple-choice questions.

Setting

The study was undertaken at the UCT, Observatory, Cape
Town, South Africa.

Study population

The study population comprised students registered for the
MBChB programme at the UCT.

Inclusion criteria

The inclusion criteria were participants enrolled in the
MBChB programme at UCT for the 2017 academic year,
completing one of years 2-6.

Exclusion criteria
None.

Sample size and sampling

A random sample of 600 was chosen from a total population
of approximately 1200 medical students, and the sample was
stratified by year of study, with 120 chosen from each year’s
cohort between years 2 and 6. This allowed for a 5% level
of precision and 95% confidence interval. Students were
randomised using Excel-generated numbers.

Data collection

Datawere collected through the use of an online questionnaire.
This questionnaire was developed by the authors, in
conjunction with experts in the fields of health care and
language education from the UCT, as no existing validated
questionnaire was available to assess the unique teaching
and learning programme at this university.

The first six questions were used to ascertain students’
prior exposure to Afrikaans and Xhosa, by assessing both the
self-reported level of exposure and competency as well as the
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type(s) of exposure, for example, social environments versus
formal teaching. This was followed by questions assessing
how students perceive specific aspects of the language
courses, ranging from class size to time given to cultural
aspects of the language. Students were then asked to assess
the real-life value of their language teaching and to provide
an estimate of how often and to what extent they communicate
in their patients” home languages. Finally, students were
asked to identify barrier(s) that prevent them from
communicating in a patient’s home language, with an ‘other’
option to record additional barriers they had experienced.

The questionnaire was made available on Google Forms and
was emailed to students who had been randomly selected to
participate from a database of student numbers. Posters were
put up around the Health Sciences Faculty, encouraging all
students to check their emails to determine if they were
selected. Students were given 1 month (March 2017) to
complete the questionnaire, and three reminder emails were
sent 9, 23 and 25 days after the initial email.

Data analysis

Data from Google Forms were automatically captured in
Google Sheets, after which they were transferred to Microsoft
Excel 2016 for analysis. For responses to questions with the
options ‘strongly agree’, ‘agree’, ‘neutral’, ‘disagree’ and
‘strongly disagree’, the ‘strongly agree” and ‘agree’ categories
were grouped together for presentation in table and chart
form. Microsoft Excel 2016 was used to calculate the
frequency of the different responses and to present the data
in chart form.

Ethical consideration

Ethics approval was obtained from the Human Research
Ethics Committee at the University of Cape Town (HREC
REF: 155/2016). No incentives were provided to complete
the questionnaire apart from the possibility of improvements
in the current language programme. Students were required
to consent to participate in the study, and both the consent
forms and questionnaires were offered in English, Afrikaans
and Xhosa (Appendix 1).

Results

The overall response rate was 43.7%. The sample comprised
a fairly even spread of students across the years, with the
lowest number of responses from final year students
(11.8%). The majority of students (95.8%) reported being
fluent in English. Over a third regarded themselves as
fluent in Afrikaans, with 5.73% of all respondents
reporting Afrikaans as their home language. Regarding
Xhosa, only 11.5% of students considered themselves to be
fluent, despite having the same proportion of home
language speakers (5.73%). Zulu (15.7%) and Sotho (10.7%)
were the only other languages that amounted to greater
than 10.0%.
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While 99.0% of the respondents reported having had
exposure to Afrikaans prior to the MBChB programme, only
42.7% of all respondents reported any prior exposure to
Xhosa (Table 2). Over 85.0% of respondents completed
Afrikaans as a school subject, while less than a third reported
having done Xhosa at school. There were similar levels
of extra-curricular and university-level course exposures
between Xhosa and Afrikaans, but significantly less exposure
to spoken Xhosa (12.2% vs. 20.6%).

Participants were asked to grade various factors within the
language programme as adequate or inadequate for
facilitating their language learning. Just over a third agreed
that there is sufficient focus on non-standard varieties of
Afrikaans, with less than a quarter reporting sufficient
attention given to cultural issues. Regarding the Xhosa
classes, only a quarter reported sufficient focus on non-
standard varieties, with slightly more students (34%)
agreeing that there is sufficient attention provided to cultural
aspects.

Slightly less than half of the participants felt that the
assessments are appropriate to assess their Afrikaans
communicative abilities, whereas less than a quarter of
students felt that Xhosa assessments were valid, despite both
assessments being offered in the same format (OSCEs).

TABLE 1: Sample population characteristics.

Category n %

Year of study (N = 262)

Second year 56 21.4
Third year 59 22.5
Fourth year 68 26.0
Fifth year 48 18.3
Sixth year 31 11.8
Language fluency (N = 262)

English 251 95.8
Afrikaans 95 36.3
Xhosa 30 11.5
Zulu 41 15.7
Sotho 28 10.7
Tswana 17 6.5
Tsonga 6 2.3
Venda 6 2.3

Sepedi 2 0.76
Ndebele 1 0.4
Swati 0 0.0
Other} 20 7.6

f, Bangla, Chewa, Chinese, Dutch, French, German, Gujarati, Hindi, Korean, Spanish, Swazi
and Yao.

TABLE 2: Level of exposure to Afrikaans or Xhosa prior to MBChB, n = 262.

Exposure Afrikaans Xhosa

n % n %
None 26 1.0 150 57.3
Primary or high school subject 225 85.9 73 27.9
Extra-curricular course 4 1.5 4 1.5
University-level course 4 1.5 14 5.3

Wide exposure to spoken Afrikaans or Xhosa 54 20.6 32 12.2

Figure 1 shows that although there were nearly equal numbers of Afrikaans and Xhosa home
language speakers (5.7%), over 57.0% of the students were first- or second-language
Afrikaans speakers, whereas less than 10% of students were first- or second-language Xhosa
speakers.
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Although half of the respondents found Afrikaans tutorials
useful for real-life clinical settings, only 38.6% of students felt
the same about Xhosa tutorials.

Proportion of interactions in which students
speak Afrikaans or Xhosa with home language
Afrikaans or Xhosa patients

The students reported that only 27.7% of them converse with
the majority of Afrikaans patients in Afrikaans, and only
20.8% of them converse with the majority of Xhosa patients
in Xhosa. Over 50% of students reported speaking to few or
no Afrikaans patients in Afrikaans, similar to the responses
regarding Xhosa-speaking patients (58.5%).

Barriers to patient communication

Figure 2 shows that the most frequently identified barriers to
speaking Afrikaans were a lack of confidence (51.5%) and a
lack of language ability (35.5%). A much larger proportion of
students reported the lack of language ability as a barrier to
speaking Xhosa (67.2%), which was followed by the lack of
confidence (60.0%). All other barriers were experienced by
less than 30% of students.

Figure 3 provides a more longitudinal perspective across the
current years of study, showing the proportion of students in
each year, who reported speaking to patients in the patients’
home languages, as well as how respondents view the
barriers to using Xhosa and Afrikaans. There is an increasing
trend in the proportion of patients spoken to in their home
language for both Xhosa and Afrikaans, although there is a
slight decrease in the sixth year for Xhosa. In terms of the
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barriers for Xhosa, the reported lack of confidence and lack of
language ability decreased between the fourth and the sixth
year. There was a lower purported lack of confidence in the
third year, but otherwise the trend was similar to the lack of
language ability. For Afrikaans, the lack of confidence and
lack of language ability similarly decreased between the
third/fourth and the sixth year. For both Afrikaans and
Xhosa, it seems that the lack of importance if patients can
speak English increased with advancing years, and the lack
of encouragement from seniors remained relatively stable.
Discomfort using Xhosa when fellow students were not was
highest in the early years for Xhosa, decreased in the fourth
year, and increased thereafter. The opposite was true for
Afrikaans.

Table 4 shows that more than 75% of students are comfortable
greeting Afrikaans and Xhosa patients in their home
languages. With each subsequent area of patient interaction,
an incrementally lower proportion of students reported
feeling comfortable speaking to patients, for both languages.
The greatest disparity between Xhosa and Afrikaans was in
understanding responses, with 61.8% of students reporting
that they were comfortable in understanding Afrikaans
responses, whereas only 26.3% of students were comfortable
in understanding Xhosa responses. The area in which the
most students struggled was breaking bad news, for both
Afrikaans (35.1%) and Xhosa (14.1%).

Students’ perceptions around the value
of language learning

The vast majority of the respondents (85.12%) stated that
they believed that learning Xhosa and/or Afrikaans during

W 1 (5.7%)
W 2.(51.9%)
1 W 3.(16.8%)

4.(9.9%)
W 5. (15.7%)

3

b

WL (5.7%)
W 2.(3.1%)
2 [0 3.(53.8%)

4.(20.6%)
M 5. (16.8%)

4

FIGURE 1: (a) Proportion of home language versus (b) additional language speakers, comparing Afrikaans and Xhosa.
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FIGURE 2: Barriers preventing students from speaking Afrikaans or Xhosa to home language patients, n = 262.
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FIGURE 3: Year-by-year analysis of the proportion of patients spoken to in their home languages: (a) Xhosa and (b) Afrikaans, as well as the prevalence of the reported
barriers.

TABLE 3: Current language programme factors that students perceive as TABLE 4: Areas in which students are comfortable speaking, n = 262.
facilitating learning (N = 262). Area of interaction Afrikaans Xhosa
Category Afrikaans Xhosa n %, n %
0, 0,

n % n % None 4 15 9 34
Sufficient focus on non-standard varietiest 95 36.3 67 25.6 Greeting 218 83.2 208 79.4
Sufficient attention to cultural issues 59 22.5 89 34.0 Taking history 195 74.4 156 59.5
Validity of assessments 119 45.4 66 25.2 Examination 157 59.9 82 31.3
Clinical or real-life relevance of tutorials 133 50.8 101 38.6 Understanding responses 162 61.8 69 26.3
T, Non-standard varieties refer to informal variants of Xhosa and Afrikaans, including Cape Investigations, treatment 107 40.8 43 16.4

(‘Kaapse’) Afrikaans and ‘kasi’ lingo.
Breaking bad news sensitively 92 35.1 37 14.1

http://www.phcfm.org . Open Access
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the MBChB programme is valuable to their future as health
care professionals, with 7.25% of the respondents not agreeing
that the language courses are valuable, and 7.63% of the
respondents were reportedly neutral. Conversely, only 31.0%
of the participants reported studying languages on a weekly
basis, while around 46% of the respondents admitted to only
preparing for assessments.

Discussion

Language exposure prior to the MBChB
programme

An important pre-supposition confirmed in this study was
the major difference in prior exposure to Xhosa versus
Afrikaans (Table 2); 90% of students reported having some
exposure to Afrikaans, compared to less than 30% for Xhosa.
This low level of exposure could be attributed to historical
language imbalances within schools; unlike Afrikaans, Xhosa
has not been a compulsory language for learners at primary
schools and high schools in the Western Cape. In addition,
there was also a significant discrepancy in spoken language;
21% of students had exposure to spoken Afrikaans, but only
12% had exposure to spoken Xhosa.

Although there were equal numbers of Afrikaans and Xhosa
home language speakers, almost 60% of students were
first- or second-language Afrikaans speakers, whereas less
than 10% of students were first- or second-language Xhosa
speakers. Because of this differing baseline exposure, more
intensive and earlier exposure is recommended for Xhosa for
beginners, who comprised the majority of the sample.

Another interesting area of focus could be exposure in the
medical environment, particularly after students have
graduated. Although this research looks at prior exposure to
Xhosa and Afrikaans, largely during school and social
environments, and exposure during the MBChB programme,
doctors entering the health care system will continue to learn
and experience language in the South African health care
system. As a way to improve doctors’ cultural competence,
Betancourt et al. recommend making changes at a more
systemic level, which would include increasing the number
of doctors and health care facility leaders who represent
traditionally marginalised language and cultural groups.®

Factors that affect student language learning

Exposure to non-standard varieties of Afrikaans

and Xhosa

Just over a third of respondents agreed that there was
sufficient exposure to non-standard Afrikaans. This low
percentage could possibly be attributed to the fact that the
course is career-oriented, resulting in more teaching of
the standard Afrikaans variant. Despite the institutional
commitment to make students aware of Cape Afrikaans,*
respondents clearly felt that a greater effort should be made
to improve students’ confidence in understanding Cape
Afrikaans.
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For Xhosa, only a quarter of students claim to have adequate
exposure to non-standard varieties. This could relate to the
low level of prior exposure, meaning that students are still
learning the basics and have not been able to focus on the
local nuances of spoken Xhosa. This inadequate exposure to
non-standard variations may also explain why students
have such difficulty communicating with real-life patients
and why almost 75% of students report being unable to
understand their patients’ responses (Table 4). As with
Afrikaans, more effort can be made to provide variations
of vocabulary and phrases that students might encounter in
local communities.

Cultural issues

Being able to understand and engage with cultural
components of language is an important part of developing
cultural competence, a critical component of language
learning. 2672829 Only 22.5% of respondents felt that cultural
issues are appropriately addressed during the Afrikaans
communication skills course. Although still a low proportion
of students, there were significantly more students who
agreed that Xhosa classes provide adequate attention to
cultural issues (34%). Importantly, this result does not
account for the cultural nuances shared through language
teaching in itself, given that language is a primary purveyor
of culture® and inherently conveys cultural competency.

Interestingly, the idea that specific cultural information
should be ‘taught’ is falling away in health professionals’
education. Traditionally, in an attempt to improve cultural
competence, health care professionals were provided with
commonly held beliefs of a community. However, it is
becoming increasingly clear that this traditional method used
to improve health care provision to patients from a range of
backgrounds is ineffective, promotes the use of stereotypes
and reinforces prejudice. Newer approaches focus on
communication as the key aspect of culturally competent
medical care — by being able to effectively communicate and
understand an individual patient’s belief systems and
preferences, patients from a wide range of backgrounds can
be equally cared for and respected. Although students may
have felt dissatisfied with the limited cultural information
provided during classes, incorporating this new approach
towards cultural competence in language classes may change
students’ perceptions on what it means to be a culturally
competent doctor and also encourage language learning.®

Language assessments

The vast majority of students do not feel that the form of
assessment is a valid tool to assess their communicative
competence, with significant discrepancy between the
languages despite both assessments being offered in
the OSCE format. This discrepancy is likely related to the
greatly differing baseline and warrants a review of
the current assessment standards and marking rubrics. The
review could be informed by further research and student
discussion groups to better understand why students do
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not see these assessments as valid and how other assessment
techniques could be employed.

Clinical utility of language teaching

It is very concerning that a significantly low proportion of
students believe that Afrikaans (50.9%) and Xhosa (25.2%)
tutorials are relevant for real-life clinical situations, if this
is the overarching goal of the programme. It is therefore
essential to work with both doctors and medical students to
create courses relevant to the clinical setting, which could
involve discussion groups as mentioned above.

These results were echoed by the low proportion of students
who actually speak to home language Afrikaans and
Xhosa patients in their home languages (27.7% and 20.8%,
respectively). For both languages, lack of confidence was
stated as a major barrier. This likely suggests that the current
teaching programme does not sufficiently support the
application of students’ learnt communication skills. Future
changes could include more frequent role-plays during
class, in order to simulate real-life patient encounters.
More frequent summative assessments or the addition
of regular formative assessments, with specific and goal-
directed feedback from tutors or peers, could also encourage
confidence while improving students’ communicative
competence. More students reported lack of confidence as a
barrier to speaking Xhosa than Afrikaans, which suggests
that the low level of confidence is not simply related to the
subject matter in the clinical setting, which often involves
very personal discussions with patients, difficult even in
one’s home language. This discrepancy is likely related to
the significantly lower level of prior Xhosa exposure, and
the interventions mentioned above would be particularly
important in the Xhosa curriculum design. Providing
immersion learning opportunities for both languages may
also be useful in overcoming this problem, and the feasibility
of providing this opportunity to students should be explored
further.

For Xhosa, lack of language ability was the most commonly
identified barrier to communication (67.2%). Looking at
the specific areas in which students are not comfortable
communicating gives some further insight into the problem
and can be used to guide curriculum adjustments for both
languages. For Xhosa, the only area in which the majority of
respondents felt comfortable was greeting a patient (79.4%).
However, all of the components of the interview are essential
in caring for patients and require adequate communication
skills (particularly for informed consent); the fact that most
students do not feel equipped is indicative of the necessity to
re-align the programme outcomes to achieve the goals of
clinical communication and to provide intensive courses to
improve baseline Xhosa communication skills.

For Afrikaans, more than half of the students felt comfortable
in greeting (83.2%), taking a history (74.4%), performing an
examination (59.9%) and understanding responses (61.8%).
Although this is in keeping with the findings of a higher
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baseline exposure, it also specifically identifies the need to
better address the topics of explaining investigations and
breaking bad news.

Figure 3 showed a more longitudinal picture over the years
of MBChB of the proportion of Xhosa and Afrikaans patients
spoken to in their home languages and the reported barriers.
As shown in Table 1, the number of respondents from each
year was small, with the smallest proportion of responses
from the sixth year. As a result, this analysis is somewhat
limited. It is not surprising that the proportion of patients
spoken to in their home languages increases as the years
progress, as students have more experience both in speaking
to patients generally and with using the two languages. The
decrease in the sixth year for Xhosa could potentially be
explained by the rise in the perceived lack of importance of
speaking Xhosa, if patients are able to speak English, as well
as the rising discomfort in speaking Xhosa when fellow
students are not. This finding suggests that extending
language tutorials to include years 5 and 6 could lead to an
increase in the proportion of Xhosa patients spoken to in
their home language. This can be contrasted with Afrikaans
where, after the third or the fourth year, the proportion of
Afrikaans patients spoken to in Afrikaans increases while the
two major barriers, lack of confidence and lack of language
ability, decrease. Measures to limit these barriers were
mentioned in the previous section to improve.

Student views on the usefulness of language
education

The vast majority of students believe that learning Xhosa
and/or Afrikaans during the MBChB programme is valuable.
This is an encouraging response, which emphasises the need
to address the above-mentioned factors in order to tailor the
language courses to student needs, with special focus on
improving both students’ confidence and language abilities.

Study limitations and strengths

The study’s strengths include the large sample size and the
use of anonymous online questionnaires, which allowed
students to provide more accurate information about their
personal experiences without fear of academic or personal
consequences, reducing response bias. Both students and
staff were involved in the design and implementation of this
research, providing important insight from both perspectives.

While this study outlines specific areas in which the current
additional language communication skills courses can
improve, it does not investigate students’ views around
potential solutions, and all recommendations are based on the
authors’ interpretations of the student responses. In addition,
the nature of a cross-sectional study is that it provides a
snapshot view; we were not able to examine differing student
perceptions over time. However, comparison of students
across the years of study did provide some insight into how
student perceptions of their language education, and their
own performance, might change as they progress through the
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MBChB programme. The response rate was quite low at
43.7%, which will have also influenced the results through
self-selection bias, despite efforts to reduce this bias through
random selection of 120 students per year. Students with
a particular interest in language education, or passion for
language learning, may have been more likely to respond to
the survey had they been selected and may have skewed
the results by providing more positive responses regarding
their abilities, confidence levels, frequency of patient home
language communication and belief in the importance
of language learning. Contrastingly, students who felt
disappointed by their language education and frustrated by
communication difficulties may have also been motivated to
respond, resulting in more negative responses. The group of
students who responded to the questionnaire was also largely
constituted of Xhosa beginners, which may have led to biased
results that do not necessarily represent the views of Afrikaans
beginners and should be taken into account when working on
future curriculum design.

Another limitation of the study is the focus on medical
students within the MBChB curriculum; no students from
the health and rehabilitation courses were included. Their
additional language communication skills courses differ
from those provided to medical students, and a comparative
study may be useful. Further research could also include
comparing the UCT language programme outcomes to those
at other South African universities. An interventional study
would also be useful to identify better ways of implementing
language teaching into the MBChB curriculum. After changes
have been made based on the above findings, this study
could be repeated to assess students’ perceived outcomes in
the clinical setting.

Conclusion

Language barriers faced by health care professionals in
South Africa are extensive and well described in recent
literature, and the UCT Division of Family Medicine in the
Health Sciences Faculty has taken on the challenge by
offering career-oriented communication classes for Afrikaans
and Xhosa since 2003. In this cross-sectional study, students
have overwhelmingly agreed that learning Xhosa and/or
Afrikaans is valuable for their future clinical practice.
However, there are major limitations in the way the
programme is currently offered.

Firstly, the major difference in exposure to Afrikaans and
Xhosa prior to the MBChB programme needs to be carefully
considered when implementing and evaluating the courses.
Further intensification of the first-year course for Xhosa
beginners is recommended to address the discrepancy
between language outcomes.

Specific problematic areas identified for both Afrikaans
and Xhosa include the limited exposure to non-standard
varieties and cultural factors, and the reduced validity of
assessments. Increasing the focus on non-standard varieties,
immersion-type learning and redesigning assessments are
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all recommendations that can add value and assist in
achieving the course outcomes. The Faculty of Health
Sciences has, in 2018, introduced optional, additional
weekly tutorials for students in years 1 and 2. Although this
tutorial programme has the potential to provide additional
support to students and meet the above-mentioned needs, it
must be independently evaluated regarding student
attendance and outcomes.

Importantly, students do not feel that the language programme
is leading to adequate clinical communicative competence.
Discussion groups with clinicians and students could be used
to better direct the focus of language tutorials and guide
curriculum design. The Afrikaans and Xhosa language
courses need to be reworked to improve students” language
ability and confidence to better meet the goals of clinical
communicative competence.
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Language questionnaire - Afrikaans version
INGELIGTE TOESTEMMING:

Lees dit asseblief voordat jy instem om deel te neem, deur 'n regmerkie in die drie bokse in te vul. As
jy die toestemmingsvorm in Xhosa of Afrikaans verkies, kontak die navorsers gerus vir een via e-pos
(sien onder)

Wie is die navorsers?

Hierdie studie word deur twee vierdejaar MBChB-studente en twee dosente van die Skool vir Tale en
Letterkundes (Afrika-tale en Afrikaans afdelings) aan die Universiteit van Kaapstad gedoen

Wat s die doel van die studie?

Ons is besig met 'n opname rakende die taalvaardigheid van studente, om vas te stel of die huidige
Xhosa en Afrikaanse onderrigprogramme as effektief beskou word vir die toerusting van die mediese
studente aan Kiiniese instellings.

Wat sal die studie betrek?

Ons vra dat jy die volgende vraelys oor jou taalvaardigheid aanlyn voltooi. Sommiige vrae sal gaan
oor jou vermoens binne 'n Kiiniese omgewing terwyl ander vrae meer fokus op jou menings met
betrekking tot die taalonderrig wat jy ontvang het. Jou antwoorde sal ons help om die taalonderrig
aan mediese studente te evalueer en of die huidige program die daargestelde doelwitte bereik. Die
vraelys sal ongeveer 10 minute neem.

Wat sal met die data gebeur?

Die inligting wat ons uit die vraelys kry, sal elektronies geberg word op n wagwoord-beskermde
rekenaar. In plaas van jou naam. sal jou antwoorde aan ' identifiserende nommer gekoppel word en
iy sal op geen punt aan jou antwoorde gekoppel word nie. Ons wil graag jou toestemming vra om die
inligting, wat uit hierdie vraelys versamel is, met die Fakulteit Gesondheidswetenskappe en die
Fakulteit van Wysbegeerte aan die Universiteit van Kaapstad deel. Die resultate van die opname kan
nuttig wees vir hulle in die ontwerp van die toekomstige formaat van taalonderrig vir MBChB-
studente. Die data sal gratis aan die departement gegee word.

Vrywillige aard van deelname en jou reg om te onttrek:
Ditis jou besluit of jy aan hierdie studie wil deelneem. As jy halfpad deur die vraelys besluit dat jy nie
wil deelneem nie, kan jy ophou om die vrae te beantwoord. Jou antwoorde sal slegs aangeteken
word wanneer jy druk op die "submit' knoppie op die laaste bladsy van die vraelys.

Potensile risiko's en voordele verbonde aan die navorsing:

Hierdie studie stel geen bekende risiko's nie. Die grootste voordeel sal die potensiéle verbetering
van die gehalte van taalonderrig vir MBChB studente wees, 'n program wat alle studente verwag om
te voltooi voordat hulle hul graad kry.

Deelnemer vergoeding:

Jy sal nie enige geld of ander vorm van vergoeding vir deelname aan die studie ontvang nie.
Terugkeer van resultate:

Wanneer die studie oo is, sal ons die uitslae van die navorsing met jou te deel via jou UCT e-
posadres.

Kontakbesonderhede:
Indien jy enige navrae het voor die aanvang van die vraelys, kontak ons asseblief per e-pos,
Stephanie Roche: RCHSTEO12@myuctac.za

Zahraa Mohamed: MHMZAHO17@myuct.acza

Dr Joel Claassen: joel.claassen@uct.ac.za
Mnr Zukile Jama: zukile jama@uct.ac.za

Language questionnaire (English version)

INFORMED CONSENT:
Please read this before you agree to participate, by ticking the three boxes below.

Who are the investigators?

This study will be carried out by two fourth year MBChB students and two lecturers from the
languages department at the University of Cape Town.

What is the purpose of the study?

We are conducting this survey of language proficiency to determine whether the current Xhosa and
Afrikaans language education programmes are effective in equipping medical students for clinical
seftings.

What will the study involve?

We are asking that you complete the following online questionnaire about your language proficiency.
Some questions will deal with your abilities within a clinical setting while other questions focus more
on your opinions regarding the language education that you have received. Your answers will help us
o evaluate language tuition for medical students and whether the current programme is achieving its
goals. The questionnaire will take about 10 minutes.

What will happen to the data?

The information that we gain from the questionnaire will be stored electranically on a password-
protected computer. Your answers will be associated with a code rather than your name, and you will
atno point be linked to your answers. We would like your permission to share the information
gathered from this survey with the Faculty of Health Sciences at the University of Cape Town. The
results of the survey could be useful to them in designing the future format of language education for
MBChB students. The data will be given to the department free of chargs.

Voluntary nature of participation and right to withdraw:
Itis your decision whether or not you would like to participate in this stucy. If you decide midway
through the questionnaire that you would not ke to participate, you may stop answering the
questions. Your responses will only be recorded once you press the 'submit button on the final page
of the questionnaire

Potential risks and benefits associated with the research:

This study poses no known risks. The main benefit will be the potential improvement of the quality of
language education for MBChB students, a programme that all students are required to complete:
before graduating

Participant compensation:

You will not receive any money or other form of remuneration for joining the study.

Return of results:

When the study is over we will share the results of the research with you via your UCT email
address.

Contact details:

Should you have any queries before beginning the questionnaire, please contact us via email.
Stephanie Roche: RCHSTE012@myuct.ac.za

Zahraa Mohamed: MHMZAHO017@myuct.ac.za

Dr Joel Claassen: ioel claassen@uct.ac.za
Mr Zukile Jama: zukile jama@uct.ac.za

You may contact the Health Research Ethics Committee (HREC) if you have any queries or
concems regarding your rights or welfare as a research participant.

Dr Burgess, Deputy Chair of HREC at UCT Faculty of Health Sciences: 021 406 6171

Language study questionnaire - Xhosa version
ISICELO MVUME SICACISIWE:

Siyacela ukuba ufundisise olu xwebhu phambi kokuba uzibandakanye kolu phando ngokuthi
uphawule kwezi bhokisi zingezantsi.

Ngoobani abenza uphando?

Olu phando nzulu Iwenziwa ngabafundi ababini abakunyaka wesine kwzifundo zabo zobuggirha
nabahlohli ababini beCandelo leeLwimi kwiYunivesithi yaseKapa.

Zintoni iinjongo zoluphando?

Senza uphando ukukhangela inganaba lokuthetha abakulo abafundi ukize sikwazi ukufumanisa
ukuba inkqubo yokufundisa isiXhosa nesiBhulu ikumgangatho ofanelekleyo yaye inefuthe elaneleyo
ukuxhobisa abafundi ukuba bakwazi ulwimi

kwiinkonzo zezempilo.

Olu phando nzulu luquka ntoni?

Siyacela ukuba uzalise le fomu ilandelayo yemibuzo ikwikhompyutha ngomgamngatho okuwo
wokuthetha. Eminye imibuzo imayelana nokukwazi ukuthetha ngokweno yasesibhedlele lo gama
eminye igqalisele ikakhulu kwizimvo zakho ngokufundiswa kwakho ukuhetha. limpendulo zakho

kwazi kolwimi kubafurdi bobugqirha nokuba
lenkaubo na iinjongo zayo. L e nibuzo kuya kuthatha nje
imizuzu eyi 10

Kuza kuthiwani ngolwazi olufunyenweyo?

Utwazi Kolu phando Indlela yokugcina
igama lakho nalo iyakukhuselwa. Ngoko ke, izimvo zakho ziyakugcinw ngokwekhowudi hay igama
lakho. Izimvo zakho azinakuthi zayanyaniswe negama lakho. Sicela imvume yakho ukuba sabelane
nolu Iwazi silufumeneyo kolu phando necandelo lokufundiswa koBuggina kwiYunivesithi yaseKapa.
Iziphumo zolu phando kolwimi kubafundi

Olu Iwazi luya .

lelo
kwicandelo simahl:

Ukuzibandakanya ngokukhululekileyo nelungelo lokurhoxa:

Kusesigaibeni sakho ukuba uyafuna na okanye akufuni ukuzibandakanya koluphando. Ukuba uthe
uphakathi wabona ukuba akusafuni kuzibandakanya ungayeka ukuphendula imibuzo. Impendulo
yakho iyakushicilelwa kuphela xa uyithumele ngokucinezela ighosha u ‘submit' kwiphepha
Iokugaibela lefomu yemibuzo.

L nenzuzo

nolu phando:
Olu phando alubeki mntu emngciphekweni ngokwazi kwethu. Eyona nzizo engamandia kukuthi
kuphuculwe umgangatho wokufundiswa kolwimi kubafundi bobuggirha njengoko kusisinyanzelo
phambi kokuba bagaibe izifundo zabo.

Imbuyekezo kwabathatha inxaxheba:

Akusayi kufumana mali okanye naluphi na uhlobo Iwentiawulo ngokuzitandakanya kolu phando.
Iziphumo zophando:

Xa uphando lugaityiwe sakwazisa ngeziphumo zophando ngedilesi yakho ye-imeyile yase UCT.
linkcukacha zoghakamshelwano:

Ukuba unemibuzo phambi kokuba ugalise e fomu yemibuzo, nceda uahakamshelane nge- imeyile
nababantu bangezantsi kwezi dilesi zibhaliweyo

Stephanie Roche: RCHSTE012@myuct.ac.za
Zahraa Mohamed: MHMZAHO17@myuct.ac.za
Dr Joel Claassen: joel claassen@uct.ac.za

Mr Zukile Jama: zukile jama@uct ac.za

FIGURE 1-A1: Language study questionnaires.
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